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SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties 

General  Surgery 
Pediatrics 
Internal  Medicine 
Psychiatry 
Opthamology 


we  have  computerized 

Cardiovascular  8( 
Thoracic  Surgery 

Obstetrics  & 
Gynecology 


in  the  local  area  are: 

Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 


U-lt  'mEDICiNE-  RHODE  ISLAND  MEDICAL  SOCIETY 

N e ws  letter’ 


Herbert  Rakatansky,  MD,  President 
Wendy  J.  Smith,  Editor 


ALL  DOCTORS  SHOULD  JOIN  RIMS,  SOCIETY 
RECOMMENDS 

The  Society  will  recommend  to  the  General 
Assembly  that  all  physicians  be  required 
to  join  the  Rhode  Island  Medical  Society 
so  that  they  are  subject  to  the  peer 
review  activity  of  the  Society.  RIMS  also 
will  seek  authority  for  the  Board  of 
Medical  Review,  the  state  disciplinary 
agency,  to  refer  cases  to  the  Society 
for  review. 

The  actions  were  part  of  a ten-point  le- 
gislative package  designed  to  alleviate 
the  malpractice  crisis.  Other  components 
include: 

• Mandated  qualifications  for  expert 
witnesses . 

• Elimination  of  the  collateral  source 
rule  to  avoid  duplicate  payments. 

• A cap  on  prejudgment  interest  at  a rate 
tied  to  the  Consumer  Price  Index. 

• No  awards  for  "pain  and  suffering.” 

• A sliding  scale  for  attorneys'  fees. 

• A special  statute  of  limitation  for 
minors  providing  that  a child  under 
age  six  who  Incurs  an  injury  has  un- 
til his  ninth  birthday  to  file  suit. 

• A cap  on  individual  physician  liability 
at  $500,000. 

In  other  actions  at  its  December  2 meeting, 
the  Council  also: 

• received  a report  that  certif icate-of- 
need  limits  for  the  state  will  be  raised 
over  a three  year  period  to  $250,000  for 
services,  $400,000  for  equipment,  and 
$600,000  for  capital  expenditures. 

• approved  a new  membership  application. 

• noted  that  discussions  currently  are 


COUNCIL  MEETS  (continued) 

under  way  with  Health  Care  Review,  Inc, 
the  professional  review  organization 
for  the  state,  to  permit  the  referral 
of  problem  cases  to  the  Peer  Review 
Committee  on  Physician  Competency.  Be- 
cause Health  Care  Review  is  prohibited 
by  federal  regulation  from  disclosing 
information  about  incompetent  physicians, 
all  problem  cases  are  referred  to  the 
Inspector  General  of  the  Department  of 
Health  and  Human  Services.  Under  a pro- 
posal drafted  by  the  Society,  the  af- 
fected physician  would  have  the  option 
of  having  Medicare  denials  reviewed  by 
the  RIMS  committee  instead  of  the 
Inspector  General. 

• voted  to  defray  the  expenses  of  two  medi- 
cal students  in  attending  the  AMA  Interim 
Meeting,  December  8-11,  1985,  Washington 
DC.  The  students  will  report  at  the 
January  1986  meeting  of  the  RIMS  House 

of  Delegates. 

• approved  recommending  to  New  England 
Telephone  Company  that  the  Yellow  Page 
listing  of  allopathic  and  osteopathic 
physicians  be  integrated  with  a desig- 
nation of  the  physician's  degree  after 
each  entry.  There  currently  are  two 
separate  categories,  "physlcians-MDs" 
and  "physicians-DOs . ” 

• recommended  to  the  House  of  Delegates 
that  dues- exempt  status  be  extended  to 
physicians  under  age  70  who  have  re- 
tired from  active  practice.  Dues-exempt 
status  currently  is  available  only  to 
members  over  age  70  upon  written  re- 
quest. All  dues-exempt  members,  how- 
ever, will  be  encouraged  to  make  a 
contribution  to  the  Society. 

• endorsed  the  disability  income  insurance 
proposal  offered  by  the  New  England  Life 
Insurance  Company. 

• recommended  that  the  Society  offer  its 
members  the  opportunity  to  enroll  in 
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COUNCIL  MEETS  (continued) 

Ocean  State  Physicians'  Health  Plan, 
Rhode  Island  Group  Health  Association, 
and  other  HMOs  in  addition  to  the  cur- 
rent coverage  available  from  Blue 
Cross  & Blue  Shield  of  Rhode  Island. 

• approved  the  Uniform  Rights  of  the 
Terminally  111  Act.  Developed  by  the 
National  Conference  of  Comissioners 
on  Uniform  State  Laws,  the  bill  would 
establish  a living  will  mechanism  for 
Rhode  Island.  Previous  attempts  to 
enact  living  will  legislation  have  been 
unsuccessful  because  of  the  opposition 
of  the  Providence  Diocese. 

• recommended  to  the  House  of  Delegates 
that  it  approve  the  interprofessional 
code  of  professional  relations  between 
physicians  and  attorneys.  Developed 
by  a joint  RIMS/Rhode  Island  Bar  Asso- 
ciation Committee,  the  code  represents 
two  years  of  work  and  covers  such  mat- 
ters as  medical  reports,  depositions, 
and  court  testimony. 

RIMS  MEETS  WITH  MARYLAND  OFFICIALS 

President  Dr  Herbert  Rakatansky  and  RIMS 
staff  met  December  5 with  officials  of 
the  Medical  and  Chirurgical  Faculty  of 
Maryland,  the  Maryland  Disciplinary  Board, 
and  the  University  of  Maryland  Medical 
School  to  discuss  an  arrangement  under 
which  the  Maryland  medical  society  func- 
tions as  the  investigatory  arm  for  the 
state's  medical  review  board.  The  medi- 
cal society  also  has  an  agreement  with 
the  University  of  Maryland  Medical  School 
to  provide  for  the  reeducation  of  in- 
competent physicians  who  are  uncovered  by 
the  Board. 

A multi-pronged  approach  to  strengthen  the 
peer  review  functions  of  state  medical 
societies  is  taking  place  both  in  Rhode 
Island  and  across  the  country.  Part  of 
the  Rhode  Island  Medical  Society's  ten- 
point  legislative  package  to  alleviate 
the  malpractice  crisis  includes  a proposal 
to  provide  a formal  agreement  between  the 
Society  and  the  Board  of  Medical  Review 
for  the  rehabilitation  of  physicians 
whose  practices  do  not  meet  acceptable 
standards  (see  also  page  1).  Moreover, 
the  AMA  has  developed  two  model  state 


PEER  REVIEW  (continued) 

bills  which  would  strengthen  the  status  of 
peer  review  committees.  One  bill  provides 
for  an  agreement  between  medical  societies 
and  state  medical  review  boards  permitting 
the  societies  to  undertake  review  activities 
A second  bill  states  that  charging  an  ex- 
cessive fee  is  considered  "unprofessional 
conduct"  subject  to  state  disciplinary  ac- 
tion. Because  physicians  who  charge  ex- 
cessive fees  would  be  subject  to  state 
disciplinary  action,  the  bill  would  have 
the  effect  of  allowing  medical  societies 
to  review  fees  for  the  state. 

At  the  federal  level,  the  AMA's  Model  Na- 
tional Professional  Liability  Reform  Act, 
sponsored  by  Senator  Orrin  Hatch  (R,  Utah) , 
would  require  state  and  county  medical 
societies  to  investigate  allegations  of 
professional  misconduct. 

MASSACHUSETTS  REQUIRES  MEDICARE  ASSIGNMENT 

The  Commonwealth  of  Massachusetts  recently 
enacted  a law  requiring  that  as  a condition 
of  granting  or  renewing  a license  to  prac- 
tice medicine,  a physician  must  agree  to 
accept  the  Medicare  assignment  as  payment 
in  full  for  treating  Medicare  benef Icaries . 
The  constitutionality  of  the  law  is  being 
challenged  in  a lawsuit  recently  filed  by 
the  American  Medical  Association  and  the 
Massachusetts  Medical  Society. 

In  a letter  to  Massachusetts  Governor 
Michael  S.  Dukakis,  RIMS  President  Dr  Her- 
bert Rakatansky  said,  "we  oppose  any  law 
or  regulation  that  would  tie  licensure  for 
any  profession  to  anything  other  than  pro- 
fessional competence." 

MOVE  TO  ACCRUAL  ACCOUNTING  REJECTED 

A panel  of  the  US  House  Ways  and  Means  Com- 
mittee concentrating  on  accounting  issues 
in  the  tax  reform  package  has  decided  to 
exempt  such  professionals  as  physicians, 
accountants,  lawyers,  and  architects  from 
a provision  requiring  businesses  with 
annual  gross  receipts  of  more  than  $5  mil- 
lion to  use  the  accrual  method  of  account- 
ing rather  than  the  cash  method.  The  de- 
cisions of  the  working  panels  generally 
are  accepted  by  the  full  Ways  and  Means 
Committee . 
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ACCRUAL  ACCOUNTING  (continued) 


UNIONS  (continued) 


The  action  is  responsive  to  concerns  raised 
by  the  American  Medical  Association  and 
other  organizations  representing  profes- 
sionals. In  statements  to  the  tax-writing 
committees  of  Congress,  the  AMA  indicated 
its  strong  opposition  to  the  proposed 
elimination  of  the  cash  method  of  account- 
ing for  all  businesses  with  gross  receipts 
of  more  than  $5  million.  The  Association 
pointed  out  that  this  proposal  would  have 
a negative  impact  on  a significant  number 
of  physicians. 

RI  PHYSICIANS  HEAR  ABOUT  UNIONS 

More  than  150  members  packed  the  Medical 
Society  Auditorium  on  December  3 to  hear 
the  president  of  a fledgling  doctors' 
union  in  Massachusetts  tell  them  that 
unionization,  especially  in  the  wake  of 
soaring  malpractice  premiums  and  fee 
limits,  is  needed  to  "put  the  physician 
back  into  the  equation  of  health  care." 

That  assessment,  by  Dr  John  T.  LaRossa, 
president  of  the  newly-formed  Physicians 
and  Surgeons  Association  of  Massachusetts, 
was  disputed  by  Dr  Robert  Macafee  of 
Portland,  Maine,  a trustee  of  the  American 
Medical  Association.  Macafee,  while  agree- 
ing on  the  problems  currently  facing  phy- 
sicians, contended  that  existing  medical 
societies  can  serve  their  needs  adequately. 
LaRossa,  a Newton,  Massachusetts  internist, 
said  more  than  six  per  cent  of  the  state's 
physicians  have  joined  his  union  since 
its  formation  four  months  ago.  Third- 
party  payers,  he  claimed,  have  indicated 
a willingness  to  negotiate  with  the  group. 

Macafee  said  that  existing  organizations. 


such  as  his  local  medical  society  and  the 
American  Medical  Association,  have  repre- 
sented him  well.  Physicians  are  suffering 
from  the  "demythology  of  medicine," 

Macafeee  said.  The  patient  has  become  more 
sophisticated  and  medicine  over  the  past 
two  decades  has  changed  from  a "cottage 
industry"  to  a corporate  mentality. 

Also  addressing  the  group  was  Ruay  Lahy, 
a labor  lawyer  who  helped  organize  the 
Massachusetts  physicians'  union.  She 
told  the  audience  that  the  time  has  come 
for  physicians  to  use  the  laws  that  allow 
them  to  organize  a union  for  collective 
bargaining  "to  the  advantage  of  themselves 
and  health  care." 


TORT  REFORM  WOULD  SAVE  DOLLARS 

Additional  justification  for  significant 
tort  reform  was  provided  through  the  re- 
cent release  of  an  AMA-commissioned  actu- 
arial study  showing  that  tort  reform  could 
save  physicians  nearly  $1  billion  in  profes- 
sional liability  insurance  premiums  in  1986 
alone.  The  study  was  prepared  by  the  actu- 
arial firm  of  Milliman  and  Robertson,  Inc 
of  New  York. 

The  study  indicated  that  a state  may  real- 
ize savings  from  each  of  the  recommended 
tort  reforms  as  follows:  periodic  pajnnent 

of  settlements  and  awards  - 6 per  cent; 
elimination  of  collateral  source  rule  to 
avoid  duplicate  payment  - 8 per  cent;  limi- 
tation on  non-economic  damages  to  $250,000 
- 12  per  cent;  and  limitation  on  attorneys' 
contingency  fees  - 9 per  cent.  The  total 
potential  savings  for  a state  would  be 
28  per  cent. 


PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 

MARKETING  YOUR  PRACTICE 

As  hospitals  and  HMOs  increase  their  promotional  activities,  group  practices  and  solo 
practioners  will  be  left  behind  if  they  do  not  take  steps  to  make  their  services 
known  to  the  public.  A multi-faceted  approach  that  combines  a variety  of  media  and 
techniques,  including  advertising,  personal  selling,  and  publicity,  is  the  most  effec- 
tive. There  are  a number  of  techniques  that  group  practices  can  use  to  promote  use 
of  their  services  by  establishing  a separate  Identity: 
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Vo,V2Zop  a tOQO:  Every  charity  and  corporation  is  aware  of  the  need  for  a symbol, 

that  easily  identifies  it  to  the  public.  To  be  effective,  a logo  must  be  signi- 
ficant, descriptive  of  the  organization,  distinctive,  and  enduring.  If  your  prac- 
tice is  developing  a logo,  your  attorney  should  check  it  to  make  sure  that  it  has 
not  already  been  registered  by  another  organization.  Assistance  in  developing  a 
logo  can  be  obtained  from  a specialist  in  an  art  and  design  firm  or  the  art  depart- 
ment of  an  advertising  agency. 

BKOchuAQA:  Every  medical  practice  should  publish  a patient  handbook  that  describes 

services  offered,  the  backgrounds  and  qualifications  of  professional  staff,  and 
special  services  provided,  as  well  as  administrative  information  such  as  the  ap- 
pointment system,  fees,  billing,  credit  availability,  arrangements  for  after-hours 
consultation,  and  so  forth.  A patient  handbook  can  eliminate  numerous  questions 
and  facilitate  administrative  handling. 

Educational  brochures  on  common  medical  problems,  such  as  allergies,  lower  back 
pain,  or  birth  control,  will  provide  a valuable  service  to  patients.  In  developing 
printed  materials,  it  is  important  to  be  sensitive  to  hidden  messages.  Because 
the  emphasis  of  a health  maintenance  organization  is  on  health  maintenance,  for 
example,  many  HMOs  are  careful  to  portray  only  healthy  persons  in  their  promotional 
literature . 

NoWi-toXtoA:  A patient  newsletter  is  effective  in  promoting  loyalty  among  existing 

patients,  acquainting  them  with  practice  staff,  and  providing  information  on  ser- 
vices and  procedures.  Since  publishing  a newsletter  can  be  costly  and  time-consum- 
ing, one  alternative  is  distribution  of  a purchased  newsletter.  The  Medical  Group 
Management  Association  has  developed  Health  Matters,  a quarterly  newsletter  on 
health  promotion,  at  bulk  subscription  rates.  Subscribers  ordering  more  than  5,000 
copies  can  have  the  group's  masthead  or  logo  printed  and  prepare  a column  contain- 
ing information  on  their  own  group.  For  additional  information,  write  the  Center 
for  Research,  1344  South  Colorado  Boulevard,  Suite  900,  Denver,  Colorado  80222. 

Vu.bLLcJjty  is  unpaid  media  coverage.  To  be  successful,  publicity  should  be  care- 
fully planned  and  implemented  by  the  practice  itself.  Publicity  is  a good  promo- 
tional tool  for  medical  practices,  since  it  is  low  cost  and  avoids  the  appearance 
of  selling. 

Pub-Llc  CLppH(VLa.ncL2^i  Public  appearances  by  medical  staff  are  an  excellent  way  of 
gaining  visibility  for  a practice  and  communicating  expertise.  Speeches  to  pro- 
fessional peers  about  current  research  or  techniques  can  be  an  effective  way  for 
specialty  practices  to  generate  referrals.  Speeches  on  specific  conditions  to 
appropriate  community  groups  can  be  a good  method  of  attracting  new  patients. 

News  releases  are  an  effective  means  of  publicizing  a newsworthy 
event,  such  as  opening  of  a new  facility  or  a satelite  office,  hiring  of  new  pro- 
fessional staff,  participation  in  public  service  activities,  or  a public  appear- 
ance by  a staff  member. 

In  preparing  news  releases,  it  is  important  to  ascertain  deadlines  since  many 
newspapers  and  radio  and  television  stations  require  several  days  advance  notice. 
The  name  of  an  appropriate  contact  person  and  his  or  her  telephone  number  must 
be  included  for  reporters  to  call  for  additional  information. 

: Offering  free  physical  examinations  to  selected  groups  is  a good  way 

of  introducing  new  patients  to  your  practice  and  generating  goodwill.  Some 
physicians  offer  free  pre-employment  physical  examinations,  examinations  for 
school  athletes,  or  yearly  examinations  for  local  police  or  firefighters.  Free 
screening  at  health  fairs  is  another  way  of  introducing  your  staff  to  the  area. 
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SEMI-ANNUAL  CALENDAR  OF  CONTINUING 
MEDICAL  EDUCATION  EVENTS 


NOTE:  Lectures  and  courses  are  listed  by  the  date,  sponsor,  topic,  speaker,  and 
telephone  number  for  additional  information.  Please  call  the  contact  number  for 
specific  information  about  the  program. 


JANUARY 

2 The  Miriam  Hospital,  "Cytoprotection  of  the  Gastrointestinal  Tract," 

Fred  Gorelick,  MD,  274-3700,  ext.  4000 

13  Roger  Williams  General  Hospital,  "Vascular  Conference,"  456-2459 

13  General  Hospltal-RIMC , "Psychogeriatric  Case  Presentation,"  464-3493 

13  General  Hospital-RIMG,  "Peripheral  Neuropathies  in  the  Elderly," 

Stanley  M.  Aronson,  MD,  464-3493 

16  The  Miriam  Hospital,  "Pick’s  Disease  and  other  Atypical  Dementias," 

Michael  Alexander,  MD,  274-3700,  ext.  4000 

16  General  Hospital-RIMC , "Clinical  Pathological  Conference,"  464-3493 

24  General  Hospital-RIMC,  "Electrolyte  Imbalance  in  the  Elderly," 

R.  Solomon,  MD,  464-3493 

29  Roger  Williams  General  Hospital,  "Otorhinolaryngology  Conference," 
456-2460 

30  The  Miriam  Hospital,  To  be  announced,  C.  Ronald  Kahn,  MD,  274-3700 
FEBRUARY 

10  Roger  Williams  General  Hospital,  "Vascular  Conference,"  456-2459 

10  General  Hospital-RIMC,  "Management  of  Infectious  Diseases  in  the 
Elderly,"  D.  Craven,  MD,  464-3493 

11  General  Hospital-RIMC,  "Psychogeriatric  Case  Presentation,"  464-3493 

20  General  Hospital-RIMC,  "Clinical  Pathological  Conference,"  464-3493 

24  General  Hospital-RIMC,  "The  Effect  of  Dietary  Deficiencies  on  the 

Nervous  System  in  the  Elderly,"  Stanley  M.  Aronson,  MD , 464-3493 

27  The  Miriam  Hospital,  "Delta  Hepatitis,"  Jules  Dienstag,  MD, 

274-3700,  ext.  4000 

MARCH 

6 The  Miriam  Hospital,  "Cell-Cell  Interactions  in  the  Adult  Respiratory 

Distress  Syndrome,"  Jean  E.  Rinaldo,  MD , 274-3700,  ext.  4000 
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MARCH 


7 The  Memorial  Hospital,  Kenney  Day  Program,  722-6000,  ext.  2142 

10  Roger  Williams  General  Hospital,  "Vascular  Conference,"  456-2460 

10  General  Hospital-RIMC , "Epidemiology  and  Pathophysiology  of  Diseases 
of  Vision  and  Hearing  in  the  Aged,"  Stanley  M.  Aronson,  MD,  464-3493 

11  General  Hospital-RIMC,  "Psychogeriatric  Case  Presentation,"  464-3493 

12  Roger  Williams  General  Hospital,  "Inspiratory  Muscle  Fatigue  and 
Response  Failure,"  Peter  Macklem,  MD,  456-2070 

12  The  Miriam  Hospital,  "Radiology  of  Polycystic  Kidney  Disease," 

Harry  Mellins,  MD,  274-3700,  ext.  4000 

20  General  Hospital-RIMC,  "Clinical  Pathological  Conference,"  464-3493 

26  Roger  Williams  General  Hospital,  "Otorhinolaryngology  Conference," 

456-2460 

27  The  Miriam  Hospital,  "Clinical  Aspects  of  ADH  Physiology,"  Janet 
Amlco,  MD,  274-3700,  ext.  4000 

APRIL 

3 Roger  Williams  General  Hospital,  "Coagulopathies,"  William  Williams,  MD, 

456-2070 

3 The  Miriam  Hospital,  "Coagulopathies,"  William  Williams,  MD,  274-3700 

8 General  Hospital-RIMC,  "Psychogeriatric  Case  Presentation,"  464-3493 

14  Roger  Williams  General  Hospital,  "Vascular  Conference,"  456-2460 

17  The  Miriam  Hospital,  "Laser  Applications  in  Ischemic  Heart  Disease," 

Martin  Leon,  MD,  274-3700,  ext.  4000 

17  General  Hospital-RIMC,  "Neoplasms  of  the  Central  Nervous  System  in 

the  Elderly  Population,"  Stanley  M.  Aronson,  MD,  464-3493 

17  General  Hospital-RIMC,  "Clinical  Pathological  Conference,"  464-3493 

24  The  Miriam  Hospital,  "Is  Atherosclerosis  Reversible?"  Thomas 

Clarkson,  DVM,  274-3700,  ext.  4000 

MAY 

5 General  Hospital-RIMC,  "Clinical  Features  and  Pathology  of  Head 

Injury,"  Stanley  M.  Aronson,  MD,  464-3493 

8 The  Miriam  Hospital,  To  be  announced,  Bernard  Forget,  MD,  274-3700 
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MAY 


12  Roger  Williams  General  Hospital,  "Vascular  Conference,"  456-2460 

13  General  Hospital-RIMC , "Psychogeriatric  Case  Presentation,"  464-3493 

14  The  Miriam  Hospital,  "Ethical  Aspects  of  Journal  Article  Review 
and  Publication,"  Thomas  Stossel,  MD , 274-3700,  ext.  4000 

15  General  Hospital-RIMC,  "Clinical  Pathological  Conference,"  464-3493 

22  The  Miriam  Hospital,  To  be  announced,  Jeremy  Ruskin,  MD,  274-3700 

28  Roger  Williams  General  Hospital,  "Otorhinolaryngology  Conference," 

456-2460 

JUNE 

5 The  Miriam  Hospital,  "New  Approaches  to  the  Diagnosis  and  Treatment 

of  Non-Hodkin  Lymphomas,"  Lee  Nadler,  MD,  274-3700,  ext.  4000 

9 Roger  Williams  General  Hospital,  "Vascular  Conference,"  456-2460 

19  General  Hospital-RIMC,  "Clinical  Pathological  Conference,"  464-3493 


CONTINUING  SERIES 


Ho6paJ:clI 

(456-3726) 

Tuesday 

10:30 

am 

Psychlatrlst-ln-Chief  Rounds 

Wednesday 

11:00 

am 

Neuropsychiatric  Rounds 

Thursday 

10:30 

am 

Academic  Grand  Rounds  in  Psychiatry 
(January  16,  February  20,  March  19,  April 
May  15,  and  June  19) 

1st  Thursday 

10:30 

am 

Chairman's  Case  Conference 

The.  MmohlaZ  Hoip-ital 

PawTuckeX 

(722-6000,  dxZ.  2142] 

Daily  (except 

Wednesdays) 

10:15  am 

Radiology  Conference 

Monday 

12:15  pm 

Medicine/Family  Medicine  Core  Curriculum 

Tuesday 

8:30  am 

Cardiology  Conference 

Tuesday 

8:00  am 

Hematology/Oncology  Conference  (except 

last  Tuesday  of  month) 

Last  Tuesday 

7:30  am 

Tumor  Board  Conference 

Wednesday 

8:00  am 

Pediatric  Grand  Rounds 

Wednesday 

10 : 00  am 

Medical  Grand  Rounds 

Alternating 

Wednesdays 

12:15  pm 

Pulmonary  Case  Review 

Wednesday 

3:00  pm 

Pathology  Conference 
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The  IhmohJjoZ  Ho  spited.,  Pawtu-ckdt  (722-6000,  ext.  2142) 


Alternating 


Wednesdays 

12:15  pm 

Infectious  Disease  Committee 

Thursday 

12:00  pm 

Family  Practice  Grand  Rounds 

Thursday 

8:00  am 

Surgical  Grand  Rounds 

Thursday 

8:00  am 

Orthopedic  Conference 

Thursday 

8:00  am 

OB/GYN  Conference 

Thursday 

4:30  pm 

Surgical  Service  Conference  (Morbidity/ 
Mortality) 

Roge/L  iJJTILlami  GeneAjzl  Ho^pxtal  (456-2460) 


Wednesday 

7; 

;30 

am 

Last  Wednesday 

7; 

;30 

am 

1st  and  3rd 

Wednesdays 

7; 

;30 

am 

Wednesday 

8: 

;00 

am 

Wednesday 

8: 

;00 

am 

Friday 

8: 

:00 

am 

Friday 

8; 

;30 

am 

Surgical  Conference 
Morbidity /Mortality  Conference 

Orthopedic  Conference 

Anesthesia  Conference 

Combined  Hospital  Pulmonary/Critical 

Care  Grand  Rounds 

Urology  Conference 

Rheumatology  Grand  Rounds 


ext.  1588) 


Women  8 Jn^ant6  Ho^pxtat  (274-1100, 


Tuesday 

7:30 

am 

Wednesday 

7:45 

am 

1st,  4th,  and 

5th  Saturdays 

9:00 

am 

2nd  Saturday 

9:00 

am 

3rd  Saturday 

9:00 

am 

Department  of  Obstetrics  and  Gynecology 
Tumor  Board 

Perinatal  Management  Conference 

Department  of  Obstetrics  and  Gynecology 
Guest  Lecturer 
Journal  Club 
Complications  Lecture 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  board  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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PHYSICIAN  WANTED  TO  COVER  NIGHTS, 
WEEKENDS,  AND  HOLIDAYS 

INSTITUTE  OF  MENTAL  HEALTH 

A 300-bed  psychiatric  hospital  in  Cranston  is  seeking  physicians  who 
are  willing  to  work  during  off-hours  to  perform  admissions  of  psychiat- 
ric patients  and  respond  to  medical  and  psychiatric  emergencies.  The 
duties  are  similar  to  those  for  a house  medical  officer. 

The  physician  will  work  in  collaboration  with  a qualified  psychiatrist  on 
administrative  call. 

69  hours/month 

Salary:  $270/night 

Excellent  sleeping  quarters 

Call  the  Medical  Director  at  464-2458 


MEDICAL  CLEARING  BUREAU 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 


273-4500 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 


• 24  Hour  Stal  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 
Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  Ac  (Glycohemoglobin),  Quantatative  Beta  HCG, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bi:  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CRANS  TON  STRLIH , CRANS  TON,  RI  02920 

943-1211 

RI  TOLL  FREE  1-800-942-1011 
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EDITORIAL 


Caring 


There  is  an  aspect  of  the  malpractice  crisis 
beyond  an  inequitable  tort  system,  a litigious  soci- 
ety, greedy  lawyers,  and  careless  or  incompetent 
physicians.  All  of  these  are  relevant  and  to  some 
extent  contributing  factors,  but  a very  important 
element  is  too  often  left  out  of  the  equation  — a 
caring  physician. 

In  observing  the  scene  for  more  than  half  a 
century,  this  writer  has  seen  a significant,  if  not 
universal,  change  in  the  behavior  of  physicians 
and  medical  personnel.  Too  often  physicians 
have  become  technicians  devoid  of  any  sem- 
blance of  the  old-fashioned  bedside  manner.  A 
sick  patient  brought  to  the  emergency  room  is 
treated  summarily  by  faceless  bureaucrats,  more 
intent  on  recording  the  data  than  on  comforting 
the  patient.  The  patient  is  often  told  little  of  what 
is  going  on.  Relatives  accompanying  the  patient 
are  treated  as  intruders.  The  atmosphere  is  more 
like  that  of  a police  station  than  a haven  for  the  ill. 
Dispositions  are  referred  to  the  social  science  de- 
partment as  one  might  order  a urine  or  blood 
count.  The  physician  is  frequently  too  busy,  too 
preoccupied,  or  too  disinterested  to  become  in- 
volved in  consulting  with  the  family  and  social 
service  in  arriving  at  a solution  best  suited  to  the 
patient’s  needs.  Residents  in  large  hospitals  too 


seldom  have  the  opportunity  or  too  frequently 
are  urged  by  the  full-time  academic  faculty  to 
learn  the  true  needs  of  a patient  beyond  a Swan- 
Ganz  catheter  or  the  blood  pH.  The  specialist 
who  treats  the  patient  may  be  once  or  twice  re- 
moved from  the  family  background  or  the  pa- 
tient’s fears  and  problems.  The  mechanical  listing 
of  possible  complications  to  satisfy  the  require- 
ments of  informed  consent  can  be  a litany  of 
possible  disasters  rather  than  an  exercise  in  com- 
munication. The  doctor  in  his  office  too  often 
appears  hurried,  busy  and  disinterested  in  his 
patients. 

These  are  some,  but  by  no  means  all,  of  the 
things  that  create  the  impression  of  not  caring. 
Just  as  medical  schools  and  hospitals  have  at  long 
last  turned  their  attention  to  learning  the  signifi- 
cance of  the  high  cost  of  medical  care,  they  must 
now  turn  their  attention  to  inculcating  in  medical 
students,  nurses,  and  hospital  personnel  a cult  of 
caring.  This,  more  than  public  relations  or  tort 
reform,  will  further  the  alleviation  of  the  mal- 
practice crisis. 


Seebert  J.  Goldowsky,  MD 
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...Parsons  Medical  Center!  If  not,  he  Should  be! 

Are  you  a physician  contemplating  a move  or  opening  up  a practice  in  the 
near  future?  Consider  Parsons  Medical  Center.  Currently  under  construc- 
tion, this  ultra-modern  facility  will  feature  1 ,000  to  8,000  square  foot  office 
space  designed  for  tenants  engaged  in  the  medical  profession. 

While  under  construction  you  have  an  opportunity  to  request  modifica- 
tions to  meet  your  special  needs  and  negotiate  highly  favorable  terms  and 
arrangements  that  will  not  be  available  once  completed. 

Naturally  a decision  of  this  magnitude  is  not  made  without  a great  deal  of 
investigation  and  review.  We  invite  your  inquiry  and  look  forward  to 
showing  you  this  building  on  the  corner  of  Plain  and  Crary  Streets  in 
Providence  near  Women  and  Infants  Hospital  and  Rhode  Island  Hospital. 

Parsons^Medical 
Center 

861-5656  or  272-0500/ 
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PRESIDENT’S  PAGE 


AMA  Interim  Meeting  — 1985 


Recently  a number  of  friends  joined  the  AMA  at  my 
urging.  U pon  returning  from  the  recent  interim  meet- 
ing of  the  AMA  House  of  Delegates,  / wrote  a letter  to 
each  of  them  telling  of  some  of  the  highlights  of  the 
meeting.  Although  a complete  report  of  the  AAIA  meet- 
ing will  he  available  later,  I think  it  appropriate  that 
every  member  of  the  Rhode  Island  Medical  Society 
should  have  the  opportunity  to  read  this  also: 

Dear  Doctor: 

Since  you  have  recently  joined  the  AMA  at  my 
urging,  I thought  it  would  be  appropriate  to  drop 
you  a personal  note  and  let  you  know  some  of 
what  transpired  at  the  recent  meeting  of  the 
AMA  House  of  Delegates  in  Washington,  DC. 
The  Rhode  Island  delegation  consists  of  John 
Cunningham,  Delegate;  Charles  Shoemaker, 
Alternate  Delegate;  and  myself.  Also  attending 
were  Norman  Baxter,  Executive  Director,  and 
Newell  Warde,  Assistant  Executive  Director. 

As  you  have  probably  read,  the  AMA  took  a 
very  strong  anti-tobacco  stand.  Although  this  ac- 
tion attracted  the  most  public  attention,  it  was  not 
controversial  and  passed  without  opposition. 

The  malpractice  crisis  was  the  subject  of  much 
discussion.  The  AMA  has  introduced  legislation 
into  both  the  Senate  and  the  House  of  Repre- 
sentatives. Known  as  the  “Hatch  bill,”  this  legisla- 
tion provides  federal  incentives  to  states  passing 
tort  reform,  including  limitation  of  lawyers’  con- 
tingency fees,  a cap  on  awards  for  pain  and  suf- 
fering, structured  settlements,  and  elimination  of 
the  collateral  source  rule.  States  must  also  create  a 
working  arrangement  between  the  disciplinary 
board  and  the  state  medical  society  to  expedite 
constructive  peer  review.  Passage  of  this  legisla- 
tion could  be  a major  step  in  the  effort  to  control 
costs.  Actuarial  analyses  suggest  that  enactment  of 
these  reforms  would  reduce  premiums  by  28  per 


cent.  The  entire  Rhode  Island  delegation,  accom- 
panied by  the  AMA  lobbyist,  visited  personally 
with  Senators  Pell  and  Chafee  and  their  staffs  for 
about  30  minutes  each.  In  addition  to  urging 
co-sponsorship  and  support  for  the  Hatch  bill, 
several  other  points  were  addressed.  We  asked 
for  additional  immunity  for  peer  review  records 
under  federal  anti-trust  law  and  for  the  right  to 
obtain  information  about  allegedly  incompetent 
doctors  from  professional  review  organizations 
before  the  allegations  reach  the  point  of  requir- 
ing sanctions. 

The  funding  of  graduate  medical  education 
(GME)  was  discussed  extensively.  Medicare  funds 
for  GME  are  being  cut  drastically.  This  is  an  un- 
deniable reality  due  to  the  attempt  to  balance  the 
budget.  The  proposal  that  funding  be  provided 
to  the  time  of  first  board  eligibility  or  five  years, 
whichever  is  less,  is  opposed  by  the  AMA  since  it  is 
discriminatory  against  some  specialties  with  long 
residencies  and  against  subspecialties  requiring 
two  boards.  The  AMA  does  not  oppose  reduction 
in  funding  for  graduates  of  non-LCME  approved 
medical  schools. 

The  Medicare  fee  freeze  was  debated  at  some 
length.  The  issue  is  not  whether  Medicare  (or  any 
other  payer)  has  the  right  to  freeze  payments,  but 
whether  they  have  the  right  to  limit  charges.  It 
would  appear  blatantly  discriminatory  to  select 
only  one  segment  of  the  economy  for  price  con- 
trol. The  AMA  stance  is  strong  on  this  issue  and 
will  be  reinforced  by  lobbying  efforts  in  Con- 
gress. Also  relative  to  Medicare  it  was  suggested 
that  the  requirement  for  attestation  about  di- 
agnoses on  the  chart  be  repealed.  All  members 
are  requested  to  write  directly  to  Congress  about 
this  issue. 

This  led  directly  to  the  question  of  the  new  law 
in  Massachusetts  which  ties  licensure  to  accept- 
ance of  Medicare  approved  amount  as  payment 
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in  full.  The  y\MA  and  the  Ma.s.sac  liusetls  Medical 
Society  have  filed  .suit  jointly  in  court  toovertui  n 
this  law.  Since  it  links  licensure  of  a j>i ofessional 
to  (|ualities  and  actions  other  than  professional 
competence  and  ethical  standai  els,  a very  danger- 
ous precedent  is  being  set.  Also  a state  law  should 
not  he  able  to  j)re-enipt  a federal  one. 

As  funds  are  cut  in  federally-sponsored  medi- 
cal programs,  it  is  ajjparent  that  the  mechanism 
of  jjaying  doctors  will  be  changed.  0])tions  in- 
clude a national  fee  schedule,  I)R(is  for  doctors, 
or  a relative  value  scale  (RVS).  After  much  con- 
sideration, the  AMA  favors  the  RVS  as  the  least 
undesirable,  d’he  government  has  contracted 
with  the  Harvard  School  of  Public  Health  to  de- 
velop this  system.  Fhe  AMA  is  in  the  jjrocess  of 
subcontracting  with  Harvard  to  provide  profes- 
sional input. 

A number  of  reports,  both  scientific  (AfDS  and 
others)  and  socio-economic,  were  presented,  ff 
you  are  interested,  they  are  available  at  the  Socie- 
ty’s offices.  AMA  activities  include  scientific  poli- 
cy and  information,  hospital  and  health  facility 


relationshijis,  health  service  jiolicy,  federal  and 
state  legislation  and  regulation,  communications, 
political  education,  international  medicine, 
health  policy  re.search,  management,  and  suji- 
j)ort.  Detailed  information  is  available  upon  re- 
(]uest. 

f am  [ileased  with  the  AMA  and  its  aggressive 
stance  in  some  jiroblems  and  a realistic  ajijn'oach 
in  all.  Your  support  is  ajipreciated.  By  the  way, 
Rhode  Island  won  a trojihy,  which  we  keeji  for  a 
year,  for  gaining  the  largest  number  of  AMA 
members  in  a small  state. 

Sincerely, 

Herbert  Rakatansky,  MD 

If  you  have  not  joined  the  AMA,  please  consider  it.  We 
need  to  hand  together  or  we  will  hang  separately.  The 
AMA  is  our  organization  and  provides  support  in  many 
ways.  It  is  recognized  as  a sigyiificant  and  powerful 
force  nationally.  It  could  be  even  stronger  with  more 
members. 


There  must  be  a good  reason  why 

we Ve  become  the 


UNITED 

SURGICAL  CENTERS 


The  Pmfessionals  in 
Home  Health  Care  Eciuipmei}t 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


We  earn*' just  about  EVERYTHING  for  Home 
Health  Care  . . . which  means,  everylhinga 
patient  or  convalescent  needs  to  implement  the 
doctor  s treatment  directions.  For  Ostomy  and 
O.xygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we're  here  to 
scr\e  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  c.xactly  "what  the 
doctor  ordered  ".  We've  been  doing  it  dependably 
for  many  years. 

Thai's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  F’arty  Claims 
Accepted  and  F’rocessed. 


(401)  781-2166 

OPEN  DAILY  8 to  5:30  • SATURDAY  8 to  1 


380  WARWICK  AVE..  WARWICK  RI 02888 

At  the  CmnUon/Warwlck  City  Line 
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NECROLOGY  — 1985 


Robert  E.  Carroll,  MD 

Doctor  Roljert  E.  ("arroll,  a Providence  internist 
and  cardiologist,  died  October  23,  1985  at  the  age 
of  7 1 years. 

A 1935  graduate  of  Providence  College,  Doc- 
tor Carroll  received  his  medical  degree  from 
Tidts  University  in  1939.  He  interned  at  St. 
Joseph  Hospital,  Providence,  and  Boston  City 
Hospital.  He  taught  at  Tufts  Medical  School. 
Chief  of  medicine  at  Navy  Hospital,  Newport,  for 
a year,  he  was  a Navy  veteran  of  World  War  11. 
He  was  a member  of  the  American  Medical  Asso- 
ciation, the  Rhode  Island  Medical  Society,  the 
Providence  Medical  Association,  the  New  Eng- 
land Cardiovascular  Society,  the  Massachusetts 
Heart  Association,  the  Rhode  Island  Heart  Asso- 
ciation, and  the  International  College  of  Cardiol- 
ogy. He  also  was  a fellow  of  the  American  College 
of  Cardiology. 

Ulysse  Forget,  MD 

Doctor  Ldysse  Eorget,  a Warren  general  practi- 
tioner, died  October  5,  1985  at  the  age  of  87 
years. 

A 1927  graduate  of  the  University  of  Montreal 
Medical  School,  Doctor  Forget  completed  his 
postgraduate  training  at  Harvard  Medical  School 
and  the  New  York  Polyclinic  Medical  School  and 
Hospital.  Prior  to  his  retirement,  he  served  as  a 
health  officer  for  Warren  and  as  an  ophthal- 
mologist for  the  Warren  public  schools.  Doctor 
Forget  was  a member  of  the  Bristol  County 
Medical  Society  and  the  Rhode  Island  Medical 
Society. 

Louis  Levine,  MD 

Doctor  Louis  Levine,  a Providence  dermatologist 
before  his  retirement  in  1980,  died  August  12, 
1985  at  the  age  of  79  years. 

A native  of  Brooklyn,  New  York,  Doctor 
Levine  received  his  medical  degree  from  the  Llni- 
versity  of  Glasgow  in  1935.  He  completed  his 
postgraduate  training  at  Lincoln  Hospital, 
Brooklyn,  and  Metropolitan  Hospital,  Welfare 
Island,  New  York.  He  served  in  the  US  Army  Ait- 
Force  during  World  War  IF  Doctor  Levine  was  a 
member  of  the  Rhode  Island  Medical  Society. 


Glen  G.  Musselman,  MD 

Doctor  Cilen  G.  Musselman,  who  joined  the  staff 
of  the  South  County  Hospital  in  Wakefield  in 
1972,  died  January  1,  1985  at  the  age  of  79  years. 

Doctor  Musselman  was  a 1931  graduate  of  the 
LJniversity  of  Indiana  School  of  Medicine  and 
completed  his  internship  at  St.  Vincent’s  Hospi- 
tal, Indianapolis.  He  later  moved  to  Terre  Haute 
where  he  j^racticed  general  medicine  for  many 
years.  Doctor  Musselman  was  president  of  the 
medical  staff  at  St.  Anthony’s  Hospital,  Terre 
Haute,  in  1941  and  served  as  its  chief  of  anesthe- 
siology for  25  years.  He  was  a member  of  the 
Washington  County  Medical  Society,  the  Rhode 
Island  Medical  Society,  the  V’igo  Ciounty  (Indi- 
ana) Medical  Society,  and  the  Indiana  State 
Medical  Association,  and  president  of  the  Indi- 
ana Society  of  Anesthesiologists  in  19(30. 

Doctor  Musselman  was  the  husband  of  There- 
sa Musselman. 

Florence  M.  Ross,  MD 

Doctor  Florence  M.  Ross,  professor  of  health 
education  and  staff  physician  at  Rhode  Island 
College  from  1922  to  1954,  died  January  3,  1985 
at  the  age  of  96  years. 

A 1921  graduate  of  Tufts  Medical  School,  Doc- 
tor Ross  completed  her  internship  at  the  New 
England  Hospital  for  Women  & Children  and 
her  postgraduate  work  at  the  Children’s  Hospital 
of  Boston.  Honored  by  the  Tufts  Alumni  Asso- 
ciation for  50  years  of  devoted  service  to  the  pro- 
fession, she  also  was  the  recipient  of  the  Rhode 
Island  Association  of  Health,  Physical  Education, 
and  Recreation  Award  of  Honor  and  a 40-year 
certificate  from  the  American  Health  Associa- 
tion. Doctor  Ross  was  a member  of  the  Rhode 
Island  Medical  Society. 

Anthony  J.  Rotelli,  MD 

Doctor  Anthony  J.  Rotelli,  a Providence  urolo- 
gist, died  July  12,  1985  at  the  age  of  64  years. 

A 1943  graduate  of  Brown  University,  Doctor 
Rotelli  graduated  from  Tufts  Medical  School  in 
1946  and  completed  his  internship  at  Rhode  Is- 
land Hospital.  He  did  further  postgraduate  train- 
ing at  the  Lahey  Clinic  and  Pratt  Diagnostic  Clin- 
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ic.  A Navy  veteran  of  VVorld  War  II,  Doc  tor  Rotel- 
li  was  a ineinher  of  the  Piovidence  Medical  Asso- 
eiatic^n,  the  Rhode  Island  Medical  Society,  and 
the  Providence  Surgical  Society. 

He  was  the  husband  ol  the  late  V'eionica 
Rcjtelli. 

Bencel  L.  Schiff,  MD 

Doctot  Bencel  L.  Schilf,  a Pawtucket  dei  inatolo- 
gist,  died  November  15,  1985  at  the  age  of  7() 
years. 

A 1952  graduate  ol  Montj)eliei  Medical 
School,  Doctot  Schill  completed  his  postgradu- 
ate training  at  St.  Josej^h’s  Hosjntal,  Philadelj)hia; 
the  Skin  & Ckmcer  Hospital,  Philadelphia;  and 
Bellevue  Hosjjital,  New  5'ork  City.  During  World 
War  II,  he  was  a colonel  and  flight  surgeon  in  the 
Army  Ait  Force  Irom  1940  to  1940  and  served  in 
the  Cdiina-Bunna-Inclia  theater.  Doctot  Schill 
was  also  lormer  chief  of  dermatology  at  the 
Veterans  Administration  Regic^nal  Medical  Cen- 
ter tor  50  years.  He  was  a clinical  jjrofessor  emei  - 
itus  at  the  Brown  University  Prcjgram  in  Medi- 
cine and  an  associate  clinical  professor  at  Boston 
University  Medical  School. 

A fellow  cjf  the  American  College  c)f  Physicians 
and  a member  of  the  American  Academv  of  Dei  - 
matology,  he  was  a past  president  of  the  New 
England  and  Rhode  Island  Dermatcjlcjgical 
Societies,  and  a member  cjf  the  American  Medical 
Asscjciation,  the  Rhode  Island  Medical  Scjciety, 
and  the  Pawtucket  Medical  Association. 

Doctor  Schif  f was  the  husband  of  Edith  Schif  f. 

Theodorus  E.  Schuur,  MD 

Doctor  Theodorus  E.  Schuur,  a former  Dutch 
resistance  fighter  who  was  decorated  for  his  ser- 
vice by  Queen  W'ilhelmina,  died  September  25, 
f985  at  the  age  of  68  years. 

A native  of  Rotterdam,  Holland,  Doctor 
Schuur  received  his  undergraduate  and  medical 
degrees  from  the  Lhiiversity  of  Levden.  He  set  up 
a general  practice  in  Portsmouth  in  1958.  From 
that  time  until  1970,  he  was  the  town  and  school 
])hvsician  in  Portsmouth  and  also  served  as  a 
medical  examiner  in  Newport  County.  In  1970, 
he  was  appointed  emergency  room  chief  at  New- 
port Hospital,  retiring  in  1979  due  to  illness.  Dur- 
ing World  War  II,  he  also  served  with  the  British 
forces  in  the  Pacific  theater.  Doctor  Schuur  was  a 
member  of  the  Newport  County  Medical  Society 
and  the  Rhode  Island  Medical  Society. 

Doctor  Schuur  was  the  husband  of  )oy  Earle 
Schuur. 


Daniel  V.  Trippoli,  MD 

Dodoi  Daniel  V.  I rippoli,  a retiied  Providence 
surgeon,  died  on  .March  1 7,  1 985  at  the  age  of  84 
years. 

A Phi  Beta  Kappa  graduate  ()f  Blown  Universi- 
ty in  1925,  Doc  tor  I l ippoli  r eceived  his  medical 
degree  from  Harvard  Medical  School  in  1927.  He 
served  his  internshi])  at  the  Massachusetts  (iener- 
al  I lospital  and  completed  his  jjostgraduate  train- 
ing at  the  Peter  Bent  Brigham  llosjiital,  Boston, 
and  Rhode  Island  llosi^ital.  During  World  War 
II,  he  was  a lieutenant  commander  in  the  Navy. 
Before  his  retirement  in  1956,  Doctor  I rippoli 
was  on  the  staffs  of  Rhode  Island,  Miriam,  Roger 
Williams  Ceneral,  and  the  former  Providence 
Eying-In  Hospitals.  His  membershijjs  included 
the  American  College  of  Surgeons,  the  Rhode 
Island  Medical  Society,  and  the  Piovidence 
Medical  Association. 

Doctor  Fripjjoli  was  the  husband  of  Ckitharen 
B.  Tripj)oli. 

Barbara  Veit,  MD 

Doctor  Barbara  \'eit,  a Newport  dermatologist, 
died  August  1,  1985  at  the  age  of  75  years. 

A native  of  Berlin,  Doctor  Veit  received  her 
medical  degree  from  the  Lfiiiversity  of  Inns- 
hruck,  Austria,  and  served  her  internship  at  the 
Memorial  Hospital,  Pawtucket.  She  conijjleted 
her  postgraduate  training  at  New  York  Lfiiiversi- 
ty  Hospital.  Doctor  \"eit  was  a member  of  the 
Newport  County  Medical  Society,  the  Rhode  Is- 
land Medical  Society,  and  the  American  Medical 
Association. 

Francis  P.  Vose,  MD 

Doctor  Erancis  P.  Vose,  a Woonsocket  internist 
and  cardiologist,  died  June  5,  1985  at  the  age  of 
68  years. 

Doctor  Vose  graduated  from  Vale  Medical 
School  in  1958.  He  completed  his  postgraduate 
training  at  the  Rhode  Island  Hospital  and  Mid- 
dlesex County  Tuberculosis  Santarium  in  Wal- 
tham, Massachusetts.  He  served  in  the  L"S  Navy 
from  1941  to  1946  as  a lieutenant.  Doctor  \Tse 
was  a member  of  the  Woonsocket  District  Medical 
Society  and  the  Rhode  Island  Medical  Society. 

Doctor  Vose  was  the  husband  of  Marjorie  L. 
Vose. 

Eske  Windsberg,  MD 

Doctor  Eske  Windsberg,  formerly  surgeon-in- 
chief  at  The  Miriam  Hospital  for  14  years,  died 
November  7,  1985  at  the  age  of  86  years. 

A 1921  graduate  of  Brown  Lfiiiversity,  Doctor 
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Wiiidsl)erg  received  his  medical  degree  (rom 
Cornell  University  Medical  School  in  1925.  He 
completed  his  })ostgraduate  training  at  the  Ihii- 
veisily  ol  Pennsylvania  and  in  \denna,  Austria. 
Doctor  VVindsherg  conducted  a {)ii\ate  piactice 
in  Providence  from  1952  to  19(i5,  the  year  he 
joined  the  staff  of  the  \ eteians  Administi ation 
Regional  Medical  Cienter.  He  retired  in  1978.  He 
was  a member  of  the  Providence  Medical  Associa- 
tion, the  Rhode  Island  Medical  Society,  and  the 
American  Medical  Association. 

Doctor  Windsbei  g was  the  hushand  of  the  late 
Leona  Windsherg. 

Saul  E.  Wittes,  MD 

Doctor  Satd  E.  Wittes,  a Woonsocket  internist, 
died  on  January  12,  1985  at  the  age  of  7h  years. 

A 1933  graduate  of  the  New  5’ork  Lhiiversity 
Medical  School,  Doctor  Wittes  completed  his 
postgraduate  training  at  the  Bellevue  Hosj^ital, 
New  York.  He  was  on  the  staffs  of  the  Miriatn 
Hospital,  St.  Joseph  Hospital,  Fogarty  Memorial 
Hospital,  and  Woonsocket  Hospital.  He  was  an 
Army  veteran  of  World  War  II.  Doctoi  Wittes 
was  a member  of  the  Woonsocket  District  Medical 
Society  and  the  Rhode  Island  Medical  Society. 
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it  works... 
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This  space  contributed  as  a public  service 


STARKWEATHER  & SHEPLEY 

PROVIDES  MORE  MALPRACTICE 

INSURANCE  FOR  RHODE  ISLAND 
DOCTORS  THAN  ANY  OTHER 
AGENCY....  ANYWHERE 

PLUS  insurance  for 

tax  audit 
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fire/ theft/ auto 
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Providence,  Rhode  Island  02903 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  -by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Heaith.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 
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Cape  Verdean  Life  Expectancy 


Epidemiology  of  Cape  Verdeans,  a Large  Minority  Population  in  Rhode  Island, 
Is  Inadequately  Known 

Richard  A.  Lobban,  Jr,  PhD 
Waltraud  Coli,  BA 
Robert  J.  Tidwell 


The  Cape  Verde  Islands,  located  off  the  coast  of 
Senegal  in  West  Africa,  were  first  settled  by  Euro- 
pean Portuguese  beginning  in  the  146()s.  The 
largest  population  to  settle  the  islands,  however, 
were  Africans  of  the  Mande,  Fula,  Balante,  and 
other  ethnic  groups  from  the  Upper  Guinea  coast 
brought  to  the  islands  as  slaves.  During  the  pres- 
ent time  the  population  of  the  islands  is  consid- 
ered to  be  71  per  cent  “creole”  or  “mestico,”  28 
per  cent  “African,”  and  one  per  cent 
“European.”^  While  the  largest  portion  of  Cape 
Verdeans  trace  their  roots  to  Africa,  specific 
ethnic  identification  has  been  eroded. 

Subsistence  on  the  islands  was,  and  is,  precar- 
ious with  drought  and  famine  a recurring  night- 
mare. Between  1747  and  1970,  250,000  deaths 
resulted  from  58  years  of  famine.^  As  a conse- 
quence of  these  conditions,  emigration  by  Cape 
Verdeans  to  the  United  States  and  elsewhere  has 
persisted  over  the  centuries.  Our  data  show  a 
differential  emigration  from  the  various  islands 
to  the  United  States.  The  majority  of  the  Rhode 
Island  population  came  from  Brava  with  Sao 
Nicolau  second  and  Fogo  third.  The  Southern 
Islands,  of  which  Brava  and  Fogo  are  part,  con- 
tributed over  twice  as  many  emigrants  as  did  the 
Northern  Islands. 

Whalers  found  the  Cape  Verde  Islands  to  be  a 
ready  source  of  cheap,  but  reliable,  labor.  Gener- 


Richard  A.  Lobban,  Jr,  PhD,  is  Professor  of  Anthropol- 
ogy, Rhode  Island  College,  Providence,  Rhode  Island. 

Waltraud  Coli,  BA,  is  a graduate  student  in  the  Depart- 
ment of  Anthropology  and  Geography,  Rhode  Island 
College,  Providence,  Rhode  Island. 

Robert  J.  Tidwell  is  ayi  undergraduate  at  Rhode  Island 
College,  Providence,  Rhode  Island. 


ally,  during  the  mid  1800s  to  the  early  1900s,  it 
was  young  males  from  the  lower  classes  who 
signed  onto  whaling  vessels.  VVTaling  was  a 
dangerous  occupation,  but  these  young  men 
found  that  they  were  respected  for  their  hard 
work.  For  others,  the  danger  involved  in  whaling 
inspired  them  to  change  to  merchant  ships  or 
textile  mills. ^ 

The  first  permanent  expression  of  a Cape  Ver- 
dean-American  population  might  be  said  to  have 
begun  in  1864  when  immigration  records  show 
the  first  Cape  Verdean  female  arriving  in  New 
Bedford.  Immigration  fluctuated  greatly  there- 
after. While  there  was  an  average  of  28  immi- 
grants per  year  between  1860  and  1887,  the  in- 
flow leapt  forward  to  an  average  of  204.4  from 
1889  to  1899,  and  skyrocketed  to  a yearly  average 
of  837  during  the  1900-1920  period.  Thereafter, 
during  the  1921-1934  period,  for  example,  it  fell 
to  188.6  immigrants  per  year.  Florey  and  Cuad- 
rado  state  that  the  Cape  Verdean-American 
population  reached  30,000  by  1924.“^ 

Materials  and  Methods 

In  the  United  States,  Cape  Verdean-Americans 
are  to  be  found  everywhere,  but  overwhelmingly 
they  are  located  in  southeastern  New  England. 
The  region  of  southern  Massachusetts  contains 
the  highest  concentration  of  Cape  Verdeans  in 
any  place  in  the  world  outside  the  Cape  VTrde 
Island  archipelago.  The  town  of  New  Bedford, 
Massachusetts  is  considered  to  be  the  “Cape 
V'erdean  capital  of  the  New  World,”  as  it  tradi- 
tionally has  been  a center  for  the  arrival  and 
dispersal  of  migrants  from  the  islands.  Fifty-eight 
per  cent  of  our  study  population  resided  in  New 
Bedford  at  the  time  of  their  deaths.  Cape  Ver- 
deans originally  came  to  work  in  the  maritime 
industries  such  as  whaling,  packet  ships,  fishing, 
merchant  marine,  and  the  longshore  industries 
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as  well  as  ajijric  ultural  labor,  esj)ecially  in  the  craii- 
berry  bogs  ol  Cape  Cod.  I hus,  obituaries  |)ub- 
lished  in  the  two  (iape  Verdean  monthly  news- 
papers  in  the  region  are  highly  rellective  ol  the 
research  ])opnlation.  POr  New  Bedford,  the  Caj)e 
Verdean  eomninnity  is  the  largest  minority 
population. 

In  the  1980  census,  18,244  j)eople  officially 
reported  at  least  one  ancestor  of  Cape  Verde 
origin.  I he  great  majority  of  these,  17,100  or 
93.7  per  cent,  lived  in  New  P'.ngland.  1 he  dis- 
tribution by  states  is  as  follows:  1 2,804  or  74.9  per 
cent  in  Massachusetts,  3,029  or  21.1  per  cent  in 
Rhode  Island,  and  007  or  3.9  per  cent  in  the 
remaining  New  England  states.  According  to 
Meintel,  however,  as  many  of  10-15,000  Cape 
Verdeans  were  in  1912  living  in  southeastern 
Massachusetts  alone.  Natural  increase  and  fur- 
ther immigration  has  undoubtedly  expanded  the 
population  far  beyond  the  US  census  figure  of 
18,000.  We  consider  these  figures  to  he  rather 
low,  and  the  debate  on  the  measurement  and  size 
of  the  Cape  Verde  population  continues. 

The  population  for  this  study  is  not  a sample 
per  se;  it  is  the  universe  of  cases  of  obituaries 
appearing  in  the  Cape  Verde  News  and  The  Cape 
Verdean  during  the  period  beween  1973  and  1983 
inclusive.  These  are  the  two  newspapers  for  a 
large  segment  of  the  Cape  Verdean- American 
population  which  cover  news  from  the  region, 
nation,  and  overseas,  especially  as  it  relates  to  the 
Cape  Verde  community.  We  have  assumed  that 
by  reason  of  Cape  Verdean  self-identity  the  sub- 
ject population  is  entirely  of  Cape  Verde  origin  or 
extraction.  We  are  certain  that  some  number  of 
Cape  Verdean  deaths  are  not  reported,  since  the 
submission  of  obituaries  is  voluntary  and  region- 
al. We  have  detected  only  one  consistent  bias 
which  might  deliberately  exclude  anyone  w ishing 
to  have  an  obituary  published;  the  small  number 
of  infant  deaths  suggests  that  they  are  probably 
under-reported.  Since  there  is  no  known  compa- 
rable research  base,  how^ever,  we  consider  this 
study  as  pioneering.  Other  research  is  now 
underway  analyzing  early  20th  century  immigra- 
tion records  of  more  than  20,000  Cape  Verdeans. 
Most  official  sources  of  vital  statistics  do  not  even 
register  Cape  Verdeans  as  a distinct  population 
but,  at  best,  may  have  this  group  considered  as 
“black,”  “Portuguese,”  “Afro-American,”  or 
“other.”  For  these  reasons  we  felt  it  appropriate 
to  study  this  “universal”  research  population, 
rather  than  a more  limited  random  sample. 

Our  data  show  that  males  are  more  heavily 
represented  in  this  population,  but  we  have  con- 


cluded that  this  is  mainly  due  to  the  fact  that  at 
least  29.4  pei  cent  of  the  poj)ulation  of  Cape 
Verdean-Ainericans  is  made  up  of  migrants  from 
the  islands.  These  migrants  are  self-selected,  as 
young  males  rej^resent  70.5  jjer  cent  of  the  mi- 
grant pojjulation.  Any  further  disparity  which 
might  exist  could  be  exj)lained  by  the  fact  that  the 
poj)ulation  now  dv  ing  was  cieated  at  a time  when 
the  bulk  of  Cajje  Verdean  migration  to  the 
United  States  was  taking  place.  The  sex  composi- 
tion of  the  overall  research  jKjjjulation  was  04.4 
per  cent  male  and  35. f)  j)er  cetit  female. 

The  research  vai  iable  categories  were  formed 
by  using  the  descriptions  found  in  the  obituaries. 
Some  attempt  was  made  to  form  a new  category 
“class”  by  building  from  information  on  educa- 
tion and  occupation,  but  this  was  not  wholly  satis- 
factory since  education  was  rarely  reported.  4 he 
lack  of  consistent  reporting  was  a limitation  on 
this  study.  The  most  consistent  and  reliable  data 
were  found  to  be  sex,  age  at  death,  occupation, 
marital  status,  year  of  birth,  birthplace,  origin  in 
the  Cape  Verde  Islands  (although  specific  islands 
were  not  always  given),  religious  and  social  af  filia- 
tions, and  occasionally  military  experience  for 
males.  Other  information  which  might  have  led 
to  the  formation  of  a strong  class  or  socially  dis- 
tinct variable  was  weak.  This  was  particularly 
problematic  with  information  which  might  have 
distinguished  levels  of  education.  We  w ere  temp- 
ted to  conclude  that  those  with  high  school  or 
college  education  would  have  indicated  this,  but 
we  did  not  feel  it  was  warranted  to  consider  that 
no  reference  to  education  meant  that  no  higher 
education  took  place. 

Information  on  the  actual  cause  of  death  was  a 
further  disappointment.  The  predominant  cause 
was  listed  as  “illness,”  and  the  accompanying  in- 
formation on  duration  was  typically  noted  as 
being  “extended,”  “brief,”  or  “unexpected.”  We 
sought  to  discern  any  relationship  that  these  cate- 
gories of  duration  might  have  w ith  diseases  such 
as  heart  disease,  cancer,  or  other  common  causes 
of  death,  but  w e could  not  make  any  such  positive 
association.  More  detailed  analyses  of  Cape 
Verdean  epidemiology  and  causes  of  death 
would  have  to  be  built  from  the  examination  of 
the  individual  death  certificates  of  those  777 
named  in  our  research  population. 

Another  attempt  to  obtain  a variable  indicator 
of  social  status  was  through  the  context  of  death 
(whether  at  home  or  in  a hospital),  or  w hich  hos- 
pital and  funeral  home  were  used.  There  is  still 
some  possibility  that  such  correlations  might  ex- 
ist, but  we  hesitate  to  state  here  that  we  have 
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Table  1.  — Comparative  Life  Expectancies  (mean  number  of  years  lived) 


Overall 

Males 

Females 

Migrants  from  Cape  Verde  Islands 

82.1 

79.9 

82.8 

Rhode  Island  general  population 

75.3 

71.9 

78.8 

United  States  general  population,  1975 

72.5 

68.7 

76.5 

Massachusetts  1969-1971 

71.8 

68.1 

76.5 

Total  research  population 

66.5 

65.7 

67.8 

Rhode  Island  “non-whites” 

— 

63.4 

66.8 

Cape  Verdean-American  (US  born) 

60.3 

57.5 

63.9 

Cape  Verde  Islands  general  population 

— 

48.3 

51.7 

satisfactorily  established  these  socio-economic 
correlations. 

Results 

The  population  of  777  deceased  Cape  Verdeans 
may  be  divided  into  three  distinct  groups:  Cape 
Verdeans  born  in  the  islands  (n  = 230),  those  of 
Cape  Verdean  descent  born  in  the  United  States 
(n  = 259),  and  those  where  information  on  origin 
was  not  available  (n  = 288).  We  were  then  able  to 
compare  these  groups,  in  ref  erence  of  life  expect- 
ancy, with  other  groups  such  as  native  Cape  Ver- 
deans and  “white”  and  “black”  Americans.  The 
findings  generated  by  this  comparative  work 
show  distinct  differences  in  average  life  expect- 
ancy between  groups  within  our  population.  The 
most  notable  differences,  however,  were  found 
between  immigrants  and  later  generations. 

These  data  also  show  a significant  diff  erence  in 
life  expectancy  between  Cape  Verdeans  who 
stayed  in  the  islands  and  those  who  migrated.  In 
general,  life  expectancy  in  the  Cape  Verde  Is- 
lands is  48.3  years  for  males  and  51.7  years  for 
females.  In  contrast  with  these  figures,  the  aver- 
age life  expectancy  for  Cape  Verde  immigrants  in 
our  population  is  82.1  years.  We  assume  this  dif- 
ference to  be  due  to  two  principal  factors.  One  of 
these  is  self-selection  for  emigration  of  young 
healthy  individuals;  within  our  research  popula- 
tion, the  majority  of  emigrants  were  under  21 
years  of  age.  The  other  is  that  the  remaining 
population  had  higher  mortality  due  to  recurring 
conditions  of  drought  and  starvation.  Even  in  the 
best  of  times  the  food  supply  was  irregular,  health 
care  and  sanitation  poor,  and  water  scarce. 
Perhaps  the  largest  single  factor  affecting  mortal- 
ity figures  for  Cape  Verde  is  the  extremely  high 
infant  death  rate,  which  in  1 968  was  92  per  1 ,000. 
In  the  1970s,  it  decreased  to  79  per  1,000.^ 

It  was  found  that  of  the  emigrants  from  the 
islands,  41.4  per  cent  lived  to  be  81-90  years  of 
age  and  18.9  per  cent  lived  to  be  91  or  older.  In 


contrast,  among  Cape  Verdeans  born  outside  the 
islands  only  8.9  per  cent  lived  to  be  8 1 -90  years  of 
age  and  2.3  per  cent  to  be  91  or  older.  Of  males 
born  in  the  islands,  78.8  per  cent  lived  to  be  71 
years  or  older.  Of  males  born  outside  tbe  islands, 
only  18.8  per  cent  lived  to  be  7 1 or  older.  In  fact, 
65.5  per  cent  died  between  the  ages  of  4 1 and  70. 

In  the  subsample  of  migrants  of  Cape  VTrde 
origin,  the  greatest  number  of  migrants  were 
from  Brava  (n  = 78),  Sao  Nicolau  n = 29),  and 
Fogo  (n  = 27).  While  these  numbers  were  not 
great,  we  can  say  that  those  from  Brava  have  a 
comparably  lower  lifetime  for  both  sexes:  75.9 
for  males  and  81.4  for  females.  For  Sao  Nicolau 
tbe  males  averaged  86  years  and  the  females  87.9 
years.  The  results  from  Fogo  were  mixed  by  sex, 
with  a low  of  78.0  for  males  and  a median  for 
women  at  84.  There  were  only  four  women, 
however,  from  Fogo.  Of  all  females  from  the 
islands  88. 1 per  cent  lived  to  be  7 1 years  or  older. 
For  tbe  total  subsample  population  of  Cape  Ver- 
dean-born, the  mean  lifetime  for  both  sexes  was 
82.1;  for  males  it  was  79.9,  and  for  females  82.8 
years. 

For  the  subsample  of  Cape  Verdeans  wbo  were 
born  in  America,  the  mean  lifetime  was  60.3  years 
for  both  sexes  or  57.5  for  males  and  63.9  for 
females.  In  contrast  to  longevity  in  the  islands, 
only  37.7  per  cent  of  female  Cape  Verdeans  born 
in  the  United  States  lived  to  be  71  years  or  older, 
and  46.5  per  cent  died  between  the  ages  of  4 1 and 
70.  Our  total  research  population  had  a mean 
lifetime  of  63.4  years  — 65.8  for  males  and  67.9 
for  females. 

Discussion 

When  these  statistics  are  contrasted  with  overall 
American  and  regional  patterns  of  life  expectan- 
cy, there  are  other  points  of  notable  difference 
(Table  1).  According  to  the  United  States  Public 
Health  Service,  the  average  lifetime  for  all  Amer- 
icans in  1975  was  72.5  for  all  races  and  both  sexes. 
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or  ()8.7  lor  males  and  7(75  lor  f emales.*’  For  Mas- 
sadmsetts  it  was  71.85  lor  both  sexes  and  all 
races,  or  ()8. 1 lor  males  and  75. d lor  females.  For 
Rhode  Island  it  was  75.5  lor  both  sexes  and  all 
races,  or  71.9  lor  males  and  78.8  lor  females.' 
Fhe  rejiort  on  vital  statistics  for  Rhocle  Island 
notes  that  “non-whites”  are  “consistently  below 
the  national  and  state  medians,”  and  lists  a life 
expectancy  of  only  (35.4  for  “non-white”  males  in 
Rhode  Island  and  (3(3.8  years  for  “non-white” 
females. 

Several  conclusions  can  be  drawn  IVom  this 
data.  First,  all  of  the  sub.samples  coidorm  to  the 
general,  regional,  and  naticmal  pattern  ol  having 
females  outlive  males  on  the  average.  Second,  the 
subsample  of  migrants  from  the  islands  is  skewed 
in  several  ways.  It  eliminates  the  cohorts  having 
high  infant  mortality,  and  it  is  significantly 
skewed  toward  young  males,  especially  those  in 
excellent  health.  Such  factors  may  well  explain 
the  high  level  of  life  expectancy  of  this  population 
which  exceeds  those  in  the  wider  American 
population  in  all  respects.  Nevertheless,  there  is 
notable  longevity  among  this  population,  which 
seems  to  vary  by  island  suggesting  that  diet,  calor- 
ic intake,  levels  of  aerobic  exercise  by  terrain,  and 
so  forth,  may  be  factors  for  further  study  in  the 
archipelago.  Third,  when  the  Cape  Verdeans  of 
American  birth  are  isolated  for  examination,  or 
when  they  are  merged  with  the  long-living  for- 
eign-born Cape  Verdeans,  a life  expectancy  pat- 
tern emerges  which  falls  below  national  and  re- 
gional averages  in  comparison  to  statistics  for  the 
states  of  Rhode  Island  and  Massachusetts. 

Finally,  we  can  state  that  the  life  expectancy  of 
Cape  Verdean  Americans  is  actually  lower  than 
the  levels  of  other  “non-white”  American  popula- 
tions, which  are  already  lower  than  regional  and 
national  averages.  The  sample  size  and  the  var- 
ious subsamples  have  given  us  confidence  about 
these  results,  and  they  suggest  that  established 
patterns  of  socio-economic  discrimination  in 
America  may  be  having  a telling  effect  on  this 
immigrant  population  which  is  ethnically  en- 
capsulated and  racially  distinguished. 


Summary 

(3ape  Verdean  Americans  are  not  a well-known 
ethnic  group  outside  of  southeastern  New  Fng- 
land.  Fven  their  basic  jtopulation  size,  demogra- 
phy, and  immigration  patterns  are  crudely 
defined.*  As  a contribution  toward  the  fuller 
study  of  this  group,  an  effort  has  been  made  to 
look  at  one  aspect  of  this  unicpie  ethnic  group  by 
determining  their  overall  life  expectancy  as  de- 
rived f rom  an  analysis  of  777  obituary  announce- 
ments. 1 his  study  also  reveals  aspects  (if  the  his- 
tory and  scale  of  their  migration  to  the  Utiited 
States. 
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The  Indochinese  Action  Group 


Hospital  Organizes  to  Provide  Better  Health  Care  to  Refugees 
with  Compiex  Needs 


Eileen  Rosenberg-Black,  MSW 
Jeanne  Gibree,  BSN 
Diane  Fava  Golden,  MA 


The  small  state  of  Rhode  Island  has  in  residence 
almost  8,000  refugees  from  Southeast  Asia.  This 
is  more  than  one  per  cent  of  the  Southeast  Asian 
emigres  who  have  sought  refuge  in  the  United 
States.  In  a large  metropolitan  hospital,  such  as 
Rhode  Island  Hospital,  it  is  extremely  difficult  to 
coordinate  comprehensive  health-care  services 
for  a small  group  of  people  with  such  complex 
needs.  Initially,  individuals  from  different  areas 
of  the  hospital  expressed  concern,  but  energies 
were  unfocused  and  uncoordinated.  At  a time 
when  public  and  government  awareness  of  the 
refugees’  situation  was  coming  to  the  forefront, 
the  Community  Liaison  Committee  of  Rhode  Is- 
land Hospital,  which  is  a subcommittee  of  the 
Board  of  Trustees,  expressed  concern  with  both 
health  care  and  community  relations  and  educa- 
tion for  Southeast  Asian  refugees.  Members  of 
this  committee  were  aware  of  the  number  of 
Southeast  Asian  refugees  and  their  impact  on  the 
health-care  system.  This  sensitivity  stimulated  the 
formation  of  an  Indochinese  Action  Group 
whose  goal  was  to  explore  further  means  of  pro- 
viding better  services  for  the  new  Americans. 

Because  the  refugees  have  an  impact  on  all 
aspects  of  hospital  operations,  the  Indochinese 
Action  Group  is  a multidisciplinary  committee. 


Eileen  Rosenberg-Black,  MSW,  is  Chief  Pediatric  So- 
cial Worker,  Rhode  Island  Hospital,  Providence, 
Rhode  Island. 

Jeanne  Gibree,  BSN,  is  Surgical  Clinic  Coordinator, 
Rhode  Island  Hospital,  Providence,  Rhode  Island. 

Diane  Fava  Golden,  MA,  is  Commu7iity  Liaison  Coor- 
dinator, Rhode  Island  Hospital,  Providence,  Rhode 
Island. 


Members  represent  such  varied  departments  as 
unit  services,  personnel,  social  work,  community 
medicine,  ambulatory  care,  pharmacy,  and 
others.  A network  for  support  and  communica- 
tion was  quickly  developed  among  group  mem- 
bers. Issues  ranged  from  educational  programs 
sensitizing  staff  to  cultural  differences,  to  inter- 
preter problems,  and  to  community  relations. 
The  committee  was  open  to  new  members  and 
grew  rapidly. 

Interpreters 

Members  of  the  Indochinese  Action  Group  rec- 
ognized that  interpreters  were  needed  to  com- 
municate with  Southeast  Asian  patients,  and  the 
recruitment  and  placement  of  Southeast  Asian 
employees  became  a focused  goal.  Southeast 
Asian  employees,  while  functioning  as  part  of  the 
hospital  team  providing  all  patients  with  quality 
care,  would  also  assist  as  interpreters. 

The  refugees  heavily  frequent  the  hospital 
ambulatory  clinics  and  emergency  department 
where  the  need  for  interpreters  is  greatest.  The 
hospital  personnel  office  formed  a close  working 
relationship  with  the  statewide  Office  of  Refugee 
Resettlement  and  with  the  Opportunities  Indus- 
trialization Center  of  Rhode  Island,  Inc  to  seek 
out  qualified  applicants  who  could  be  placed  in 
various  hospital  departments.  The  hospital  ad- 
ministration, recognizing  the  need  to  employ  the 
new  Southeast  Asian  neighbors,  exempted 
potential  jobs  in  key  patient  areas  from  a hiring 
freeze.  Job  classifications  which  Southeast  Asian 
employees  hold  include  unit  receptionist,  mes- 
senger, food  service  worker,  central  transport 
aide,  unit  service  aide,  laboratory  aide,  nursing 
assistant,  patient  services  secretary,  and  pharma- 
cy technician.  Southeast  Asian  employees  work 
on  both  day  and  evening  shifts. 
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The  personnel  stall  has  attended  several  j)io- 
granis  to  learn  more  about  the  culture  of  the 
various  Southeast  Asian  groups.  With  the  coop- 
eration ol  the  Rhode  Island  Olfice  ol  Relugee 
Resettleinenl,  an  in-service  session  was  held  to 
explore  cultural  dilTerences  related  to  job  seek- 
ing and  work  habits.  Methods  ol  assisting  hospital 
supervisors  and  Southeast  Asian  aj)j)licants  dur- 
ing the  interview  process  were  also  examined. 

Since  beginning  this  program,  there  have  been 
some  turnover  ol  stall  and  a lew  problems.  In- 
itially Southeast  Asian  employees  lunctioning  as 
unit  receptionists  had  problems  with  communica- 
tion because  ol  the  complexity  ol  medical  lan- 
guage. This  created  a problem  when  taking 
laboratory  reports  over  the  telephone  and  with 
recjuests  made  by  the  nursing  stall  regarding 
supplies  and  equipment.  The  training  program 
was  changed  to  accommodate  the  Southeast 
Asian  employees  recognizing  that  it  would  take 
longer  to  train  them  because  of  this  language 
barrier.  Southeast  Asian  employees  were  under 
stress  during  their  training  period  and  the  unit 
service  department  employees  shared  in  this 
stress  because  of  the  staffing  shortage.  This  situa- 
tion was  an  added  barrier  to  learning  new  respon- 
sibilities. Many  hospital  employees  provided  as 
much  support  as  possible  to  the  new  Americans, 
and  presently  Southeast  Asians  are  functioning 
as  unit  receptionists  and  are  performing  all  of  the 
required  responsibilities.  Most  supervisors  indi- 
cate that  the  Southeast  Asians  are  cooperative, 
pleasant,  courteous,  and  extremely  reliable. 

Another  difficult  problem,  which  stems  from 
the  fact  that  the  Southeast  Asian  employees  are 
used  as  interpreters,  is  the  employee’s  concern 
about  being  taken  from  a job  for  long  periods  of 
time  to  interpret.  They  recognize  that  this  bur- 
dens their  co-workers  with  extra  work.  Also  there 
is  the  concern  about  being  unable  to  take  on  a 
position  of  responsibility  because  of  the  necessity 
of  leaving  the  job  to  interpret.  This  has  proved  to 
be  a difficult  dilemma.  Because  of  the  variety  of 
Indochinese  languages  and  the  fact  that  it  is  very 
difficult  to  cover  all  of  the  languages  on  all  shif  ts 
with  full-time  interpreters,  it  is  necessary  for  the 
administration  and  supervisors  to  support  South- 
east Asian  workers  who  are  taken  away  from  their 
jobs  to  interpret. 

To  provide  interpreter  assistance  to  Southeast 
Asian  patients,  it  is  necessary  to  identify  such 
individuals  as  they  enter  the  hospital,  especially 
since  there  are  so  many  different  languages.  I he 
language  or  dialect  of  each  non-English-speaking 


patient  is  cajjiured  on  an  admitting  history,  which 
is  distributed  throughout  the  hosj)ital.  Ehe  lan- 
guage sj)oken  also  appears  on  the  face  sheet 
which  is  a j)ermanent  pai  t of  the  medical  record. 
Moi  cover,  when  a patient  is  a member  ol  a South- 
east Asian  community,  a re|u esenlative  of  the 
admitting  department  contacts  the  Southeast 
Asian  Health  (iooi dination  L'nit  the  Visiting 
Nuises  Association.  I his  liaison  facilitates  better 
planning  and  coordination  of  the  patient’s  health 
care. 

Liaison  Nurses 

In  the  outpatient  dejxutment  there  is  a nurse 
designated  to  act  as  a liaison  between  the  ambula- 
tory patient  center  clinics  and  the  Southeast 
Asian  Health  Coordinating  Unit.  I his  allows 
easier  access  to  the  system  by  pro\  iding  one  per- 
son familiar  with  the  hosjjital  to  co(^iclinate 
appointments  and  interjireters.  T he  nurse  liaison 
receives  a conqjuter  printout  three  days  before 
the  jiatient  is  coming  to  the  clinic  so  that  she  can 
make  the  necessary  arrangements.  If  there  are 
problems  or  questions  regarding  treatment  or 
follow-up  care,  and  these  are  unclear  to  the  j)a- 
tient,  the  liaison  person  is  able  to  obtain  additicjn- 
al  information.  In  addition  to  telephone  com- 
munication, a three-copy  interagency  form  is 
used  in  the  clinic  area.  Two  cojiies  are  sent  to  the 
Southeast  Asian  Health  Coordination  Unit  of  the 
VNA,  and  one  copy  is  kept  for  reference  by  the 
liaison  nurse.  This  has  been  very  heljjful  in  rein- 
forcing teaching  by  giving  the  same  information 
to  the  health  coordinators  that  was  given  to  the 
patient.  By  designating  one  person  in  the  area  as 
a liaison  staff,  much  confusion  and  frustration 
have  been  avoided. 

Dietary  Habits 

Because  more  and  more  Southeast  Asians  are 
using  Rhode  Island  Hospital,  it  has  become 
necessary  to  heighten  awareness  of  dietary  habits. 
For  example,  the  Hmong  people  from  the 
mountainous  area  of  Uaos  enjoy  plain  beef, 
chicken,  or  pork  with  soy  sauce  on  the  side,  rice 
three  times  daily,  hot  soup,  vegetables,  hot  tea, 
and  spice.  For  breakfast  they  eat  some  of  these 
foods  just  as  they  do  for  the  evening  meal.  I he 
older  people  do  not  eat  sweets.  Since  the  Hmong 
have  no  written  language,  a special  menu  could 
not  be  written  for  them.  Cambodians  tend  to  eat 
more  seafood  than  do  the  other  groups.  Many 
Southeast  Asians  are  lactose-intolerant  and  can- 
not digest  milk  or  milk  products.  A predominant 
belief  is  that  of  the  “ying”  and  “yang”  for  cold  and 
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hot  foods.  Disease  states  are  treated  witli  oppos- 
ing foods.  For  example,  pregnancy,  a “ying”  or 
cold  condition,  is  treated  with  “yang”  or  hot 
foods.  No  cold  licpiids  are  consinned. 

As  the  result  of  a meeting  with  Southeast  Asian 
rejiresentatives,  jjreplanned  menus  obser\ing 
the  food  habits  are  available  whenever  needed  so 
that  Southeast  Asian  food  customs  can  be 
observed  by  hospital  ])atients  if  they  so  desire. 
Specialized  food  items  are  also  kept  on  hand  to 
make  specialized  recipes  if  needed.  Interestingly 
enough  as  Southeast  Asians  become  Ameri- 
canized, there  is  an  occasional  complaint,  “Why 
am  1 getting  so  much  chicken?  Can’t  1 please  ha\  e 
a hamburger?” 

Hospital  Tours 

Fear  and  anxiety  even  for  English-speaking  j)a- 
tients  often  accompany  visits  to  the  hospital.  To 
help  alleviate  this  problem  and  to  familiarize  the 
Southeast  Asian  community  with  the  Rhode  Is- 
land Hospital  and  Western  medicine  and  prac- 
tices, tours  of  the  emergency  department  were 
arranged.  These  tours  begin  with  a slide  tape 
presentation  and  narrative  by  Indochinese  Ac- 
tion Group  members  and  include  a guided  tour 
through  various  areas  of  the  emergency  depart- 
ment as  well  as  the  x-ray  department,  laborato- 
ries, and  adult  medical  and  surgical  units.  The 
response  to  these  tours  has  been  very  positive  and 
the  result  has  been  increased  utilization  of  Rhode 
Island  Hospital  facilities. 

The  Indochinese  Action  Group  has  hosted 
many  guest  speakers  at  meetings.  This  has  been 
helpful  in  gathering  information  to  provide  bet- 
ter services  to  the  Southeast  Asian  community. 
One  of  the  first  speakers  was  a representative 
from  the  Rhode  Island  Office  of  Refugee  Reset- 
tlement, who  gave  an  overview  on  the  function 
and  responsibilities  of  a central  health  unit.  The 
coordinators  and  nursing  supervisors  of  the 
Southeast  Asian  Health  Coordination  Unit 
addressed  the  group,  explaining  their  roles  and 
responsibilities  in  the  health  care  system.  The 
director  of  the  Rape  Crisis  Center  spoke  with  the 
group  about  some  of  her  experiences  with  mem- 
bers of  the  Southeast  Asian  community  and  some 
implications- for  follow-up  care.  Staff  from  a 
neighboring  hospital,  which  also  serves  the 
Southeast  Asian  community,  attended  a meeting 
and  shared  experiences.  This  resulted  in  a follow- 
up meeting  at  their  hospital  and  an  exchange  of 
teaching  materials.  The  Group  also  invited  a 
Christian  missionary  couple  who  spoke  of  their 
extensive  experiences  in  Cambodia.  The  couple 


presently  is  working  at  a local  Cambodian  church 
and  provided  the  group  w ith  considerable  insight 
into  the  problems  faced  by  this  community. 

As  the  Indochinese  Action  Group  grew  in  size 
and  in  projects,  members  realized  that  many  of 
the  problems  faced  by  the  Southeast  Asian  com- 
munity were  problems  shared  by  all  of  the  hospi- 
tal’s non-English  speaking  patients.  The  Group 
then  invited  representatives  from  Hispanic  com- 
munities to  attend  a meeting  and  share  some  of 
their  concerns  about  health  care.  As  a result  of 
this  meeting  the  Group  decided  to  address  the 
needs  of  all  ethnic  groups,  leading  to  the  forma- 
tion of  the  Ethnic  Issues  Action  Group. 

Goals 

To  establish  a sense  of  continuity  and  structure, 
the  Ethnic  Issues  Action  Group  conducted  a poll 
of  all  members  to  determine  goals  for  the  follow- 
ing year.  The  group  consensus  emerged  into  the 
following  structured  goals; 

(1)  To  develop  an  increased  awareness  of  cul- 
tural and  ethnic  differences,  become  more  famil- 
iar with  specific  ethnic  groups  and  their  utiliza- 
tion of  health  care  services,  and  increase  access  to 
health  care.  In  order  to  implement  this  goal,  the 
following  plan  was  proposed:  to  develop  a com- 
prehensive system  to  assess  and  coordinate  the 
needs  of  all  non-English  speaking  patients  and  to 
educate  personnel  on  ethnic  issues. 

(2)  To  develop  materials  which  will  enhance 
the  patient’s  ability  to  utilize  hospital  services  and 
to  improve  communication  among  hospital  per- 
sonnel about  the  needs  of  patients  and  their  fami- 
lies. The  plan  for  implementation  includes:  to 
develop  an  informational  and  directional  system 
to  service  areas  in  the  hospital  including  both 
changes  in  signs  and  the  use  of  volunteers;  to 
develop  discharge  planning  and  teaching  mate- 
rials for  the  various  ethnic  groups;  and  to  investi- 
gate and  obtain  written  material  from  local  asso- 
ciations, educational  institutions,  and  other 
sources  to  foster  knowledge  of  what  is  available  to 
non-English-speaking  patients.  Committee  mem- 
bers will  seek  funding  for  the  development  of 
materials. 

(3)  To  resolve  problem  issues  as  they  arise.  This 
goal  will  be  accomplished  through  the  following 
plan:  to  act  as  a recognized  liaison  to  administra- 
tion; and  to  increase  committee  membership  to 
be  representative  of  most  hospital  departments 
by  inviting  members  from  administration,  medi- 
cal records,  additional  nursing  representation, 
patient  representatives,  and  the  telephone  office. 
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Fanconi  Syndrome  and  Osteomalacia 
without  Hyperparathyroidism 


Fanconi  Syndrome  Associated  with  Defective  Renal  Handling  of  Phosphate 
and  Acidemia,  Calciuria,  and  Altered  Vitamin  D Metabolism 


S.  Khoury,  MD 
Joseph  R.  Tucci,  MD 


Hypophosphatemic  osteomalacia  with  pseudo- 
fractures is  the  characteristic  skeletal  abnormality 
complicating  the  proximal  (type  II)  renal  tubular 
acidosis  (RTA)  of  the  adult  Fanconi  syndrome.'’ 
Secondary  hyperparathyroidism  is  usually  pres- 
ent and  is  thought  to  contribute  to  the  renal  tubu- 
lar defects  and  to  the  skeletal  disease.'^’  In  here- 
ditary fructose  intolerance,  the  fructose-induced 
Fanconi  syndrome  is  only  manifest  when  exoge- 
nous parathyroid  hormone  (PTH)  is  admin- 
istered together  with  the  fructose  load  to  a hypo- 
parathyroid  patient.'’  Other  factors  contributing 
to  the  metabolic  bone  disease  found  in  Fanconi 
syndrome  include  acidemia,  hypophosphatemia, 
hypercalciuria,  changes  in  vitamin  D metabolism, 
and  the  interrelationship  between  these  factors 
and  PTH.  Although  it  is  now  well-established  that 
both  hypophosphatemia  and  PTH  have  a stim- 
ulatory effect  on  the  production  of  1,25- 
dihydroxy  vitamin  D ( 1 ,25-(OH)<2D),'’’ ^ con- 
troversy still  exists  concerning  the  effect  of 
chronic  acidemia  on  the  metabolism  of  this 
hormone.®'"’  Serum  concentrations  of  25- 
hydroxy  vitamin  D (25-OHD)  and  l,25-(OH)2D 
have  not  been  reported  in  this  disorder,  except 
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for  one  case  of  acetazolamide-induced  R'FA 
where  levels  were  low  and  normal,  respectively.' ' 
This  was,  however,  in  the  setting  of  concomitant 
use  of  anticonvulsant  drugs. 

Recently  we  studied  a patient  with  the  adult 
Fanconi  syndrome  and  osteomalacia.  The  ab- 
sence of  a secondary  hyperparathyroid  state  pre- 
sented us  with  an  unusual  opportunity  to  study 
some  of  the  controversial  and  interrelating  fac- 
tors involved  in  the  disturbed  mineral  and  skele- 
tal homeostasis  of  this  entity. 

Case  Report 

A 55-year-old  white  woman  presented  with  a ten- 
year  history  of  osteopenia  and  pathological  frac- 
tures and  increasing  muscular  weakness.  A cal- 
cium-containing kidney  stone  was  surgically  re- 
moved at  age  26  years  and  another  was  passed 
spontaneously  at  40  years  of  age.  She  had  repeat- 
ed neck  surgery  for  a thyroglossal  cyst  and  subse- 
quently was  treated  with  desiccated  thyroid  fol- 
lowing development  of  hypothyroidism.  She  had 
normal  body  proportions  and  no  deformities. 
She  had  a mild  hyperchloremic  acidosis  with 
serum  bicarbonate  levels  of  17  to  20  niEq/L  and 
serum  chloride  of  115  to  118  inEq/L.  Serum 
sodium  and  potassium  levels  were  normal.  Uri- 
nary pH  was  consistently  greater  than  7.0.  She 
had  a generalized  aminoaciduria,  low  threshold 
glycosuria,  and  uricosuria.  She  excreted  more 
than  15  per  cent  of  an  infused  bicarbonate  load 
when  bicarbonate  concentration  was  raised  to 
and  above  the  normal  level.  Serum  creatinine 
values  averaged  1.5  mg  per  cent,  and  endoge- 
nous creatinine  clearances  averaged  47  ml/min- 
ute per  1.73  M^.  There  was  no  paraproteinuria  or 
history  of  exposure  to  heavy  metals.  She  was  on 
no  medication  except  for  desiccated  thyroid  and 
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she  was  euthyioid.  Serum  alkaline  phosj)halase 
was  elevated  and  ol  bony  oiigin.  Urinary  hy- 
droxyjjroline  was  increased.  A skeletal  survey  l e- 
vealed  generalized  ()steo|)enia  and  jjsendolVac- 
tnres,  and  histological  lindings  on  hone  hioj)sy 
were  consistent  with  osteomalacia. 

After  metabolic  studies  were  completed,  she 
was  se(]uentially  treated  with  NaUCX)^, 
Neutra|)lios®,  and  vitamin  D2  (ergocalcilerol). 
With  uj)  to  8 g of  NaHCX);i,  serum  electrolytes 
became  normal.  With  j)hosphorus  snjjjjlementa- 
tion  of  1.5  to  2.0  g jier  day,  serum  phosjjhate 
levels  rose  to  normal,  and  with  vitamin  I)^  snj)j)le- 
mentation  in  doses  of  50, 000  units  three  times 
weekly,  the  jjatient  felt  better  than  she  had  in 
many  years.  Muscle  strength  returned  to  normal, 
eliminating  the  need  for  a cane. 

Materials  and  Methods 

Metabolic  studies  were  performed  after  equil- 
ibration on  a diet  containing  150  mg  calcium  and 
500  mg  phosphorus  per  day.  Study  A was  de- 
signed to  collect  baseline  data  and  to  assess  the 
absorption  of  and  the  response  to  an  oral  calcium 
challenge.  The  first  and  second  days  were  control 
days  and  urine  was  collected  for  24-hour  periods. 
On  the  third  day,  the  patient  was  water  loaded 
and  hydration  continued  to  assure  adequate 
urine  flow.  Timed  urine  specimens  were  col- 
lected from  9:00  am  until  8:00  am  the  following 
morning.  One  gram  of  elemental  calcium  as  cal- 
cium gluconate  (44  ml  of  Neocalglucon®)  was 
given  orally  at  10:00  am.  Blood  specimens  were 
drawn  with  the  patient  supine  on  the  first  and 
second  days  at  8:00  am  and  on  the  third  day  at 
8:00  am,  12:00  pm,  and  2:00  pm. 

Study  B was  designed  to  test  parathyroid  re- 
serve in  response  to  hypocalcemia.  Serum  and 
urine  samples  were  collected  before  and  after 
oral  supplementation  with  two  grams  of 
elemental  phosphorus  daily  for  two  days  and  af- 
ter infusion  of  two  liters  of  0.9  per  cent  sodium 
chloride  over  a four-hour  period  the  next  day. 
Urine  specimens  were  immediately  analyzed  for 
their  creatinine,  calcium,  and  phosphate  con- 
tents, and  aliquots  were  frozen  for  subsequent 
measurement  of  cyclic  AMP.  All  blood  specimens 
were  analyzed  for  their  creatinine,  total  calcium, 
phosphate,  ionized  calcium,  PTH,  and  cyclic 
AMP  levels  and  control  blood  specimens  for  25- 
OHD  and  l,25-(OH)2D  levels.  Urinary  cyclic 
AMP  was  measured  by  a competitive  binding 
assay  and  plasma  cyclic  AMP  by  radioimmunoas- 
say. Urinary  and  nephrogenous  cyclic  AMP  were 


exj)ies.sed  per  dU  (if.  fMP/dU  (if  was  estimated 
fiom  measurements  of  tubular  reabsorption  of 
jjhosjjliate  ( 1 RP)  and  the  nomogram  of  Walton 
and  Bijeoet.''*^  Serum  carboxyterminal  PfH,  25- 
OHl),  and  l,25-(OH)2l)  assays  were  performed 
by  the  Nichols  Institute,  San  Pedro,  California. 

Results 

Study  A (Table  1 ):  In  the  basal  state,  serum  calcium 
and  ionized  calcium  levels  were  low  normal  to 
low,  serum  phosj)hate  was  subnormal,  and  serum 
P fH  was  normal.  Urinary  calcium  excretion  was 
increased  in  the  lace  of  a marginal  serum  cal- 
cium. fMP/dU  (if  was  low  in  keeping  with  uri- 
nary phosphate  wastage.  Serum  and  urinary 
magnesium  were  well  within  normal  limits.  Uri- 
nary and  nephrogenous  cyclic  AMP  excretion 
were  normal.  Serum  25-()Hl)  levels  were  low  at  8 
and  7 ng/mU  (normal  10-55),  and  l,25-(()H)2l) 
levels  were  normal  at  29,  28,  and  26  pg/mL  (nor- 
mal 20-76).  The  oral  calcium  load  was  followed  by 
calcemic  and  calciuric  responses,  a more  than  50 
per  cent  fall  in  urinary  cyclic  AMP,  almost  com- 
plete disappearance  of  nephrogenous  cyclic 
AMP,  but  no  change  in  TMP/dL  Gf. 

Study  B (Table  2):  Phosphorus  supplementation 
effected  a modest  decrease  in  serum  calcium,  an 
increase  in  serum  and  urinary  phosphate,  and  a 
dramatic  fall  in  urinary  calcium  excretion.  There 
was  no  change  in  urinary  or  nephrogenous  cyclic 
AMP.  With  the  infusion  of  the  saline  solution, 
although  there  was  a further  fall  in  serum  cal- 
cium and  a rise  in  urinary  calcium,  there  was  no 
change  in  serum  PTH,  or  urinary  or  nephro- 
genous cyclic  AMP. 

Discussion 

This  patient  exhibited  many  of  the  classical  fea- 
tures of  acquired  type  II  RTA.  The  relevance  of 
the  patient’s  earlier  history  of  urolithiasis  is  un- 
clear since  stone  formation  is  rarely  encountered 
in  this  syndrome.*  The  absence  of  hyperpar- 
athyroidism in  the  face  of  hypocalcemia  pre- 
sented us  with  an  unusual  opportunity  to  study 
some  of  the  controversial  and  interrelating  fac- 
tors involved  in  the  disturbed  mineral  and  skele- 
tal homeostatis  of  this  entity.  Morris  et  al  sug- 
gested a pathogenetic  role  for  excess  endogenous 
PTH  in  their  case  of  hereditary  fructose 
intolerance.^  Some  patients  with  hereditary 
hypophosphatemic  rickets  may  have  an  exagger- 
ated phosphaturic  response  to  physiological  con- 
centration of  PTH  in  eucalcemic  and  hypercalce- 
mic  states,  possibly  as  part  of  a genetic 
syndrome.*^  In  this  patient  the  finding  of  low 
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Table  1.  — Serum  and  urine  data  before  and  after  an  oral  calcium  load 


Ca 

Ca/Cr 

Normal 

(mg) 

50- 

Values 

225 

.03-. 17 

Time 

0800- 

0800 

152 

.16 

0800- 

0800 

140 

.17 

0900- 

1000 

6 

.16 

1000* 

1200 

21 

.22 

1200- 

1400 

19 

.22 

1400- 

0800 

165 

.21 

* 1 Gm  elemental  calcium  p.o. 


Urine 

TMP 

(mg/dLGF) 

UcAMP  NcAMP 

(nmol/dLGF) 

2.5-4. 2 

2.2-4.8 

0.8-3.5 

1.51 

1.88 

0.72 

1.50 

4.20 

2.86 

1.68 

4.35 

3.01 

1.49 

1.36 

0.01 

1.52 

1.45 

0.08 

1.32 





Time 

Ca 

(mg/dL) 

8.5- 

10.5 

Blood 

P 

(mg/dL) 

2.5- 

4.5 

PTH 

ulEq/mL 

40- 

100 

0800 

8.2 

2.4 

65 

0800 

8.5 

2.5 

56 

0800 

8.4 

2.6 

65 

1200 

8.6 

2.4 

— 

1400 

8.3 

2.2 

57 

Table  2.  — Serum  and  urine  data  before  and  after  oral  phosphorus  loading  and  after  intravenous  saline 
administration 


Urine 

Days 

Time 

Ca 

P 

Ca/Cr 

Control 

0800-0800 

94 

441 

.12 

2g  P/d 

► 

0800-0800 

80 

681 

.12 

2g  P/d  — 

► 

0800-0800 

9 

1047 

.01 

0800-1000 

1 

98 

.01 

2L  0.9% 

► 

1000-1400 

40 

155 

.35 

NaCI 

1400-0800 

110 

575 

.23 

* Normal  range,  4. 5-5.0  mg/dl. 


Blood 


UcAMP 

NcAMP 

Time 

0800 

Ca 

9.0 

loCa* 

P 

2.1 

PTH 

4.28 

2.68 

— 

— 

— 

4.90 

3.30 

0800 

8.1 

— 

3,0 

— 

4.37 
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normal  to  subnormal  serum  calcium  levels  and 
unchanging  serum  PTH  and  urinary  and 
nephrogenous  cyclic  AMP  within  the  normal 
range,  despite  induced  further  falls  in  serum  cal- 
cium following  phosphate  supplementation  or 
intravenous  saline  administration,  raised  the  pos- 
sibility of  a mild  or  partial  surgical  hypoparathy- 
roid  state.  Therefore,  although  seconciary  hyper- 
parathyroidism has  been  implicated  in  the 
pathogenesis  of  the  renotubular  dysfunction  and 
metabolic  bone  disease  in  Fanconi  syndrome,'  in 
this  patient  a secondary  hyperparathyroid  state 
can  be  excluded  as  playing  such  a role.  This  is 
supported  by  recent  similar  observations  in  a pa- 
tient with  Wilson’s  disease  and  related  hypopar- 
athyroidism and  Fanconi  syndrome.'^ 


Other  factors  implicated  in  the  development  of 
osteomalacia  include  hypophosphatemia, 
acidemia,  calciuria,  and  alterations  in  the  vitamin 
D metabolism.'  Acidemia-induced  hypercal- 
ciuria  is  in  part  related  to  a direct  renotubular 
effect.'^  Acidemia  has  also  been  implicated  in  an 
enhanced  remodeling  effect  of  PTH  on  bone  and 
enhanced  PTH  secretion."’  The  latter  effect  has 
been  challenged,  since  no  change  in  serum  PTH 
was  noted  during  chronic  ammonium  chloride- 
induced  metabolic  acidosis. ■'  An  impaired  con- 
version of  25-OHD  and  l,25-(OH)2f)  was  re- 
ported in  Fanconi  syndrome  induced  by  maleic 
acid  and  studies  in  ammonium  chloride-treated 
rachitic  chicks  suggested  a decrease  in  produc- 
tion, increase  in  clearance  of  l,25-(OH)2D,  or 
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1)01  h.*'  For  uiicxj)lainecl  reasons,  this  patienl  did 
have  low  serum  25-01 II)  levels  in  keej)ing  with  a 
vitamin  I)  def  icient  state,  and  not  rnal  serum  1 ,25- 
(OH)^!).  I here  was  no  evidence  of  malabsoi  p- 
tion,  nutritional  ahei  i ations,  hepatic  dysfunc- 
tion, or  ingestion  of  di  ugs  active  in  stimulating 
hepatic  microsomal  enzymes.  Similat  25-OHI) 
levels  have  been  rej)orted  in  a patient  with  aceta- 
zolamide-induced  R FA  who  was  leceiving  anti- 
convulsant dings."  In  this  patient  no  specific 
tests  were  done  to  exclude  a selective  defect  in  the 
absorption  of  vitamin  1)  and  25-OHI). 

Osteomalacia  in  the  face  of  noi  nial  circulating 
1 ,25-(OH)2l)  is  not  surprising,  as  similar  findings 
have  been  re])orted  in  patients  receiving  anticon- 
vulsant drugs,  in  nutritional  osteomalacia,  and  in 
hereditary  liypophosphaternic  osteopenia. 

Such  observations  suggest  that  serum  phosphate 
and  1,25-(0H)2D  may  have  independent  effects 
on  bone  mineralization.  Also,  other  metabolites 
of  vitamin  D such  as  24,25-(OH)2D  may  play  a 
critical  role  in  bone  mineralization.^' 

In  this  patient,  desj)ite  proximal  tubular  de- 
fects and  in  keeping  with  a previous  report,  phos- 
phorus administration  almost  eliminated  the 
urinary  excretion  of  calcium. Such  an  effect 
cannot  be  attributed  to  an  increase  in  parathyroid 
hormone  secretion.  It  may  have  involved  an  ac- 
tion at  sites  other  than  the  proximal  tubule  and 
distinct  from  the  distal  tubular  site  of  action  of 
PTH. 

Summary 

A 55-year-old  women  presented  with  a ten-year 
history  of  bone  pain,  rib  fractures,  and  increasing 
muscle  weakness  and  was  found  to  have  a hyper- 
chloremic acidosis,  aminoaciduria,  glycosuria, 
and  a urine  pH  greater  than  7.0.  X-ray  studies 
revealed  osteopenia  and  pseudofractures,  and 
osteomalacia  was  found  on  bone  biopsy.  In  the 
face  of  normal  indices  of  parathyroid  function 
she  had  hypocalcemia,  relative  hypercalciuria, 
hyperphosphaturia,  and  hypophosphatemia. 
Serum  25-OHD  levels  were  low  and  in  the  face  of 
acidemia  the  osteomalacia  was  associated  with 
normal  serum  l,25-(OH)2D.  Gastrointestinal 
absorption  of  calcium  and  phosphate  were  nor- 
mal, and  oral  phosphorus  loading  almost  elimi- 
nated urine  calcium  excretion.  These  studies  ex- 
clude malabsorption  of  calcium  and  phosphate 
and  hyperparathyroidism  as  pathophysiologic 
factors  in  Fanconi  syndrome  and  suggest  that  the 
clinical  and  chemical  manifestations  of  this  syn- 
drome are  attributable  to  a primary  defect  in 
renal  handling  of  phosphate,  associated 


acidemia,  calciuria,  and  changes  in  vitamin  1) 
metabolism. 
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re*ha*bil‘i‘tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don’t  have  to  leave  the  State  for  inpatient  physi- 
cal rehabilitation.  Newport  Hospital’s  Vanderbilt  Rehabilitation 
Center  provides  the  most  comprehensive  medical  rehabilitation  in 
Rhode  Island,  southeastern  Massachusetts  and  eastern 
Connecticut.  The  Center  is  accredited  by  the  national 
Commission  on  Accreditation  of  Rehabilitation  Facili- 
ties and  the  Joint  Commission  on  Accreditation  of 
Hospitals  and  is  supported  by  the  general  medicaF 
surgical  capabilities  of  a full  service  hospital. 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area.^ 

For  further  information  or  a descriptive 
brochure  call  (401)  846-6400,  extension 
1845,  or  write  to:  Vanderbilt  Rehabilita- 
tion Center,  Newport  Hospital,  Friendship 
Street,  Newport,  Rhode  Island  02840. 


The  28  bed  Center  provides: 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 

VANDERBILT 

REHABILITATION  CENTER 
At  Newport  Hospital 

Fnendship  St.,  Newport,  RI  02840 
(401)846-6400,  ext.  1845 
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The  changes  are  all  around 
us.  New  HMO’s.  Increasing  numbers 


of  medical  school  graduates.  Pyramiding 
patient  insurance  headaches.  Lack  of  dedicated 
personnel.  Increasing  malpractice  suits  and  pre- 
miums. 

This  is  a special  invitation  for  you  to  Aim  High  as 
a member  of  the  Air  Force  Health  Care  Team. 

One  of  the  advantages  you  would  enjoy  with  us  is 
time.  Time  for  your  patients.  Time  to  keep  profes- 
sionally current.  Time  to  relax.  30  days  of  vacation 
with  pay  each  year. 

Another  advantage  is  peace  of  mind — financial 
security  now,  and  a generous  retirement  if  you 
qualify. 

Leave  the  administrative  hassles  to  others.  Find 
out  about  an  Air  Force  practice  by  calling  me  in 
complete  confidence. 

TSgt  Bill  Cavalieri 
380  Westminster  Mall 
Providence,  Rl  02903 
(401)  528-4043 


A great  way  ol  life 
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RADIOGRAPHIC  CASE  OF  THE  MONTH 


Fig  1 . — CT  demonstrates  enlargement  of  both  kidneys 
with  multiple  cysts 


Fig  2.  — Tomography  shows  bilaterally  enlarged  kid- 
neys with  distortion  of  the  calyces. 


Sanford  L.  Schatz,  MD 
Howard  R.  Cohen,  MD 
Allan  M.  Deutsch,  MD 
Michael  J.  Ryvicker,  MD 
Arthur  W.  Noel,  MD 

The  Miriam  Hospital 
Providence,  Rhode  Island 


Fig  3.  — Longitudinal  ultrasound  (from  another  patient 
with  less  severe  involvement)  shows  renal  enlargement 
with  multiple  cysts.  The  reniform  shape  is  maintained. 


History 

This  elderly  woman  was  admitted  because  of 
left  lower  quadrant  pain.  The  CT  scan  was  per- 
formed in  the  course  of  her  workup. 


For  discussion  turn  to  next  page. 
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Radiographic  Findings 

An  axial  coinjjuled  loinograjjiiic  (("I  ) scan 
tlnougli  the  region  o(  the  kidneys  deinonslrates 
marked  enlargement  o(  the  kidneys  with  multiple 
diff  use  cysts. 

Diagnosis 

Adult  polycystic  kidney  disease 

Discussion 

The  Cn'  scan  (Fig  1),  intravenous  pyelogram 
(IVF)  (Fig  2),  ami  ultrasound  demonstrate  the 
typical  findings  of  adult  polycystic  kidneys 
(APK). 

Fypically  the  kidneys  in  APK  are  bilaterally 
enlarged,  but  maintain  the  renifdrm  shape.  Mul- 
tiple cysts  of  varying  sizes  are  seen  diffusely 
throughout  the  kidneys  with  varying  degrees  of 
caliceal  distortion  and  occasionally  blunting  of 
calyces.  Large  cysts  may  compress  the  renal  pelvis 
or  ureter  and  cause  renal  obstruction.  The  dis- 
ease is  bilateral,  although  there  may  be  marked 
discrepancies  in  involvement.  It  is  not  unusual  to 
have  such  minimal  involvement  in  one  kidney 
that  there  is  practically  no  enlargement  and  the 
cysts  are  barely  discernable  by  any  modality. 
When  the  cysts  are  very  numerous  and  clustered, 
there  may  be  the  typical  “Swiss  cheese”  appear- 
ance demonstrated  on  ultrasound  and  comput- 
erized tomography.  Ultrasound  together  with 
C F can  also  depict  complications  of  polycystic 
kidneys  such  as  bleeding  into  a cyst,  calcification, 
and  carcinoma. 

Adult  polycystic  disease  occurs  with  an  inci- 
dence of  one  per  1,000  population,  although 
autopsy  results  demonstrate  a much  higher 
occurrence  due  to  the  fact  that  many  cases  remain 
clinically  asymptomatic.'  " The  etiology  is  un- 
known, but  the  theory  most  widely  recognized  is  a 
failure  of  the  uriniferous  tubules  of  nephrogenic 
blastema  to  connect  with  the  collecting  tubules  of 
the  ureteric  bud.^  Another  theory  is  that  a toxic 
metabolite,  diphenylamine,  causes  cystic  changes 
in  the  collecting  tubules. 

Typically,  there  is  enlargement  of  the  kidneys 
with  multiple  cysts  dispersed  through  the  cortex 
and  medulla,  but  the  renal  shape  is  maintained. 
Cysts  may  contain  serous  fluid,  blood,  or  urine. 
The  distribution  may  not  be  uniform,  and  there 
are  often  areas  of  normal  tissue  interspersed  with 
the  cysts. 

Adult  polycystic  disease  is  inherited  as  an  auto- 
somal dominant  and  has  a high  penetrance. 
Asymptomatic  patients,  diagnosed  by  chance,  live 
a normal  life  span,  often  into  their  80s.  Clinical 


manifestations  usually  become  apparent  in  the 
fourth  or  fifth  decade  and  may  present  as  abdom- 
inal, flank,  or  back  j)ain.  I he  enlarging  cysts  may 
present  as  an  abdominal  mass  or  may  cause  ob- 
struction resulting  in  j^ain,  calculus  formation, 
and  pyelonepln  itis.  (>yst  rupture  may  result  in 
hematuria.  Hypertension  is  often  j^resent.  If  sig- 
nificant renal  j)arenchyma  is  replaced,  nephrotic 
syndrome  and  uremia  will  follow. 

One-fourth  to  one-thiial  of  patients  with  A1*K 
will  have  liver  cysts.  Ajjjjroximately  nine  per  cent 
have  pancreatic  cysts.  I here  also  may  be  cysts  in 
the  lungs,  s])leen,  ovaries,  testes,  thyroid,  uterus, 
and  bladder.^  Since  1901  there  have  been  50 
cases  of  berry  aneurysms  found  in  jjatients  with 
APK.  In  one  series  of  173  cases  there  was  an  1 1 
per  cent  incidence  of  cerebral  aneurysms.  It  is 
difficult  to  determine  in  these  cases  whether  the 
aneurysms  were  secondary  to  the  hypertension 
associated  with  polycystic  disease.  APK  also  has 
been  reported  in  patients  with  neuro- 
fibromatosis. There  have  been  1 7 cases  of  carci- 
noma found  in  patients  with  APK.  Most  of  these 
were  not  suspected  before  surgery. 

With  moderate  or  marked  bilateral  involve- 
ment, the  appearance  of  APK  on  intravenous 
pyelography,  CT,  and  ultrasound  virtually  is 
enough  to  exclude  other  abnormalities.  In  cases 
of  minimal  involvement  of  one  kidney,  however, 
other  entities  have  to  be  considered.  The  multiple 
harmartomas  of  tuberous  sclerosis  may  be  con- 
fusing on  standard  intravenous  pyelography. 
However,  CT  and  ultrasound  demonstrate  solid 
masses  and  rule  out  this  possibility.  Perhaps  the 
hardest  entity  to  distinguish  from  APK  is  multi- 
ple bilateral  cysts  of  the  kidneys.  Indeed,  as  such 
cysts  are  multiple,  small,  and  involve  both  kid- 
neys, it  may  be  impossible  to  differentiate  from 
APK. 

Before  the  days  of  renal  transplantation,  treat- 
ment was  palliative  with  poor  results  and  high 
morbidity.  Currently,  transplantation  is  per- 
formed in  severe  cases.  Because  cadaver  trans- 
plants have  to  be  used  as  there  is  a high  probabil- 
ity of  polycystic  disease  in  relatives,  rejection  re- 
mains a problem.  Some  patients  survive  on  dialy- 
sis. 
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HAVE  YOU  HEARD?  . . . 

! — — 

A survey  of  1,844  lower  income  women  shows  a 
I significantly  earlier  onset  of  puberty  for  adoles- 
cents (12  to  16  years)  experiencing  their  first 
pregnancy  compared  with  adults  (17  to  3 1 years), 

' according  to  a repoi  t in  the  October  1985  Amer- 
ican Journal  of  Diseases  of  Children.  In  addition,  the 
adolescent  mothers-to-be  were  taller  and  heavier 
(prepregnancy)  than  National  Center  for  Health 
Statistics  standards  and  had  a significantly 
greater  weight-for-height  ratio,  report  Doctor 
Charles  Hoff  and  his  colleagues  from  the  Uni- 
versity of  South  Alabama  Medical  Center  in 
Mobile.  “These  comparative  findings  have  rele- 
vance both  to  the  maturational  status  of  the 
Mobile  patients  and  to  the  impact  of  government 
assistance  on  the  health  and  well-being  of  these 
patients,”  they  say. 

• • • 

“Papulovesicular  light  eruption”  is  suggested  by 
researchers  from  Kauai  as  a name  to  describe  a 
distinct  condition  that  commonly  affects  young  to 
middle-aged  white  women  visiting  Hawaii.  Re- 
porting in  the  October  1985  Archives  of  Dermatolo- 
gy, Doctor  David  J.  Elpern  of  the  Kauai  Medical 
Croup  and  his  colleagues  reported  on  their 
analysis  of  1 50  cases  of  papulovesicular  eruptions 
(small  solid  or  fluid  elevations  of  the  skin)  affect- 
ing female  visitors  to  the  Pacific  islands.  “The 
majority  (83  per  cent)  of  patients  resided  in  the 
more  northerly  mainlancl  states  and  Canada,” 
they  point  out,  adding  that  most  eruptions  fol- 
lowed exposure  to  sunlight  and  are  confined  to 
exposed  areas  of  the  body. 

} 

• • • 

Further  evaluation  of  the  use  of  heparin  follow- 
ing transient  ischemic  attacks  (TIAs)  to  prevent 
cerebral  infarction  is  indicated,  according  to  a 
report  in  the  October  1985  issue  of  the  Archives  of 
Neurology.  Heparin,  which  prevents  clotting  of 
blood,  bas  been  used  following  TIAs  since  the 
1940s,  but  in  a study  of  74  patients  Doctors 
Steven  F.  Putman  and  Harold  P.  Adams,  Jr.  of 
the  University  of  Iowa  Hospitals  in  Iowa  City 
found  that  12  patients  had  recurrent  TIAs  and 
! five  had  cerebral  infarction  during  treatment.  In 
I addition,  nine  patients  had  bleeding  complica- 
tions. “Further  evaluation  of  heparin  therapy  is 
appropriate,”  they  claim,  pointing  out  that  the 
only  other  therapeutic  option  now  available 
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A highly  professional  firm 
with  the  expertise  necessary 
to  provide  a full  range  of  tax 
and  accounting  related  services 


Members  of 

The  International  Group  of  Accounting  Firms  (IGAF) 
Private  Companies  Practice  Section  of 
American  Institute  of  Certified  Public  Accountants 
Rhode  Island  Society  of  Certified  Public  Accountants 


310  Reservoir  Avenue, 
Providence,  Rhode  Island 
(401)  461-CPAS(2727) 


MEDICARE/MEDICAID 
BLUE  CROSS  CLAIMS 

HMO  - CMP 

PROTECT  YOUR  INTERESTS! 

Call 

JOEL  D.  LANDRY,  JD 
(401)  421-1283 

Experienced  medical  lawyer 

Guest  speaker  - ’85  AMA  National 
State  Health  Legislative  Meeting 

Asst  Attorney  General,  ’75-’84 

JOEL  D.  LANDRY,  JD 
GENERAL  PRACTICE  OF  LAW 

A.  David  Tammelleo  and  Associates 
1231  Fleet  National  Bank  Building 
Providence,  Rhode  Island  02903 
(401) 421-1283 


would  he  use  of  aiitiplatelet-aggregating  agents 
(asj)uin  and  diiwridimole),  whose  value  also  is 
not  known. 

• • • 

Sixteen  self-study  courses  in  diagnostic  imaging 
ate  now  available  fioin  (ieneral  Electric  Medical 
Systems  f oi  use  hy  teaching  hospitals  and  medical 
schools.  I he  training  courses  have  heen  tested  in 
hospitals  and  in  schools  with  medical  curricula 
and  have  heen  approved  for  continuing  educa- 
tion credit  hy  the  y\mei  ican  Society  of  Radiologic 
J eclmologists  and  the  Society  of  Nuclear  Medi- 
cine. A self-guided  workbook  and  one  or  more 
videotaj^es  accom))any  all  study  programs.  One 
course  alsc^  featines  slide  support.  Ciourses  of 
study  include:  basic  anatomy  and  jihysiology, 
x-ray  tubes  and  generators,  introduction  to 
radiograjihic  eejuipment,  image  intensincation 
and  reccjrding  devices,  introducticjiis  to  vascular 
and  digital  imaging,  MR  imaging,  CT,  ultra- 
sound, nuclear  medicine  imaging,  and  radiation 
treatment  jdanning. 

• • • 

Long  associated  with  occupational  or  environ- 
mental exposure,  asbestos  now  has  heen  found  in 
infants  less  than  ten  months  of  age,  according  to  a 
report  in  the  March  1985  issue  of  the  Archives  of 
Pathology  and  Laboratory  Medicine.  Doctor  Abida 
K.  Hacjue  and  his  colleagues  from  the  University 
of  Texas  Medical  Branch  in  Galveston  conducted 
systematic  examinations  of  17  infants  and  found 
asbestos  bodies  in  the  lung  tissue  of  six.  Exposure 
may  have  been  from  asbestos  sprayed  on  ceilings, 
asbestos  from  incubator  gaskets,  or  from  other 
sources  in  home  or  hospital.  Concentrations  were 
comparable  with  those  found  in  some  adult  lung 
cancer  patients,  the  researchers  say.  They  plan 
further  studies  to  determine  the  presence  and 
extent  of  asbestos  in  infant  lungs. 

• • • 

The  Warner-Lambert  Company  recently’ 
announced  that  it  will  market  the  screening  assay 
developed  hy  Electro-Nucleonics,  Inc.  to  detect 
antibodies  linked  to  HTL\'-III,  a virus  which  is 
believed  to  cause  the  acquired  immune  deficiency 
syndrome  (AIDS).  The  assay,  which  is  intended 
for  use  by  medical  and  health  professionals,  has 
been  approved  by  the  Food  and  Drug  Adminis- 
tration (FDA).  The  company  will  market  the 
assay  under  a sub-licensing  agreement  with  Elec- 
tro-Nucleonics, one  of  five  companies  licensed  by 
the  US  Department  of  Health  and  Human  Ser- 
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vices  to  develop  an  assay  for  HTIA'-III.  1 he 
Electro-Nucleonics  test  has  been  shown  to  detect 
accurately  the  presence  of  H rL\'-III  antibodies 
in  99.6  per  cent  of  AIDS-diagnosed  patients, 
based  u[)on  a recently  completed  study. 

• • • 

Devon  Management  Resources,  Inc.,  a ^'onkers. 
New  York  management  consulting  firm,  recently 
announced  that  its  computerized  patient  recall 
service  for  medical  offices  resulted  in  a 40  j^er 
cent  average  increase  in  patient  checkup  visits. 
Cieorge  Berman,  President  of  Devon  and  design- 
er of  the  system,  attributed  the  success  of  the  test 
program  to  several  factors.  “To  begin  with,  there 
is  simply  no  doubt  that  it  pays  to  remind  jjatients 
to  show  up  for  an  annual  or  semi-annual  check- 
up. 4 he  trouble  with  an  in-house  patient  recall 
system  is  that  is  places  too  great  a burden  on  the 
doctor’s  office.  Amidst  all  the  work  of  patient 
service,  billing,  accounting,  and  preparation  of 
insurance  and  government  forms,  recalling  pa- 
tients gets  little,  if  any,  attention.”  4 he  Devon 
program  emphasizes  the  importance  of  sending  a 
second  reminder  notice.  One-third  of  the  pa- 
tients responding  to  recall  cards  were  found  to 
make  an  a])pointment  only  after  receiving  a 
second  card. 

• • • 

A normal  electrocardiogram  plus  a combination 
of  three  factors  offer  the  best  clues  as  to  whether 
acute  chest  pain  will  lead  to  myocardial  infarc- 
tion, according  to  a study  from  Harvard  Medical 
School.  Writing  in  the  January  1985  issue  of  the 
Archives  of  Internal  Medicine,  Doctor  Thomas  H. 
Lee  and  his  colleagues  report  on  a study  of  596 
])atients  who  came  to  an  emergency  room  com- 
plaining of  chest  pain.  A normal  electrocardio- 
gram plus  stabbing  pain,  no  history  of  angina, 
and  pain  reproducible  by  tapping  the  chest  wall 
defined  those  patients  at  least  risk.  Some  studies 
show  that  as  many  as  70  per  cent  of  patients 
admitted  to  coronary  care  units  do  not  have  heart 
attacks,  the  researchers  point  out.  Unfortunately, 
the  well-defined  low-risk  group  in  their  study 
accounted  for  only  eight  per  cent  of  the  total 
patients.  “Improved  diagnostic  accuracy  among 
low-risk  patients  requires  the  interpretation  of 
several  pieces  of  data  from  the  history  and  physi- 
cal examination,  and  usually  requires  an  electro- 
cardiogram as  well,”  the  researchers  conclude. 

• • • 

There  is  a natural  boundary  in  symptoms  that 
distinguish  schizophrenic  patients  from  other 
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psychiatric  patients  as  well  as  from  normal  (on- 
tiols,  according  to  a study  in  the  Januarv  1 985 
issue  of  the  Archives  of  (ietieral  Psychiatry. 

Doc  toi  (3  Robeit  (Joninger  and  his  colleagues 
from  the  Washington  I'nivet  sity  School  of  .\iecli- 
cine  in  St.  Louis  studied  approximately  2,000 
subjects  for  1 2 yeais.  More  than  08  pet  cent  of 
.sc hi/ophrenic  patients  had  two  or  moie  of  four 
cleai  ly  def  ined  syndromes:  delusions  of  persecu- 
tion; delusions  of  control;  moocl-incongruent  de- 
lusions; and  auditoiy  hallucinations.  Less  than 
two  pet  cent  of  nonschi/.ophrenic  j)atients  had 
two  oi  more  of  the  synch'omes.  “Scale  scores  were 
valuable  for  c|uantifying  the  ceitainty  of  diagno- 
sis and  predicting  outcome,”  the  researchers 
note. 

• • • 

Westernizaticjn  of  the  Asian  eyelid  has  become  a 
topic  of  increasing  importance  among  surgeons, 
according  tcj  a report  by  Doctor  Ronald  S.  Matsu- 
naga,  LIniversity  of  Southern  Calif c:>rnia  in  Los 
Angeles,  in  the  March  1985  issue  oi  Archives  of 
Otolcnjngology.  He  attributes  the  heightened  de- 
mand for  the  procedure  tcj  the  recent  influx  cjf 
Asian  immigrants,  and  says  he  has  jjerformed 
more  than  2,000  procedures  aimed  at  giving 
cjriental  eyes  an  occidental  look.  Most  surgeons 
settle  for  creating  an  eyelid  fold,  Matsunaga  says. 
His  technique  includes  the  removal  of  the  epican- 
thal  web  (the  vertical  folds  of  skin  on  either  side  of 
the  nose)  to  complete  a westernized  appearance. 
“This  is  elected  by  almost  50  per  cent  of  our 
patients,”  he  reports. 

• • • 

Acute  auricular  hematoma  resulting  in  the 
“cauliflower”  ear  has  affected  wrestlers  from  the 
time  of  the  first  Olympic  games  in  ancient 
Greece,  Doctor  Charles  S.  Giffin  of  Fort  Wayne, 
Indiana  points  out  in  the  March  1985  issue  of  the 
Archives  of  Otolaryngology.  Injury  often  occurs  dur- 
ing a “takedown”  or  when  the  ear  is  rubbed  in  a 
“riding  position.”  The  result  is  a swollen  ear  that 
can  become  permanently  disfigured,  if  not 
treated.  Giffin  describes  a 12-step  treatment  that 
involves  open  drainage  of  fluids  and  removal  of 
newly  formed  fibers  and  cartilage. 

• • • 

Neither  the  method  of  feeding  nor  the  type  of 
milk  fed  accounts  for  “colicky”  babies,  according 
to  a report  from  pediatricians  at  the  Yale  Uni- 
versity School  of  Medicine.  The  problem  more 
likely  is  related  to  parental  anxiety,  note  Doctor 
Brian  W.  C.  Forsyth  and  his  colleagues  writing  in 
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the  March  1985  issue  of  the  American  Jounial  of 
Diseases  of  Children.  They  followed  189  mothers 
intending  to  breast  feed  and  184  intending  to 
formula  feed  their  infants  for  a four-month 
period.  In  each  group,  breast  or  bottle,  35  per 
cent  of  the  mothers  reported  feeding  problems. 
The  researchers  advise  pediatricians  to  watch  for 
signs  of  anxiety  concerning  feeding  on  the  part  of 
mothers.  Counseling  and  reassurance  can  miti- 
gate the  problem,  they  say. 

• • • 

An  increased  frec|uency  of  fingertip  loops  and  a 
concomitantly  decreased  frequency  of  whorls 
and  arches  could  offer  confirming  evidence  of 
Alzheimer’s  disease,  according  to  a study  in  the 
January  1985  issue  of  the  Archives  of  Neurology. 
Doctor  Herman  J.  VVeinreb  of  New  York  Uni- 
versity Medical  Center  studied  fingerprint  der- 
matoglyphic  patterns  in  50  patients  with  pre- 
sumed senile  dementia  of  the  Alzheimer  type  and 
compared  them  with  a control  group  of  50  pa- 
tients. Patients  with  Alzheimer’s  disease  showed  a 
“significantly  increased  frecjuency”  of  the  pat- 
terns noted.  Those  patterns  “are  congruent  with 
patterns  repeatedly  found  in  Down’s  syndrome, 
and  support  the  known  associations  between 
these  two  diseases,”  Weinreb  says.  Similarities  in 
brain-plaque  patterns  in  the  diseases  previously 
have  been  noted. 


• • • 

new  service  designed  to  help  put  family  physi- 
cians in  contact  with  practice  opportunities  has 
been  instituted  by  the  American  Academy  of 
Family  Physicians  (AAFP).  The  Computer- 
Assisted  Site  Selection  (COMPASS)  is  a clearing- 
house for  information  exchange  between  prac- 
tice-seeking family  physicians  and  phvsicians, 
communities,  hospitals,  and  others  who  are  seek- 
ing a physician  to  join,  start,  or  buy  a practice. 
The  COMPASS  information  bank  is  developed 
through  two  questionnaires.  One  goes  to  family 
physicians  to  elicit  information  on  their  practice 
preferences.  The  other  goes  to  communities  to 
obtain  information  on  their  offering.  Periodic 
searches  will  then  match  family  physicians  and 
practice  opportunities.  While  the  family  physi- 
cians will  receive  the  cjuestionnaires  of  communi- 
ties that  best  fit  their  preferences,  the  communi- 
ties will  receive  background  information  con- 
cerning the  family  physicians.  The  family  physi- 
cians and  communities  will  then  follow  up  direct- 
ly with  one  another.  A 


Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 
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Dx:  recurrent 

•>8  iast  h\oh  m 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . , . used  soon  enough.”  ddS,  MN 

“HERPECIN-L*^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.B.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HeRpecin-L^ 


In  Rhode  Island,  HERPECIN-L  is  available  at  all  Brooks, 
CVS  Drug  Stores  and  other  select  pharmacies. 


THE  LARGEST  PROVIDERS  OF  NURSING 
PERSONNEL  IN  RHODE  ISLAND? 

• We  have  one  of  the  largest  statewide  staffs  of  registered  and  licensed  practical  nurses  available  in 
Rhode  Island. 

• Our  Social  Service  and  Nursing  Departments  work,  around  the  clock,  everyday,  to  meet  specific  patient 
needs. 

• Most  major  hospitals  and  extended  care  facilities  rely  on  us  for  their  supplemental  staffing  needs. 

• More  physicians  than  ever  before  are  recommending  our  Agency  with  confidence  to  patients  who  need 
PRIVATE  DUTY  NURSING  CARE  in  the  hospital,  home  or  nursing  home. 

Providing: 

Registered  Nurses  ,c<3E>^ 

Licensed  Practical  Nurses 

Nursing  Assistants  and  Orderlies  W Friendly  Health  Care  Professionals 

Homemakers  — Home  Health  Aides  ▼ 

When  Private  Duty  Nursing  Care  is  needed  call 

L M Nursing  Services  Inc. 

Providence  401-751  -2440  Pawtucket  40 1 -728-9898 

24  HOURS  A DAY  7 DAYS  A WEEK 
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It  Shouldn’t  Even  Be  a Contest 


You  want  what's  best  for  your  patients  — 
not  what's  cheapest.  Medicine  shouldn't  be 
practiced  any  other  way. 

Yet  today's  physicians  are  wrestling  with  a 
troublesome  array  of  cost-containment  initia- 
tives: fee  freezes,  arbitrary  caps  on  Medicare 
reimbursement,  even  restrictions  on  access  to 
care.  The  stakes  are  high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effectiveness, 
but  not  at  the  expense  of  quality  care  — or 
physicians'  freedom  to  provide  it.  So  we're  act- 
ing, not  reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops  and 
annual  meetings;  by  offering  publications 
including  the  Physician's  Cost  Containment 
Checklist;  and  by  launching  programs,  such  as 
the  Cost-Effectiveness  Network  for  hospital 
staffs  to  test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the  American 
People,  a long-range  set  of  directions  and 
priorities  for  health  care. 


In  Washington,  D.C.,  and  in  court,  we're 
fighting  government-imposed  fee  freezes  and 
other  attempts  to  restrict  the  rights  of  physi- 
cians and  patients. 

You  can  fight  back  — by  joining  the  AMA. 
Together,  we'll  help  make  sure  that  quality 
wins  — every  time. 

For  information,  call  toll-free  800/621-8335  (in  Illinois, 
call  collect  312/645-4987),  or  return  this  coupon  to: 


The  American  Medical 
Association 

Division  of  Membership 

535  North  Dearborn,  Chicago,  Illinois  60610 


Please  send  me  AMA  membership  information. 
□ I am  a member  of  my  county  medical  society. 

Name 


Street 


City 


State 


Zip 


County 

U056 
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"I'D  LIKE  TO  MAKE 
AIM  APPOINTMENT 


Be  prepared,  Doctor.  More  patients  will  be 
asking  about  colorectal  cancer.  According  to  a 
survey*  conducted  by  the  American  Cancer 
Society,  many  people  would  like  to  receive  more 
information  about  colorectal  cancer,  and  83% 
said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
deteaed  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  deteaion  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years. 


following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  I ieadquarters,  90  Park  Avenue, 

New  York,  N.Y  10016.  Ask  about  the  Society’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
^>CANCER 
f SOCIETY® 


•"Cancer  of  the  Colon  and  Rectum:  Summary’  of  Public  Attitude  Survey,"  Ca  33:359-365,  1983  (Nov  -Dec. ). 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS''® 


ii 


' . . highly  effective 
tor  both  sieep  induction  and 
sleep  maintenance  •• 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sieep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

Calitornia 


appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 

DALMANE 
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flurozepam  FICI/Roche(w 

Before  prescribing,  please  consult  complete  product 
intormotion,  o summary  ot  which  follows 
Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difticulty  in  falling  asleep,  frequent  nocturnal  awakenings 
ond/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medicol 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repealed  therapy  should  only 
be  undertaken  with  appropriate  patient  evoluation 
Contraindicotions:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
ot  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  it  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  ot  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  ot 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lighiheadedness, 
staggering,  ataxia  and  falling  have  occurred,  porticularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  ot  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  hove  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness,  halluci- 
nations, and  elevated  SGOT  SGPT,  total  and  direct  bilirubins, 
and  alkoline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  tor  maximum  beneficial  eftect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debililated  patienis  1 5 mg  recommended  initially 
until  response  is  determined 

Supplied:  Copsules  containing  15  mg  or  30  mg  flurazepam 
HCI 
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1 FOR  SLEEP 


After  more  than  1 5 years  of  use,  jfs  # 1 for  sleep  that  satisfies. 
Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  fill  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety,^''  As  always,  caufion  pafienfs  abouf 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 
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SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 

FREE! 

If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties 

General  Surgery 
Pediatrics 
Internal  Medicine 
Psychiatry 
Opthamology 


we  have  computerized 

Cardiovascular  & 
Thoracic  Surgery 

Obstetrics 

Gynecology 


in  the  local  area  are: 

Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 


TABLETS 
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Before  prescribing,  see  compiete  prescribing  information  in  SK&F  CO. 
liferafure  or  PDR.  Tbe  following  Is  a brief  summary. 
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WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  determined,  Its  use  may  be 
mote  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


In  Hypertension*... 
When  Need  to 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings;  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  Intake  of  potassium  is  markedly  Impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill.  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K"*"  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  rn  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Oyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Oyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  Insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
I patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihyperiensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  ‘Oyazide’ 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
'Oyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Oyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Oyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Oyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Oyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  FBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Oyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Oyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied;  'Oyazide'  is  supplied  as  a red  and  white  capsule.  In  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  tOO  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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Conserve  K+ 


Potassium-  Sparing 

The  unique 
red  and  white 
Dyazide*  capsule: 
■feur  assurance  of 
SK&F  quality 

DXAZimr 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 

a product  of 
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HOUSE  HEARS  ABOUT  MALPRACTICE 


The  Legislative  Commission  on  Medical  Mal- 
practice, headed  by  Senator  Michael  Forte 
(D,  Tiverton),  has  accelerated  its  sched- 
ule and  thus  far  has  heard  testimony  from 
physicians,  attorneys,  the  Joint  Underwrit- 
ing Association,  legal  expert  Jeffrey 
O’Connell  from  the  University  of  Virginia, 
and  hospitals.  Doctor  Paul  J.M.  Healey 
recently  told  the  House  of  Delegates. 

Healey  is  one  of  three  physicians  serving 
on  the  17-member  Commission.  The  Commis- 
Ssion  is  expected  to  issue  majority  and 
: minority  reports  to  the  General  Assembly 
early  this  spring.  It  was  appointed  by 
the  General  Assembly  in  1984  in  lieu  of 
acting  on  a five-part  malpractice  reform 
package  introduced  by  the  Society. 


Meanwhile,  under  the  aegis  of  the  Hospital 
Association  of  Rhode  Island  (HARI),  a group 
of  17  organizations  in  Rhode  Island  has 
been  meeting  weekly  to  address  the  profes- 
sional liability  crisis.  Included  in  the 
Rhode  Island  Medical  Liability  Coalition 
are  representatives  from  the  Rhode  Island 
Medical  Society,  HARI,  insurance  companies 
and  agents,  the  business  community,  health 
care  purchasers,  labor,  and  risk  managers. 
Meetings  have  been  held  with  physicians, 
attorneys,  hospitals,  insurers,  and  offi- 
cials from  the  Governor’s  office  and  the 
Department  of  Business  Regulation.  At  its 
January  8 meeting,  the  Coalition  voted  to 
-endorse  in  concept  several  reform  proposals, 
including  a $250,000  cap  on  awards  for  pain 
and  suffering,  reduction  of  the  rate  and 
effective  date  for  interest  pa3nments  on 
awards,  and  a limitation  on  attorneys’ 
contingency  fees. 


-In  other  actions  at  its  January  23  meeting, 
the  House: 


• delayed  consideration  of  a proposed  in- 
terprofessional code  of  relations  be- 
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HOUSE  MEETING  (continued) 


tween  physicians  and  attorneys.  Devel- 
oped by  a joint  RIMS/Rhode  Island  Bar 
Association  committee,  the  code  repre- 
sents two  years  of  work  and  covers  such 
matters  as  medical  reports,  depositions, 
and  court  testimony. 


tabled  discussion  of  the  Uniform  Rights 
of  the  Terminally  111  Act  pending  ac- 
tion by  the  Legislative  Commission  on 
the  Living  Will.  Proposed  by  the  Na- 
tional Conference  of  Commissioners  on 
Uniform  State  Laws,  the  bill  would  es- 
tablish a living  will  mechanism  for  the 
state  of  Rhode  Island.  Previous  attempts 
to  enact  living  will  legislation  have 
been  unsuccessful  because  of  the  oppo- 
sition of  the  Providence  Catholic  Dio- 
cese. 


recommended  that  dues  exemption  be 
granted  to  physicians  over  age  70  upon 
request  regardless  of  practice  status 
and  also  to  those  physicians  under  age 
70  who  have  retired  from  active  prac- 
tice. 


recommended  that  physicians  who  are 
spouses  of  members  be  allowed  to  join 
at  50  per  cent  of  current  dues. 


noted  that  the  1985  Fiske  Fund  Prize 
has  been  awarded  to  Doctor  David  F. 
Wehlage,  Clinical  Professor  of  Psychia- 
try, University  of  Indiana  School  of 
Medicine,  for  his  contribution,  "The 
Doctor-Patient  Relationship:  Friend 

or  Adversary?" 


recommended  to  the  Rhode  Island  Depart- 
ment of  Health  that  60  hours  of  Cate- 
gory 1 continuing  medical  education 
credit  be  required  for  the  triennial 
licensure  period  November  1,  1985  to 
October  30,  1988. 
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NEW  BROCHURE  AVAILABLE  ON  MALPRACTICE 

A new  brochure  on  the  professional  liability 
crisis  has  been  sent  to  all  RIMS  members. 

Available  in  bulk  quantities  at  no  charge, 
the  brochure  is  intended  for  distribution 
in  physicians'  waiting  rooms  or  for  use  as 
bill  staffers.  Emphasizing  the  fact  that 
medicine  is  not  an  exact  science,  the  bro- 
chure discusses  the  escalating  rate  of  mal- 
practice premiums,  the  growth  of  "defen- 
sive medicine,"  and  the  impact  of  the  mal- 
practice crisis  on  the  cost  and  quality  of 
medical  care.  Because  "all  too  often, 
lawsuits  against  physicians  seem  to  evolve 
from  a lack  of  communication  between  pa- 
tient and  doctor,"  the  pamphlet  encourages 
patients  to  tell  their  physicians  if  they 
are  not  happy  with  the  medical  care  they 
are  receiving. 

For  further  Information,  please  call  the 
Society's  offices  at  401/331-3207. 


20  PER  CENT  OF  MASSACHUSETTS  DOCTORS 
PLAN  TO  RETIRE  EARLY 

"Whatever  happens  in  Massachusetts,  I'm 
sure  will  spill  over  the  border  into 
Rhode  Island,"  Doctor  Barbara  Rockett, 
president  of  the  Massachusetts  Medical 
Society,  told  the  House  of  Delegates  at 
its  January  23  meeting.  With  that  com- 
ment, she  proceeded  to  enumerate  such 
thorny  issues  as  the  specter  of  rising 
malpractice  premiums,  mandatory  Medicare 
participation,  and  seemingly  endless  lia- 
bility for  doctors  for  such  intangibles 
as  "pain  and  suffering." 

Rockett  revealed  the  results  of  a Massachu- 
setts survey,  in  which  20  per  cent  of  the 
3,236  respondents  said  they  would  retire 
early  to  escape  rising  insurance  costs. 
Another  17  per  cent  said  they  would  curtail 
their  activities  as  specialists.  Eight 
per  cent  said  they  would  leave  medicine. 
Some  19  per  cent  of  the  respondents  said 
they  would  leave  Massachusetts,  and  accord- 
ing to  Rockett,  22  doctors  already  have. 
Massachusetts  physicians  are  faced  with 
retroactive  malpractice  insurance  increases 
that  could  range  as  high  as  $31,600  per 


physician  to  help  finance  the  common- 
wealth's bankrupt  Joint  Underwriting  Asso- 
ciation. 

Another  drastic  situation  in  Massachu- 
setts involves  Medicare.  The  commonwealth 
recently  enacted  a law  requiring  that  as  a 
condition  of  granting  or  renewing  a license 
to  practice  medicine,  a physician  must 
agree  to  accept  the  Medicare  assignment  as 
payment  in  full  for  treating  Medicare  bene- 
ficiaries. The  constitutionality  of  the 
law  is  being  challenged  in  a lawsuit  re- 
cently filed  by  the  American  Medical  Asso- 
ciation and  the  Massachusetts  Medical 
Society. 

Rockett  suggested  several  courses  of  action, 
including  more  active  involvement  by  physi- 
cians with  legislators,  patients,  the  pub- 
lic, and  the  media.  She  also  recommended 
forming  coalitions  with  other  groups 
adversely  affected  by  rising  liability 
costs . 


RIMS  OBJECTS  TO  JUA  SURCHARGE 

The  Rhode  Island  Medical  Society  recently 
objected  to  a proposed  regulation  which 
would  levy  a 50  per  cent  surcharge  on  all 
initial  policies  underwritten  by  the  Joint 
Underwriting  Association  (JUA)  and  a 16 
per  cent  increase  in  all  renewals.  The 
mandatory  contribution  would  be  allocated 
to  the  JUA's  stabilization  reserve  fund. 

Pointing  out  the  deleterious  impact  of  the 
surcharge  on  all  physicians  establishing 
practices  within  the  state.  Doctor  Herbert 
Rakatansky,  RIMS  President,  said  the  nega- 
tive results  would  be  felt  at  a time  when 
the  rate  of  growth  of  the  physician  popu- 
lation is  the  lowest  of  all  50  states. 
During  the  period  1980-1983,  the  rate  of 
growth  was  5.7  per  cent  in  contrast  to 
Massachusetts  (10.8  per  cent),  Maine  (12 
per  cent),  Connecticut  (10.5  per  cent), 

New  Hampshire  (14.6  per  cent),  and  Vermont 
(9.8  per  cent).  In  addition,  Rhode  Island 
has  222  physicians/100,000  population 
while  the  New  England  average  is  287/ 
100,000. 

Moreover,  the  proposed  increase  in  the  man- 
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JUA  INCREASE  OPPOSED  (continued) 


MEDICARE  FORMS  (continued) 


i datory  contribution  to  the  stabilization 
I reserve  fund  for  renewals  will  "most  cer- 
j tainly  have  a negative  and  perhaps  decisive 
I influence  on  doctors  who  are  considering 
; retirement , Rakatansky  said.  Approxi- 
imately  39  per  cent  of  the  1,821  physicians 
: engaged  in  the  practice  of  medicine  as  of 
December  31,  1983  were  55  years  or  older. 

iOne  equitable  solution  to  the  JUA  deficit 
1 problem,  he  suggested,  would  be  to  limit 
: the  liability  of  physicians  to  economic 
; losses  and  to  fund  awards  for  pain  and 
I suffering  either  through  a surcharge  on 
I all  health  Insurance  policies  or  through 
■a  requirement  that  individuals  be  offered 
'the  option  of  this  extra  coverage  at 
'their  expense. 

jPHYSICIANS  MUST  BUY  MEDICARE  FORMS 

The  Health  Care  Financing  Administration 
(HCFA)  has  published  two  regulations  in 
I the  Federal  Register  that  now  require 
physicians  to  purchase  the  AMA  Health  In- 
surance Claim  Form  for  filing  Medicare 
and  Medicaid  claims.  A cost-savings 
measure  published  September  30  directed 
Medicare  carriers  to  stop  distributing 
the  HCFA-1500  form  free  to  physicians 
and  other  providers,  effective  October  30. 
Under  the  new  regulations,  all  providers 
will  be  required  to  purchase  the  AMA  Health 


Insurance  Claim  form  in  single  sheets  or  a 
continuous-feed  format.  In  another  new 
regulation  issued  October  7,  HCFA  directed 
state  Medicaid  management  information  sys- 
tems to  use  the  AMA  Health  Insurance  Form 
for  physician  services,  effective  Octo- 
ber 1,  1986. 

To  obtain  an  order  form,  or  to  purchase 
the  claim  forms,  write  to  AMA  Insurance 
Form,  Book  and  Pamphlet  Fulfillment,  PO 
Box  10946,  Chicago,  Illinois  60610. 

The  telephone  number  is  312/280-7168. 

CLAIMS  AGAINST  OB/GYNs  CONTINUE  TO  MOUNT 

There  has  been  a significant  increase  in 
the  number  of  claims  filed  against  obste- 
tricians and  gynecologists,  a recent  Ameri- 
can College  of  Obstetricians  and  Gynecolo- 
gists survey  shows.  Almost  three-fourths 
of  the  respondents  reported  that  they  had 
claims  filed  against  them,  compared  with 
two-thirds  in  1983.  Of  the  obstetricians- 
gynecologists  faced  with  lawsuits,  three- 
fourths  settled  the  cases  and  one-fourth 
contested  the  cases  in  court.  Of  the 
latter  group,  15  per  cent  said  they  lost 
the  case. 

The  results  were  based  on  a national  sur- 
vey of  more  than  1,400  obstetricians- 
gynecologists . 


PRAGTICE  MANAGEMENT  QUESTION  OF  THE  MONTH; 


MEDICARE  PAYMENT  DENIALS 

Two  recent  announcements  by  the  Health  Care  Financing  Administration  (HCFA)  provide 
;a  clear  idea  of  the  actions  which  local  peer  review  organizations  are  likely  to  scru- 
jtinize.  Specifically,  in  August  HCFA  issued  its  PRO  Manual  guidelines  concerning 
j review  of  admissions,  transfers,  and  discharges.  In  November  HCFA  promulgated  a 
’irevised  "scope  of  work"  for  all  renewed  PRO  contracts.  These  two  documents  empha- 
llsize  sensitive  areas  for  physicians  and  other  providers  under  the  prospective  pay- 
(ment  system. 

f 

IThe  PRO  manual  lists  four  types  of  actions  which  will  automatically  cause  the  PRO 
ito  deny  payment  for  a readmission  or  transfer  of  Medicare  patients.  The  provider 
will  be  liable  for  the  full  costs  of  treatment  provided  in  the  subsequent  hospitali- 
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zation.  The  patient  may  not  be  billed  for  these  costs. 

P^mcutuA.2.  dLLi>c.h.aAg2.  and  ^u.b6equ2.nt  ^2.adm.U>6^on  tko,  pcutizvit:  Whenever  a patient  is 
readmitted  to  the  hospital  within  15  days,  the  PRO  is  directed  to  review  hospital 
records  of  the  first  admission  to  determine  whether  a patient  "should  have  remained 
in  the  hospital  for  further  treatment  or  testing"  or  whether  the  patient  "was  not 
medically  stable  at  the  time  of  discharge."  Factors  which  the  PRO  will  evaluate  in 
determining  whether  a discharge  was  premature  include  elevated  temperature,  post- 
operative wound  discharge  or  bleeding,  or  abnormal  laboratory  results  on  the  day  of 
discharge. 

Rea.dm^-6-ton  Ion.  tA^cUrndvit  Mhldh  couZd  have  bem  pAov^ded  duAA.ng  thz  admc5-6^on: 

Even  if  a patient  was  medically  stable  at  the  time  of  admission,  the  PRO  will  deny 
payment  for  a readmission  of  care  that  should  have  been  provided  during  the  first 
hospitalization. 

lnappn.opnXate-  o{,  a pcutidvit  in.om  a p^o^pe.c;tiv^  payment  uyiit  a ko6p-U:al.  to 

CL  ^2.(U)0yiCLb-iz  C06t.  uyict  tho,  icunc.  hoip^aZ:  The  DRG  payment  system  does  not  apply 

to  qualifying  psychiatric  and  rehabilitation  units  of  a hospital.  It  also  does 
not  apply  to  skilled  nursing  facilities  which  may  be  operated  by  the  hospital.  These 
"exempt  units"  are  reimbursed  on  a reasonable  cost  basis. 

The  PRO  will  review  the  medical  records  of  patients  who  are  transferred  into  an  exempt 
unit  to  determine  whether  the  patient  Initially  required  care  in  an  exempt  unit  and 
whether  a bed  was  available  in  the  exempt  unit  at  the  time  of  admission.  If  so,  the 
PRO  will  deny  payment  for  admission  to  the  DRG  unit  of  the  hospital.  This  category 
relates  only  to  transfers  between  units  of  the  same  hospital.  It  does  not  apply  to 
transfers  from  a DRG  hospital  to  another  DRG  hospital  or  to  a reasonable  cost  fa- 
cility which  is  not  affiliated  with  the  transferring  hospital. 

1 nappn.opMlcLt^  tAcivii,{^QA  0^  a pcutio^nt  cl  A.ecL6onable  co6t  uvivt  oj  a koiipJXaZ  to  a. 
pKOi>pzcXAVZ  paymdni  mvuX  thd  iCLmd  hoi,piX.aZ:  This~category  is  the  reverse  of  the 

previous  one.  The  PRO  will  deny  payment  for  transfers  from  an  exempt  unit  to  a 
prospective  payment  unit  when  the  patient  does  not  require  the  level  of  care  pro- 
vided in  the  acute  care  portion  of  the  hospital.  Like  the  third  category,  this  one 
applies  only  to  transfers  between  units  of  the  same  hospital.  It  does  not  apply  to 
transfers  from  units  which  are  not  affiliated  with  the  transferring  hospital. 

Generally,  a PRO  is  supposed  to  review  a randomly-selected  2.5  per  cent  of  cases. 

In  addition,  the  proposed  "scope  of  work"  for  PRO  contract  renewals  lists  several 
practices  and  procedures  which  may  be  scrutinized  more  frequently.  These  include: 

• Elective  admissions  which  result  in  a one-  or  two-day  hospitalization 

• Cases  in  which  the  length  of  stay  is  substantially  lower  than  the  average 
length  of  stay  for  a particular  DRG 

• Transfers  from  a covered  hospital  to  another  hospital 

• Admissions  or  transfers  to  a substance  abuse  unit,  psychiatric  unit,  rehabili- 
tation unit,  or  swing  bed 

( 

• Outliers 

• Admissions  to  an  exempt  unit  that  involve  covered  care  after  admission 

• Permanent  cardiac  pacemaker  implantation  or  reimplantation 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  hy  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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Dx:  recurrent 

-i8  t.N5T  HIGH  ?1 

Tot- 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  ddS,  MN 


NeRpecin-t^ 

oniiiiw 


“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . . proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Rhode  island,  HERPECIN-L  is  available  at  all  Brooks, 
CVS  Drug  Stores  and  other  select  pharmacies. 


THL  LARGEST  PROVIDERS  OF  NURSING 
PERSONNEL  IN  RHODE  ISLAND? 

• We  have  one  of  the  largest  statewide  staffs  of  registered  and  licensed  practical  nurses  available  in 
Rhode  Island. 

• Our  Social  Service  and  Nursing  Departments  work,  around  the  clock,  everyday,  to  meet  specific  patient 
needs. 

• Most  major  hospitals  and  extended  care  facilities  rely  on  us  for  their  supplemental  staffing  needs. 

• More  physicians  than  ever  before  are  recommending  our  Agency  with  confidence  to  patients  who  need 
PRIVATE  DUTY  NURSING  CARE  in  the  hospital,  home  or  nursing  home. 

Providing: 

Registered  Nurses 
Licensed  Practical  Nurses 

Nursing  Assistants  and  Orderlies  W Friendly  Health  Care  Professionals 

Homemakers  — Home  Health  Aides  * 

When  Private  Duty  Nursing  Care  is  needed  call 

L M Nursing  Services  Inc. 

Providence  401 -751 -2440  Pawtucket  401-728-9898 

24  HOURS  A DAY  7 DAYS  A WEEK 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 

• 24  Hour  Stal  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a ‘Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Eerritins,  Hemoglobin  Ac  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bu'  and  Eolic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  c:KANSION  STRHirr,  CRANSION,  RI  02920 

943-1211 

RI  TOLL  FREE  1-800-942-1011 
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...Parsons  Medical  Center!  If  not,  he  Should  be! 

Are  you  a physician  contemplating  a move  or  opening  up  a practice  in  the 
near  future?  Consider  Parsons  Medical  Center.  Currently  under  construc- 
tion, this  ultra-modern  facility  will  feature  1 ,000  to  8,000  square  foot  office 
space  designed  for  tenants  engaged  in  the  medical  profession. 

While  under  construction  you  have  an  opportunity  to  request  modifica- 
tions to  meet  your  special  needs  and  negotiate  highly  favorable  terms  and 
arrangements  that  will  not  be  available  once  completed. 

Naturally  a decision  of  this  magnitude  is  not  made  without  a great  deal  of 
investigation  and  review.  We  invite  your  inquiry  and  look  forward  to 
showing  you  this  building  on  the  corner  of  Plain  and  Crary  Streets  in 
Providence  near  Women  and  Infants  Hospital  and  Rhode  Island  Hospital. 


ParsonsuMedical 
Center 

861-5656  or  272-0500/ 
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Commitment  to  the  Elderly 

Rhode  Island  physicians  can  be  prond  of  their 
commit inent  to  tlie  elderly,  and  sj)ecificially  to 
the  Medicare  beneficiaries  of  the  state.  Since  its 
inception  in  1965,  Rhode  Island  physicians  have 
participated  in  the  Medicare  program  in  record 
numbers.  In  1983,  eighty-nine  per  cent  of  all 
Medicare  Part  B claims  in  Rhode  Island  were 
voluntarily  accepted  on  assignment.  This  gave 
Rhode  Island  the  distinctitjn  of  having  the  high- 
est rate  of  assigned  claims  among  all  states,  at  a 
time  when  the  national  average  for  assignment 
under  Medicare  was  only  50  per  cent  of  claims. 
For  the  elderly  patient,  this  voluntary  commit- 
ment to  accept  assignment  under  Medicare 
meant  that  there  were  no  unforeseen  financial 
burdens.  The  physician  handled  the  paperwork 
and  accepted  80  per  cent  of  the  Medicare  prevail- 
ing charge  from  the  carrier.  T he  patient  paid  the 
20  per  cent  copayment.  ()ut-of-jJocket  costs  to  the 
elderly,  though  still  seen  as  a problem,  have  been 
minimized.  This  is  due  both  to  the  acceptance  of 
assignment  and  the  fact  that  more  than  75  per 
cent  of  elderly  persons  have  some  form  of  sup- 
plemental insurance  (such  as  Blue  Shield  Plan  B) 
which  covers  copayments  and  deductibles. 

Since  1983  the  rules  of  participation  in  Medi- 
care have  changed.  ParticijDation  means  that  the 
physician  must  accept  the  Medicare  payment  as 
payment  in  full  all  the  time.  Physicians  who  do 
not  participate  in  Medicare  can  decide  on  a case- 
by-case  basis  whether  or  not  to  accept  the  Medi- 
care payment  as  payment  in  lull.  Those  who  par- 
ticipate in  the  program  will  have  their  customary 
and  prevailing  charge  levels  updated  while  non- 
participating physicians  will  have  billed  charges 
frozen  at  June  1984  levels. 

It  has  been  estimated  that  46  per  cent  of  Rhode 
Island  physicians  participate  in  Medicare,  ie,  they 


accept  all  claims  on  assignment.  This  figure  can 
be  misleading.  Non-participating  physicians  can 
also  accept  claims  on  assignment.  According  to 
the  fiscal  intermediary,  in  1985  between  85  and 
90  per  cent  of  Medicare  claims  were  accepted  on 
assignment  by  Rhode  Island  physicians.  T his  in- 
dicates that  both  participating  physicians,  those 
who  have  agreed  to  accejjt  assignment  all  of  the 
time,  and  non-participating  physicians,  those 
who  decide  on  a case-by-case  basis,  have  con- 
tinued to  serve  the  elderly. 

Before  the  enactment  of  Medicare  legislation 
in  1965,  the  elderly  had  less  access  to  hospital  and 
physician  services  than  the  general  population. 
This  lesser  access  to  medical  care  existed  despite 
the  fact  that  the  elderly  sidfer  a disproportionate 
amount  of  illness  and  disability.  Medicare  com- 
pletely revolutionized  over  a very  short  period  of 
time  the  availability  of  medical  care  to  the  elderly. 
As  a result  of  Medicare,  the  hosj)ital  and  physi- 
cian utilization  rates  of  the  elderly  rose  above  the 
averages  for  the  general  population,  rellecting 
their  greater  health  care  needs.  We  can  all  be 
proud  of  the  national  concern  for  the  elderly 
which  Medicare  represents.  We  can  also  be  proud 
of  the  fact  that  our  own  late  United  States  Rejire- 
sentative  Aime  J.  Forand  was  one  of  the  founding 
fathers  of  Medicare. 

It  is  now  our  challenge  both  as  physicians  and 
citizens  to  preserve  the  commitment  to  the  elder- 
ly which  Medicare  forged.  I am  confident  that 
Rhode  Island  physicians  will  continue  to  serve  as 
exemplars  in  this  impoitant  arena  of  public 
health  policy. 

FI.  Denman  Scott,  MI) 

Director 

Rhode  Island  Department  (4  Flealth 
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Added  Control  For 


The  expectorant  action 
Advantage  of  Codeine! 

Robirussin  and  codeine.  Each  5 ml  (/  teaspoonfuU  contains:  Guaifenesin,  USP.  100  mg; 
Codeine  Phosphate,  USP.  10  mg  ( waming;  may  be  habit  forming)-,  alcohol,  3.5  percent;  in  a paF 
atable.  aromatic  syrup 


America’s  Coughs 


AH-[^OBINS 

Pharmaceutical  Division,  Richmond,  Virginia  23261-6609 


©A.H  Rohins  Company  1985 


PRESIDENTS  PAGE 


A “Mini-Residency”  for 
State  Officials 


One  of  the  truths  of  medicine  as  it  is  practiced 
today  is  the  presence  of  third  parties  which  in- 
trude on  the  traditional  doctor-patient  rela- 
tionship. There  may  be  insurance  payers,  gov- 
ernment regidatory  agencies,  and  legislative 
bodies  among  others.  From  the  physician’s  view- 
point, persons  involved  in  such  activities  may 
seem  to  ignore  important  parts  of  the  health  care 
delivery  system  and  rely  on  only  statistical  and 
abstract  data  in  making  decisions.  On  January  10 
and  1 1,  the  Rhode  Island  Medical  Society  took  a 
small  step  to  change  this  situation.  On  those  dates 
the  medical  society  sponsored  a “mini-residency” 
for  members  of  the  legislature,  health  depart- 
ment, and  others. 

The  program  took  place  at  the  Memorial  Hos- 
pital in  Pawtucket  under  the  direction  of  Doctor 
Richard  A.  Caiieton,  physician-in-chief.  After  an 
initial  welcome  at  7 am,  the  participants  were 
divided  into  small  groups  and  assigned  to  a team 
of  residents  making  morning  rounds.  Accom- 
panying each  group  was  a senior  physician  who 
acted  as  an  “interpreter”  to  explain  to  the  guests 
the  details  so  that  the  rounds  could  proceed  effi- 
ciently. Following  rounds  the  guests  attended  res- 
idents’ report  in  the  department  of  medicine. 

After  a short  break  for  coffee,  they  moved  on 
to  a regularly  scheduled  ethics  conference.  At  this 
conference  a person  with  severe  chronic  lung 
disease  who  was  respirator  dependent  was  pre- 
sented. Issues  discussed  included  whether  the  pa- 
tient had  a right  to  ask  for  the  respirator  to  be 
disconnected;  whether  she  could  have  decided 
prior  to  intubation  to  ref  use  the  procedure;  and, 
if  she  remained  on  the  respirator,  who  would 
bear  the  financial  responsibility  and  in  which 
facility  could  she  be  supported  on  a chronic  basis. 


It  became  apparent  that  there  was  no  good 
answer  to  any  of  these  questions.  The  guests 
actually  participated  in  the  discussion  and 
learned  about  these  problems  first  hand.  Lunch 
followed,  and  then  information  was  presented  by 
the  hospital  administration  about  credentialing 
and  the  f ormal  mechanisms  of  quality  assurance. 

Three  cases  were  then  jjresented  to  the  group 
on  location.  First  they  visited  the  emergency 
room  where  the  ER  staff  presented  a case  and 
discussed  it.  Then  all  moved  to  the  intensive  care 
unit  (ICU)  where  a case  of  an  elderly  woman  w ith 
a fractured  hip  was  presented.  She  required  a 
Clinitron  bed  to  prevent  decubitus  ulcers;  the 
problem  of  the  expense  of  such  care  as  well  as  its 
unavailability  in  the  nursing  home  setting  made  a 
profound  impact. 

dlie  obstetrics  unit  was  the  final  stop  on  this 
odyssey.  1 he  case  jiresentation  there  revolved 
around  issues  of  Caesarian  sections  and  the  mal- 
practice risks  for  obstetricians.  In  all  of  these  case 
discussions  emphasis  was  given  to  social  and 
societal  problems. 

The  afternoon  ended  with  attendance  at  a sur- 
gical morbidity  and  mortality  conference.  The 
process  of  reviewing  all  comj^lications  of  deaths 
was  a revelation  to  the  guests.  The  frankness  of 
the  discussion  and  the  willingness  to  identify 
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|)r()l)lems  so  that  they  arc  not  repeated  was  a 
surpiise.  The  claiiioi  from  the  public  lot  in- 
creased peer  review  might  he  less  if  the  true  story 
of  the  o|)eration  of  the  medical  system  were  more 
widely  known. 

After  supper  with  the  residents,  the  guests 
were  assigned  into  small  groups  and  again  with  a 
senior  physician  acting  as  ati  “interpreter,”  they 
accompanied  either  the  ER  residents,  tlie  medical 
admitting  resident,  or  the  1(>U  lesident. 

Finally  at  9 pm  everyone  was  dismissed  with  a 
liomework  assignment.  Each  j)articipant  was  to 
select  one  case  he  oi  she  had  seen  and  consider  it 
in  terms  of  the  following  issues:  ethics,  medical 
decisions,  maljnactice,  cost,  and  (juality  assur- 
ance. In  each  category  a proposed  solution  was 
re(juested  for  any  perceived  problem. 

We  met  again  at  8 am  the  following  morning 
and  each  jjarticipant  j^resented  his  or  her  views 
on  the  selected  case,  and  all  had  the  chance  to 
comment.  The  participants  were  impressed  with 
the  quality  of  care  and  the  caring  manner  in 
which  it  was  delivered.  They  were  uniformly  im- 
pressed with  the  close  relationship  they  observed 
between  the  doctor  and  the  patient.  We  observed 
that  even  in  one  day  the  participants  themselves 
had  become  involved  with  the  patients  and  had 
more  than  a passing  interest  in  their  outcomes. 
They  agreed  that  they  had.  Is  there  a better  way 
to  teach  the  facts  to  the  lawmakers  and  the  regula- 
tion wa  iters  than  to  allow  them  to  feel  these  emo- 
tions? I don’t  think  so  and,  interestingly,  neither 
do  they. 

Ethical  problems  w'ere  freely  discussed,  and  the 


participants  understood  the  benefits  of  jjassing  a 
“living  w'ill”  law  in  Rhode  Island.  I he  issue  of 
third  j)arty  intervention  and  the  j)ossihle  effect 
on  (|uality  was  also  a heated  topic.  The  role  of  the 
doctor  as  the  patient’s  advocate  and  his  or  her 
obligation  to  obtain  the  best  jiossible  diagnosis 
and  treatment  was  emphasi/ed.  As  an  intellectual 
exeicise,  this  subject  is  cjuite  dry  and  academic. 
W’hen  discussed  in  relation  to  a specific  jjatient 
whose  outcome  is  uncertain,  the  discussion 
assumes  a remarkably  different  |)erspective. 

By  the  end  of  the  whole  experience  the  patients 
had  accjuired  another  set  of  advocates  in  additi(m 
to  their  physicians.  The  j^articipants  themselves 
understood  the  role  of  the  doctor  and  his  or  her 
obligations  in  a manner  impossible  to  duplicate  in 
a didactic  session.  Ehis  was  recognized  by  benh 
those  conducting  the  session  and  tlie  partieij^ants 
themselves. 

The  group  started  with  five  legislators  and  one 
person  from  the  health  department  along  with 
four  others.  Several  dropped  out  during  the  day 
because  of  personal  obligations.  Three  members 
of  the  malpractice  commission  attended,  two  of 
whom  participated  in  the  entire  two-day  session. 

Whether  this  kind  of  experience  will  change 
the  climate  af  fecting  medical  affairs  in  a substan- 
tive way  is  not  clear.  Certainly  it  has  provided  new' 
insights  for  those  attending.  I suggest  that  this  be 
an  annual  event  sponsored  by  the  Rhode  Island 
Medical  Society.  By  presenting  the  truth  about 
medical  care  in  a personal  manner  to  those  who 
are  involved  in  the  delivery  care  system  in  a reg- 
ulatory role,  our  patients  can  only  win. 
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A Statewide  Motor  Vehicle  Injury 
Surveillance  System 


I Emergency  Room  Vehicular  Injury  Cases  Are  Heavily  Weighted 
' toward  Adolescents,  Younger  Adults,  and  Males 

I Ian  Rockett,  PhD 
I William  H.  Hollinshead,  MD,  MPH 
1 Ellice  Lieberman,  MD,  MPH 


I In  Rhode  Island,  as  for  the  United  States  as  a 

i whole,  motor  vehicle  “accidents”  are  the  leading 
; cause  of  injury-related  fatalities.  Data  for  the 
: period  1980-1982  indicate  that  they  accounted 

i for  27  per  cent  of  all  such  deaths.  Moreover, 

since  victims  are  disaproportionately  younger 
( people,  motor  vehicle  accidents  represent  the 
j “greatest  single  etiologic  factor  in  potential  years 
ij  of  life  lost. 

In  acknowledging  that  the  road  toll  must  be 

I I measured  through  morbidity  as  well  as  mortality, 

j the  Rhode  Island  Department  of  Health  has 
i established  a hospital  emergency  room  surveil- 
; lance  system.  It  is  the  only  statewide  population- 
: based  system  of  its  kind  in  the  nation.  It  incorpo- 

i'  rates  all  twelve  non-psychiatric,  acute  care  hospi- 
I tals  in  Rhode  Island  which  have  an  emergency 
j room  facility.  In  addition  to  its  powerful  descrip- 
tive potential,  the  system  will  enable  the  incidence 
and  severity  of  motor  vehicle  injuries  to  be  ana- 
lyzed in  relation  to  such  factors  as  the  recent 

I change  in  the  minimum  legal  drinking  age  and  an 

Ij  anticipated  mandatory  seat-belt  law. 

/ ; 

Ij  /an  Rockett,  PhD,  is  Director,  Motor  Vehicle  Injury 
) I Control  Program,  Rhode  Island  Department  of  Health , 
Ij  Providence,  Rhode  Island. 

I : William  H.  Hollinshead,  MD,  MPH,  is  Medical  Direc- 

' . tor,  Division  of  Family  Health,  Rhode  Island  Depart- 
ment of  Health,  Providence,  Rhode  Island. 

Ellice  Lieberman,  MD,  MPH,  is  Consultant,  Division 

; of  Family  Health,  Rhode  Island  Department  of  Health, 

! Providence,  Rhode  Island. 

♦ 


The  primary  purpose  of  this  paper  is  to  outline 
the  scope  and  the  underlying  methodology  of  the 
surveillance  system.  Also  included  is  a prelimi- 
nary description  of  the  basic  demographic  char- 
acteristics of  the  emergency  room  population  in 
comparison  with  those  of  the  Rhode  Island 
population  as  a whole. 

Methodology 

Sample  population:  A 25  per  cent  sample  is  being 
drawn  from  all  motor  vehicle  accident  patients 
presenting  at  hospital  emergency  rooms  in 
Rhode  Island  during  calendar  years  1984  and 
1985.  To  this  end,  data  are  being  abstracted  from 
all  pertinent  records  every  fourth  week.  This  ab- 
straction sequence  has  been  designed  to  prevent 
over-  or  under-reporting  of  major  holiday 
periods  that  would  be  expected  to  be  associated 
with  fluctuating  injury  rates.  It  further  circum- 
vents similar  problems  of  seasonal  variations. 

Case-finding  and  data  abstraction:  In  two  of  the 
participating  hospitals,  case-finding  is  initiated 
through  reference  to  daily  emergency  room  log 
sheets.  Since  these  hospitals  originally  did  not 
routinely  identify  motor  vehicle  accident  cases, 
arrangements  have  been  instituted  to  have  all 
new  cases  flagged  in  the  log.  In  the  remaining 
hospitals  case-finding  starts  with  the  emergency 
room  record  itself.  Abstraction  is  performed  by  a 
medical  records  technician,  who  records  the  data 
on  a standardized  form.  Each  case  is  followed 
through  to  emergency  room  release,  hospital  dis- 
charge, or  death.  Cases  transferred  to  other  hos- 
pitals in  the  system  are  also  followed. 
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Figure  1:  A Motor  Vehicle  Injury  Emergency  Room  Surveillance  System;  Patient  Pathways 
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If  the  receiving  facility  is  included  m the  surveillance  system,  transfer  patients  are  followed  for  all  outcomes. 


Table  1.  Percentage  Age  Distribution  of  Emergency  Room  Patients  and  Rhode  Island  Population  by  Sex 


Emergency  Room 

Rhode  Island 

Males 

Females 

Total 

Males 

Females 

Total 

0-14 

9.4 

9.0 

9.2 

21.8 

19.0 

20.3 

15-29 

55.4 

47.2 

52.3 

28.1 

26.1 

27.1 

30-44 

18.8 

28.3 

22.4 

18.3 

17.3 

17.8 

45-59 

8.5 

11.3 

9.5 

16.1 

16.3 

16.2 

60-74 

5.0 

3.3 

4.4 

11.9 

14.4 

13.2 

75 -H 

2.1 

0.9 

1.7 

3.8 

6.9 

5.4 

Unknown 

0.9 

— 

0.5 

— 

— 

— 

TOTAL 

100.1 

(341) 

100.0 

(212) 

100.0 

100.0 

(451,251) 

100.0 

(495,903) 

100.0 

Quality  control:  Prior  to  starting  data  abstraction, 
technicians  undergo  training  with  a medical  con- 
sultant. Once  in  the  field  they  attend  periodic 
problem-solving  sessions  with  the  consultant  and 
other  team  members.  Whenever  necessary,  orig- 
inal records  are  retrieved  and  reexamined. 
Further  quality  control  procedures  include  visual 
scanning  of  completed  surveillance  forms,  use  of 
a coding  manual  and  a current  decision  book, 
validation  of  a five  per  cent  random  sample  of 
cases,  verification  through  double  data  entry,  and 
routine  computer  checks  of  internal  consistency. 

Variables 

For  each  emergency  room  case  in  the  surveillance 
system  sample,  data  are  compiled  on  48  variables. 
They  may  be  categorized  broadly  as  follows: 

Sociodemographic  background:  Variables  covered 
under  this  rubric  are  patient  age,  sex,  marital 
status,  ethnicity,  religious  affiliation,  and  residen- 
tial census  tract.  The  last  of  these  serves  as  the 
basis  for  inferring  socioeconomic  status. 

Injury  specifics:  Patient  injuries  are  classified  by 
external  cause  (E  code)  and  diagnosis  (N  code)  in 
accordance  with  the  ninth  revision  of  the  Interna- 
tional  Classification  of  Diseases,  Clinical  Modification 
iICD-9-CM}?  Provision  is  made  for  a four-digit 
classification  and  up  to  six  diagnoses.  Ultimately, 
diagnostic  codes  will  be  converted  into  severity 
scores. 

Date  and  time  of  both  injury  and  emergency 
room  visit  are  recorded,  as  is  means  of  arrival. 
Also  of  concern  is  whether  the  patient  lost  con- 
sciousness during  the  accident,  and  whether 
there  is  evidence  of  concomitant  illness,  alcohol, 
or  other  drug  use. 


Table  2.  Sex  Ratios  for  Emergency  Room  Patients  and 
the  Rhode  Island  Population  by  Age 


Age 

Emergency  Room 

Rhode  Island 

0-14 

168 

105 

15-29 

189 

98 

30-44 

107 

96 

45-59 

121 

90 

60-74 

243 

76 

75 -h 

350 

49 

TOTAL 

161 

91 

Accident  circumstances:  To  shed  light  on  the  cir- 
cumstances precipitating  the  emergency  room 
visit,  information  is  recorded  on  a wide  range  of 
patient  and  accident-related  characteristics. 
These  include  whether  the  patient  was  a pedes- 
trian, a motor  vehicle  driver,  or  a passenger.  In 
cases  where  patients  were  automobile  occupants 
at  the  time  of  the  accident,  efforts  are  made  to 
ascertain  seating  position  and  the  use  of  seat  belts. 
Similarly,  information  is  sought  on  the  helmet 
status  of  patients  whose  accident  occurred  on  a 
motorcycle,  moped,  or  bicycle. 

Case  disposition:  This  category  embraces  the  dis- 
position of  each  case  from  the  emergency  room 
and  where  relevant,  the  nature  of  hosjiital  admis- 
sion, disposition,  and  duration  of  stay,  including 
that  in  an  intensive  care  unit. 

Scope  and  Limitations 

The  scope  and  limitatii^ns  of  the  surveillance  sys- 
tem are  illustrated  in  Figure  1 . Since  the  system  is 
population-based,  it  has  the  capacity  to  generate 
injury  incidence  rates  and  not  merely  case  counts. 
This  is  extremely  valuable,  both  for  comparative 
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|)ui  poses,  and  foi  designing,  targeting,  and  eval- 
uating injury  countermeasures. 

Omitted  Iroin  tlie  system  aie  those  individuals 
involved  in  motoi  vehicle  accidents  who  do  not 
enter  an  emergency  room  of  an)  of  the  desig- 
nated hosj)itals.  The  omissions  include  those  who 
relrain  from  seeking  treatment  or  are  self- 
treated  and  those  whose  treatment  occurs  in  an 
HMO,  a f reestanding  clinic,  a military  facility,  oi 
in  the  of  f ice  of  a j)hysician,  dentist,  or  chirojji ac- 
tor. As  the.se  injury  cases  are  on  average  likely  to 
he  less  serious  than  those  seen  in  the  emergency 
room,  their  omission  will  lead  to  an  underestima- 
tion of  less  severe  injtiries  as  com[)ared  to  those 
more  severe  injuries  necessitating  hospitaliza- 
tion. 

Also  omitted  from  the  surveillance  system  are 
people  who  die  and  are  not  taken  to  an  emergen- 
cy facility  in  the  system.  However,  these  deaths 
are  documented  by  the  Office  of  the  Medical 
Examiner  and  will  be  incorporated  in  certain 
analyses. 

Inter-hospital  variation  in  reporting  practices 
precludes  complete  data  collection  on  all  cases 
comprising  the  study  poptdation.  The  initial 
batch  of  data  suggests,  for  example,  that  blood 
alcohol  levels  are  rarely  taken.  Patient  race  is  also 
poorly  recorded.  Documentation  of  reporting 
deficiencies  should  facilitate  effective  promotion 
of  comprehensive  uniform  data  collection  in 
Rhode  Island  hospital  emergency  rooms.  This  in 
turn  would  greatly  enhance  injury  surveillance, 
as  would  the  routine  assignment  of  an  appropri- 
ate E code  to  all  injury  cases  seen  in  the  emergen- 
cy rooms. 

Preliminary  Population  Profile 

The  following  comparative  demographic  profile 
is  based  upon  the  first  batch  of  emergency  room 
data  to  be  collected  and  processed,  and  on  the 
Rhode  Island  population  as  enumerated  during 
the  1980  United  States  census.  Data  have  been 
compiled  on  553  emergency  room  patients. 

With  the  Rhode  Island  population  serving  as 
the  yardstick,  emergency  room  patients  are 
found  to  be  highly  selective  by  age  (Table  1 ).  Over 
half  fall  into  the  15  to  29  age  group,  and  nearly  85 
per  cent  are  under  45  years  of  age.  The  corre- 


sponding Rhode  Island  figures  are  27  per  cent 
and  05  jtet  cent.  Both  males  and  females  in  the  1 5 
to  29  age  group  are  grossly  overrej)iesented 
among  emergency  room  patients  when  com- 
pared to  their  respective  jtre^portions  in  the  over- 
all state  pojjulation.  f'ernales  aged  30  to  44  are 
also  overrejjresented.  Irresjjective  of  sex,  howev- 
er, all  remaining  age  groups  are  underrepre- 
sented. 

Reference  to  the  overall  sex  ratios,  which  are 
expressed  as  the  number  of  males  per  100 
females,  indicates  that  emergency  nxnn  patients 
are  also  highly  selective  by  sex  ( Table  2).  These 
patients  manif  est  a 00  per  cent  excess  of  males.  By 
contrast,  there  is  a 9 per  cent  deficit  in  the  Rhode 
Island  population.  In  fact,  a male  deficit  is  evi- 
dent in  that  population  for  all  age  groups,  except 
that  aged  zero  to  14  years.  There  is  also  an  inverse 
relationship  between  the  size  of  the  sex  ratio  and 
age.  Among  emergency  room  patients,  a male 
excess  is  evident  at  all  ages.  Their  age-specific  sex 
ratios  actually  bottom  out  at  ages  30  through  44 
years,  but  thereafter  rise  sharply. 

Since  the  emergency  room  data  are  prelimi- 
nary, any  conclusions  must  be  speculative.  The 
data  strongly  suggest,  however,  that  motor  vehi- 
cle accident  cases  presenting  at  Rhode  Island  hos- 
pital emergency  rooms  are  not  proportionally 
representative  of  the  state  population  with  re- 
spect to  either  age  or  sex.  Such  cases  seem  heavily 
weighted  with  adolescents  and  younger  adults. 
Moreover,  an  excess  of  males  is  apparent  across 
the  entire  age  spectrum. 
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The  emergency  department  of  a large  hospital 
plays  an  increasingly  active  role  in  the  develop- 
ment of  hospital  business.  A certain  percentage 
of  all  patients  who  enter  hospital  emergency  de- 
partments will  become  inpatients.  It  follows  that 
an  attractive,  well-staffed  emergency  department 
with  a short  waiting  period  will  attract  more  and 
more  patients  to  the  hospital.  While  there  are 
very  few  complaints  about  the  quality  of  care  in 
emergency  departments,  there  are  always  many 
complaints  about  the  length  of  time  patients  wait 
to  be  treated. 

This  problem  has  stimulated  across  the  country 
the  emergence  of  freestanding  so-called 
emergency  rooms.  While  the  cjuality  of  care  in 
these  emergency  rooms  may  at  times  be  question- 
able, the  public  still  utilizes  them  because  the  ser- 
vice is  fast. 

Two-Track  Triage 

At  Kent  County  Memorial  Hospital  we  have 
attempted  to  address  this  problem  in  a way  that 
maintains  a high  quality  of  care  with  a shorter 
waiting  period  for  the  patient  by  developing  a 
separate  pathway  for  patients  with  relatively 
minor  injuries.  During  the  busy  part  of  the  day, 
two  triage  nurses  determine  if  patients  have  in- 
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juries  or  complaints  which  would  cpialify  them  to 
be  placed  in  the  rapid  treatment  area,  designated 
as  the  express  unit.  The  triage  nurses  use  as  a 
guideline  some  fourteen  diagnoses  which  include 
sprains  of  the  distal  extremities,  sore  throats, 
minor  abrasions,  contusions,  insect  stings,  poison 
ivy,  embedded  fish  hooks,  foreign  bodies  in  the 
eye,  toothaches,  minor  lacerations  in  adults  and 
children  over  four  years  of  age,  splinters,  swim- 
mers’ ear,  subluxation  of  the  radial  head,  minor 
burns,  and  obvious  cystitis.  Patients  who  will  re- 
quire extensive  laboratory  work,  x-ray  studies, 
consultation  with  a specialist,  or  a workup  for 
more  complicated  illnesses  are  not  sent  through 
the  express  unit,  but  are  sent  to  the  regular 
emergency  department. 

We  have  found  that  it  is  necessary  to  have  a 
separate  waiting  room  for  the  exj^ress  patients. 
People  who  are  waiting  for  treatment  of  more 
serious  illnesses  frequentlv  become  incensed  if 
the  patients  with  minor  injuries  are  treated  be- 
fore them.  In  the  express  area,  the  receptionist 
registers  the  patient,  using  a separate  computer 
station,  and  the  patient  is  brought  directly  to  a 
five-bed  treatment  unit.  This  unit  is  staffed  by  a 
full-time  physician,  a registered  nurse,  and  a 
licensed  practical  nurse  or  a technician.  If  pa- 
tients require  prompt  x-ray  films,  as  in  the  case  of 
a sprain,  they  can  be  sent  from  this  unit  to  the 
x-ray  department.  In  general,  our  purjjose  is  to 
eliminate  from  the  mainstream  of  emergency 
care  those  persons  who  require  very  little  in  the 
way  of  laboratory  testing  or  even  physician  atten- 
tion. 

fo  date,  this  program  has  been  an  unqualified 
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siKXcss.  PaticMit  ac:cc])taiKC  of  the  piogiam  is  cx- 
ccllciii.  The  j)hysicians  and  lun  scs  who  wot  k in 
this  atca  find  it  picasnrahlc  to  caix*  foi  patients 
wfien  they  aie  neithet  insfied  nor  hartietf  aiuf 
vvfiere  tfie  patient  fias  not  waiteef  fora  few  hours 
to  f)e  seen.  The  tmexpeeted  bonus  of  this  system 
is  that  the  nuinf)er  of  persons  tt  eateef  in  tfie  main 
emergeney  dej)ai  tment  has  been  rexfueed  by  one- 
tfiird.  rhis  means  tfiat  the  j)ace  in  tfie  main 
emergeney  de|)aitment  is  slower,  and  the  |)a- 
tients  reeeive  moi  e deliberate  cat  e,  d lie  waiting 
time  in  this  part  of  the  dej^artment  has  been  de- 
creased substantially.  I’tior  to  the  establishment 
of  the  express  area,  jjatients  waited  an  average  of 
two  hours  to  be  treated,  with  the  times  ranging 
from  forty-five  minutes  to  five  hours.  Since  the 
inception  of  the  ex|)ress  unit,  the  patients  in  the 
regular  emergency  department  are  discharged  in 
an  average  of  one-and-one-half  hours.  I'he  ]ia- 
tients  in  the  express  unit,  from  time  of  entry  to 
time  of  discharge,  stay  f or  an  average  of  less  than 
forty  minutes. 

Criteria 

We  believe  that  if  the  express  unit  is  to  be  a suc- 
cess, certain  standards  must  be  met.  First,  selec- 
tion of  the  patient  for  the  express  area  must  be 
made  as  soon  as  the  patient  arrives  in  the 
emergency  department.  Second,  the  patient  has 
to  wait  in  an  area  which  is  separate  from  the 
regular  emergency  department  waiting  room. 
Third,  emergency  department  physicians, 
nurses,  and  orderlies  should  be  designated  for 
the  express  area  and  have  this  as  their  sole  re- 
sponsibility. Fourth,  only  minimal  laboratory  and 
x-ray  work  can  be  allowed.  If  the  patient’s  illness 
is  serious  enough  to  require  consultation  from  a 
specialist,  the  patient  does  not  qualify  for  the 
express  unit. 

Another  bonus  for  the  emergency  department 
is  the  acceptance  by  the  public  and  the  media. 
Since  the  merchandising  of  the  emergency  de- 
partment, like  all  other  hospital  functions,  is  a 
necessary  part  of  survival,  we  were  pleased  to 
have  received  coverage  on  two  local  television 
stations  and  to  have  prompted  front-page  articles 
in  three  local  newspapers.  We  also  have  taken  out 
advertisements  in  the  local  newspapers  to  publi- 
cize the  service. 
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Case  Record:  Rhode  Island  Hospital 


Tom  J.  Wachtel,  MD 
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David  O.  Williams,  MD,  Editors 


Case  Presentation 

Michael  Linenberger,  MD*:  The  patient  was  a 
56-year-olcl  white  female  missionary  nun  trans- 
ferred to  Rhode  Island  Hospital  with  pneumo- 
coccal sepsis. 

She  was  feeling  well  until  the  day  of  admission 
to  another  hospital  when  she  developed  general- 
ized weakness  and  nausea.  On  admission  her 
temperature  was  105°F.  She  was  delirious  and 
spoke  only  Spanish.  She  had  a history  of 
hypothyroidism,  total  abdominal  hysterectomy 
and  bilateral  salpingo-oophorectomy  (done  for  a 
class  IV  Pap  smear),  and  pyelonephritis.  One 
year  prior  to  admission,  while  working  in  Liberia, 
she  developed  right  hip  and  back  pain,  myalgias, 
and  arthralgias.  She  was  treated  empirically  with 
chloroquine,  which  was  discontinued  when  she 
developed  a fever  and  rash.  She  also  experienced 
edema  and  abdominal  distention  treated  with 
diuretics  and  a sulfa  drug. 

Two  months  prior  to  admission,  she  was  hospi- 
talized in  Connecticut  with  fever,  a macular  rash 
on  the  neck,  a vesicular  rash  in  the  groin  region, 
and  pancytopenia.  Her  work-up  included  multi- 
ple negative  malaria  smears,  VDRL,  and  viral  and 
toxoplasma  titers;  the  erythrocyte  sedimentation 
rate  was  26  mm/hour  and  skin  testing  revealed 
anergy.  A bone  marrow  aspirate  revealed 
erythroid  hyperplasia,  increased  megakary- 
ocytes, myeloid  series  shifted  to  the  left,  and  de- 
creased iron  stores.  Antinuclear  antibody  titer 
was  1:640  speckled  pattern;  rheumatoid  factor 
was  1:40.  Culture  of  the  vesicular  groin  lesions 
grew  out  Pseudomonas  aeruginosa,  and  the  patient 
improved  on  gentamicin  with  normalization  of 
her  blood  counts. 

* Resident,  Department  of  Medicine,  Rhode  Island  Hospital 


At  the  time  of  admission  to  the  other  hospital, 
her  lungs  were  clear  to  auscultation.  The  cardiac 
examination  revealed  a Grade  I I/VI  systolic  mur- 
mur without  a gallop.  The  abdominal  examina- 
tion was  initially  unremarkable  without  orga- 
nomegaly, and  there  were  no  lateralizing  or  focal 
neurologic  deficits.  No  skin  lesions  were 
observed. 

Laboratory  data  on  admission  revealed  a 
hemoglobin  of  12.6  g/dL,  hematocrit  37  per  cent, 
white  blood  count  10,400  with  74  per  cent  poly- 
morphonuclear leukocytes,  17  per  cent  band- 
forms,  9 per  cent  lymphocytes,  and  “adequate” 
platelet  estimated.  Urinalysis  and  electrolytes 
were  normal.  Malaria  smears  showed  no  parasites, 
glucose  was  118  mg/dL,  and  liver  function  tests 
were  normal.  Malaria  smears  shows  no  parasites. 
Her  initial  cerebrospinal  lluid  revealed  a glucose 
of  68  mg/clL,  protein  of  37  mg/clL,  and  no  white 
blood  cells.  The  spinal  fluid  gram  stain  was  nega- 
tive. A sputum  gram  stain  revealed  epithelial  cells 
and  rare  gram  positive  cocci  in  pairs.  No  pulmo- 
nary infiltate  was  noted  on  the  chest  x-ray  film. 
An  electrocardiogram  revealed  nonspecific  ST-T 
wave  changes. 

She  was  treated  initially  with  penicillin  and 
gentamicin.  This  coverage  was  broadened  with 
cefotaxime,  metronidazole,  and  erythromycin 
when  the  patient  developed  a distended,  tender 
abdomen  on  the  day  of  admission.  She  became 
hypotensive  within  12  hours  of  admission  and 
was  treated  with  volume  expanders  and  vaso- 
pressors. On  the  second  hospital  day,  the  patient 
was  placed  on  a mechanical  ventilator  because  of 
hypoventilation.  Pulmonary  artery  and  pulmo- 
nary capillary  wedge  pressures  were  low.  Blood, 
sputum,  and  spinal  fluid  cultures  all  grew  Strepto- 
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coccus  pucumomae  scnsilivc  to  penic  illin  ami  nlti- 
inalely  iden tilled  as  Type  25.  The  j)atient  became 
comatose  the  lollowing  day  with  absent  respit a- 
tionsanda  llacc  id  right  side.  Dexamethasone  was 
given.  A rej)eat  Inmhai  jtnnctuie  was  similar  to 
the  ptevions  examination.  .She  was  successfully 
weaned  oil  vasopi essors,  but  continued  to  he  fe- 
brile and  the  white  blood  count  increased  to 
59, ()()().  I'he  platelet  count  diojjped  and  clotting 
studies  indicated  disseminated  intravascular 
coagulation  (I)lCh-  I he  j^atient  became  oliguric 
as  the  blood  urea  nitrogen  and  creatinine  rose  to 
74  and  b.3  ing/dL  respectively.  On  the  fonith 
hospital  day  she  was  clinically  unchanged  and  was 
transferred  to  Rhode  Island  Hospital  for  further 
management  and  hemodialysis. 

On  admission  to  Rhode  Island  Hospital,  the 
blood  pressure  was  104/60  (off  j^ressors),  pulse 
was  120,  temperature  was  102°  rectally.  .She  was 
mechanically  ventilated  without  sj)ontaneous  res- 
pirations. The  chest  examination  revealed  dif- 
fuse rhonchi,  and  the  heart  was  tachycardic  with- 
out audible  gallop  or  murmur.  The  abdomen  was 
distended,  tender  to  palpation  with  guarding  in 
both  lower  cjuadrants,  and  without  bowel  sounds. 
She  was  responsive  only  to  deep  pain  wath  a facial 
grimace;  oculocephaiic  reflexes  were  absent,  cor- 
neal reflexes  were  present,  and  pupils  were  ini- 
tially responsive  to  light.  There  were  no  spon- 
taneous movements  while  deep  tendon  reflexes 
were  2 -I-  and  symmetric  wath  flexed  plantar  re- 
flexes. 

The  chest  x-ray  examination  revealed  bilateral 
patchy  densities  more  prominent  in  the  right  up- 
per lung,  suggesting  asymmetric  edema  or 
pneumonia.  Abdominal  x-ray  films  suggested  the 
presence  of  ascites  without  free  air.  A cranial 
computed  tomgraphic  (CT)  scan  without  contrast 
revealed  no  hemorrhage  or  mass  effect.  Hemo- 
globin was  10.3  g/clL,  hematocrit  31.4  per  cent, 
white  blood  count  49,100,  with  86  per  cent  poly- 
morphonuclear leukocytes,  one  per  cent  band- 
forms,  five  per  cent  lymphocytes,  seven  percent 
monocytes,  and  one  per  cent  myelocytes,  and 
platelet  count  74,000;  a smear  showed  toxic  gran- 
ulations, vacuoles,  Dohle  bodies,  Howell  Jolly 
bodies,  fragmented  cells,  and  basophilic  stip- 
pling. Prothrombin  activity  was  18  per  cent,  par- 
tial thromboplastin  time  64.7  seconds  with  con- 
trol 30.0,  and  fibrinogen  100  mg/dL  with  in- 
creased fibrin  split  products.  Urinalysis  revealed 
1 1-20  red  blood  cells  and  5-10  white  blood  cells 
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per  higb  powered  field  with  a trace  of  j)rotein. 
Rheumatoid  factor  was  62.8  llJ/ml.  (normal  less 
than  60  lU/mL)  and  antinucleai  antibody  titei 
1:32  sj)e(  kled  patteni.  Multiple  blood  aiul  jjeri- 
toneal  fluid  cultures  were  sterile. 

The  patient  was  given  intravenous  penicilliti  (i 
2 million  units  every  six  hours  and  underwent 
exj)loratory  laj)ai()tomy  shortly  afier  the  trans- 
fer. I his  levealed  serous  ascites  with  a fibrinous 
j)ei  itoneal  exudate.  The  liver  was  enlarged,  soft, 
and  mottled.  I here  w'as  no  cholelithiasis  or  evi- 
dence of  perforated  viscus.  Postoperatively,  the 
patient  received  one  dose  of  gentamycin  H)0  mg 
and  clindamycin  300  mg  every  six  hours  in  addi- 
tion to  the  penicillin.  .She  deteriorated  clinically 
over  the  next  24  hours  and  exjiired. 

Clinical  Discussion 

Penelope  H.  Dennehyt:  4 he  patient  is  a 56-year- 
old  missionary  nun  who  presented  with  pneumo- 
cocal  sepsis.  Her  history  is  complicated  by  the  fact 
that  she  had  lived  in  Liberia  in  West  Africa  until  a 
few  months  prior  to  admission.  She  also  had  an 
illness  tw'o  months  prior  to  admission  w hich  was 
consistent  with  a connective  tissue  disorder. 

Let  us  first  turn  to  the  presenting  problem, 
pneumococcal  sepsis.  The  patient  presented  no 
prodrome.  She  deteriorated  rapidly,  developed 
disseminated  intravascular  coagulation  (DIG), 
and  an  “acute  abdomen,”  but  laparotomy  did  not 
reveal  any  major  abdominal  catastrophe.  She 
grew  out  Pneumococcus  Type  25  from  blood,  cere- 
brospinal fluid,  and  sputum.  This  type  is  quite 
unusual  in  the  United  States,  making  up  only  0.5 
per  cent  of  total  isolates,  but  is  a common  cause  of 
bacteremia  and  pneumonia  in  Africa.'  It  is  in- 
cluded in  pneumococcal  vaccine.  Why  did  this 
patient  develop  such  overwhelming  and  fulmi- 
nant disease  with  this  organism?  What  mecha- 
nisms do  normal  hosts  have  to  defend  themselves 
against  pneumococcus  and  w hat  defects  predis- 
pose to  disease?  The  pneumococcus  is  an  ex- 
tracellular pathogen  and  is  destroyed  primarily 
by  phagocytosis.  Each  component  in  the  phago- 
cytic system  (antibody,  C3b-dependent  opsoniza- 
tion, and  the  process  of  ingestion)  must  function 
at  its  best  to  protect  fully  against  this  organism. 
Defects  in  the  host  system  that  predispose  to 
pneumococcal  infection  can  be  divided  into  three 
categories.  First  are  structural  defects;  an  exam- 
ple is  a skull  fracture  with  a meningeal  leak  w hich 
predisposes  to  pneumococcal  meningitis.  Second 
are  defects  of  phagocytic  function,  especially 
neutropenia  and  hyposplenia.  Finally,  defects  in 
humoral  immunity,  especially  hypogammaglo- 
bulinemia and  C2  and  C3  complement  deficien- 
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cies,  predispose  to  pneumococcal  disease.  I here 
is  an  extensive  list  of  illnesses  that  can  lead  to 
either  defects  in  antibody  production,  opsoniza- 
tion, or  ingestion  and  thus  result  in  pneumococ- 
cal disease."^ 

This  patient  has  no  evidence  for  a structural 
cause  of  pneumococcal  disease.  We  do  not  know 
about  her  humoral  immune  status,  but  it  seems 
unlikely  that  congenital  hypogammaglobidi- 
nemia  or  a complement  deficiency  would  first 
manifest  itself  at  age  56.  Her  recently-acc|uired 
illness  sounds  very  much  like  systemic  lupus 
erythematosis.  ft  is  not  known  if  lupus  alone  pre- 
disposes to  increased  risk  of  inf  ection.  Most  stud- 
ies suggest  that  theraj^y  with  steroids  leads  to 
infection  rather  than  the  underlying  disease 
itself."^ 

The  patient’s  labortory  work-up  suggests  that 
she  had  another  more  likely  cause  for  her  over- 
whelming pneumococcal  disease.  Howell-Jolly 
bodies  were  noted  on  blood  smears;  this  finding 
suggests  that  her  spleen  was  either  absent  or 
functioning  poorly.  The  abrupt  onset  of  disease 
with  no  perceptible  focus  of  inf  ection,  the  fulmi- 
nant course,  and  her  death  despite  early  therapy 
all  are  consistent  with  pneumococcal  sepsis  in  an 
asplenic  host.  Moreover,  the  development  of  DIG 
is  common  in  the  setting  of  functional  asplenia, 
but  quite  unusual  in  the  normal  host  with 
pneumococcal  bacteremia.** 

Why  is  the  spleen  so  important  in  the  defense 
against  pneumococcus?  It  is  likely  that  suscepti- 
bility to  pneumococcal  infection  in  asplenic  pa- 
tients is  due  primarily  to  the  absence  of  a major 
phagocytic  organ  with  a large  blood  flow.  When 
the  capacity  of  the  asplenic  individual  to  form 
specific  antibodies  is  also  abnormal,  the  risk  of 
bacteremia  increases  f urther.  The  spleen  plays  an 
important  role  in  the  clearance  of  circulating 
antigens  that  are  poorly  opsonized.  Prolonged 
contact  in  the  sinusoids  of  the  spleen  between 
splenic  phagocytes  and  blood-borne  bacteria  may 
allow  the  phagocytes  to  recognize  material  as 
foreign  without  the  presence  of  a specific  anti- 
body or  without  activation  of  complement.  Bac- 
teria which  are  well  opsonized  with  a high  con- 
centration of  IgG  or  IgM  activate  the  comple- 
ment pathway  and  are  sequestered  preferentially 
by  the  liver.  Therefore,  the  presence  of  specific 
antibody  may  compensate  for  the  lack  of  func- 
tioning splenic  tissue  by  allowing  for  hepatic 
sequestration.^ 

The  role  of  the  spleen  in  the  production  of 
specific  antibodies  is  less  clear.  It  appears  that  the 
spleen  may  play  a role  in  the  shift  from  the  pro- 


duction of  IgM  sjjecific  antif)ody  t(j  IgG  antibody 
production.  Present  information  suggests  that 
because  of  properidin  deficiency  in  the  alterna- 
tive complement  pathway,  defective  opsonization 
may  also  alter  host  defenses  in  some  asplenic 
individuals.*’ 

Most  cases  of  pneumococcal  sepsis  in  asplenic 
hosts  are  the  result  of  splenectomy  for  trauma, 
hemolysis,  or  Hodgkin’s  disease.  It  is  well  recog- 
nized that  these  patients  are  at  increased  risk  for 
pneumococcal  sepsis  as  well  as  for  meningococ- 
cal, gram  negative,  and  Hemophilus  influenzae 
bacteremia.'  Five  patients  over  four  years  of  age 
with  congenital  asplenia  or  splenic  atrophy  pre- 
senting with  pneumococcal  sepsis  have  been 
reported.**  These  patients  ranged  in  age  from  15 
to  61  years.  Gongenital  absence  of  the  spleen  is 
rare  and  often  associated  with  cardiac  defects.  It 
is  usually  detected  much  earlier  in  life,  but  could 
possibly  present  at  an  older  age  if  the  patient  had 
been  fortunate  enough  to  avoid  the  offending 
bacteria.  Since  our  patient  did  not  undergo 
splenectomy,  one  must  assume  that  she  had 
another  cause  for  functional  asplenia. 

Splenic  infarction  may  result  in  functional 
asplenia.  Sickle  cell  disease  is  the  best  example  of 
this — many  small  inf  arcts  of  the  spleen  gradually 
destroy  normal  tissue  with  resulting  fibrosis.  Lo- 
cal thrombosis  leading  to  infarction  can  occur  in 
polyarteritis  nodosa,  leukemia,  lymphoma,  and 
malaria,  all  of  which  seem  unlikely  except  malar- 
ia. Emboli  from  a mural  thrombus  formed  after  a 
myocardial  infarction  (MI)  can  cause  splenic  in- 
farction, but  there  is  no  evidence  that  the  patient 
has  had  a recent  MI.  Subacute  bacterial  endocar- 
ditis may  also  cause  infarction  of  the  spleen,  but  is 
more  often  a septic  infarct  with  accumulation  of 
pus,  making  this  diagnosis  unlikely  in  our 
patient.® 

Splenic  atrophy  is  the  third  mechanism  that 
may  lead  to  functional  asplenia.  Atrophy  is  quite 
rare  but  has  been  associated  with  thrombocy- 
topenic purpura,  celiac  disease,  malabsorption, 
alcoholism,  hypopituitarism,  hyperthyroidism, 
ulcerative  colitis,  and  other  immune  diseases,  in- 
cluding systemic  lupus  erythematosis.  Our 
patient  had  clinical  and  laboratory  evidence  of 
systemic  lupus  erythematosis,  which  may  have 
lead  to  splenic  atrophy. 

Does  the  patient’s  history  of  living  in  Africa 
suggest  any  other  diagnoses?  There  are  a number 
of  illnesses  that  can  affect  the  spleen,  including 
visceral  leishmaniasis  or  kala-azar,  schistoso- 
miasis, and  malaria.  These  result  predominantly 
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in  s|)lcn<)incgaly,  not  ])icscnt  in  our  patient,  and 
do  not  cause  decreased  splenic  (unction  with  the 
exception  o(  inalat  ia,  which  may  lead  rarely  to 
splenic  iidarction. 

In  summary,  this  5()-year-old  missiomny  nun 
had  I yi>e  25  pneumococcal  sejjsis  with  over- 
whelming inlection  involving  her  meninges  and 
serosa.  Her  predisposing  immunological  delect 
appears  to  have  been  a lack  ol Opsonization  and 
phagocytosis  resulting  Irom  lunctional  asplenia. 
I suspect  she  did  not  have  cogenital  asplenia,  hut 
had  an  atrophic  spleen  secondary  to  either  chron- 
ic malaria  or  systemic  lupus  erythematosis. 

Pathological  Discussion 

Enold  Dahlquist,  Jr.,  MD:  Significant  autopsy 
findings  were  limited  to  changes  in  the  spleen, 
myocardium,  kidneys,  and  lymph  nodes.  The 
spleen  was  normal  in  weight  ( 1 50  gm)  hut  showed 
extensive  periarterial  fibrosis,  focal  calcification, 
hemosiderosis,  and  irregular  capsular  thicken- 
ing, all  consistent  with  functional  asplenia. 
Almost  all  the  pigment  was  iron.  There  was  also 
perivascular  fibrosis  in  the  myocardium,  mild 
mesangioproliferative  glomerulitis,  and  in  the 
lymph  nodes  follicular  hyperplasia  with  focal  fi- 
brosis and  hemosiderosis. 

The  histolic  changes  are  non-specific,  but  most 
likely  secondary  to  chronic,  autoimmune  hemoly- 
tic anemia.  These,  together  with  the  patient’s 
serologic  findings  (antinuclear  antibody  titer  as 
high  as  1:640,  positive  anti-Ro/SSA  and  anti-La/ 
SSB/He  antibodies)  and  the  above-mentioned 
clinical  findings  of  fever,  arthralgia,  macular 
rash,  and  pancytopenia  are,  as  implied  by  Doctor 
Dennehy,  strongly  supportive  of  a diagnosis  of 
lupus  erythematosus. 

While  some  of  the  splenic  findings  were  rem- 
iniscent of  malaria,  there  was  no  black  pigment 


and  further  no  malarial  parasites  were  demon- 
strated. 

fhe  cause  of  death  was,  therefore,  considered 
to  be  luj)us  erythematosus,  and  the  mechansim 
septicemia  with  terminal  I)l(i  and  acute  tubular 
necrosis. 

Pathological  Diagnosis 

Systemic  lujjus  erythematosus  with  sj^lenic  fibro- 
sis and  f unctional  asjjlenia.  I erminal  septicemia 
with  disseminated  intravascular  coagulation 
(DlCi)  and  acute  tubular  necrosis. 
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The  changes  are  all  around 
us.  New  HMO's.  Increasing  numbers 
of  medical  school  graduates.  Pyramiding 
patient  insurance  headaches.  Lack  of  dedicated 
personnel.  Increasing  malpractice  suits  and  pre- 
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Another  advantage  is  peace  of  mind — financial 
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Leave  the  administrative  hassles  to  others.  Find 
out  about  an  Air  Force  practice  by  calling  me  in 
complete  confidence. 
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A New  Approach  to  Medical  Malpractice 
Insurance 


Tort  System  Could  Be  Bypassed  by  No-Fault  Insurance  or  a 
Contractural  Arrangement 


Jeffrey  O’Connell,  LLB 


It  is  important  to  make  clear  in  a group  like  this 
one  that  not  only  am  I a lawyer,  I am  very  proud 
to  be  one.  Yet  I will  be  the  first  to  admit  that  we 
lawyers  have  made  a mess  of  medical  malpractice 
liability  insurance.  It  should  be  emphasized, 
however,  that  physicians  as  well  as  the  insurance 
companies  which  underwrite  liability  policies 
have  exacerbated  the  problem  by  passively  allow- 
ing lawyers  to  establish  rules  for  the  payment  of 
persons  injured  in  the  course  of  medical  care. 

Basic  Deficiencies 

There  are  four  basic  deficiencies  in  the  medical 
malpractice  liability  system  that  are  unique  to  tort 
liability  insurance.  First,  the  fault  of  the  health 
care  provider  must  be  demonstrated,  often  in  the 
face  of  conflicting  evidence  and  testimony.  Given 
the  complexity  of  the  human  body  and  the  range 
of  possible  error  when  procedures  are  per- 
formed or  medicines  prescribed,  it  is  extremely 
difficult  to  prove  that  the  health  care  provider 
was  at  fault.  In  no  other  form  of  insurance  are 
these  kinds  of  decisions  involved.  When  a person 
dies,  as  an  example,  the  life  insurance  company 
does  not  inquire  as  to  whether  he  smoked  too 
much  or  drank  too  much.  The  only  germane 
question  is  whether  he  is  dead. 

Second,  unlike  other  insured  events,  the 


Based  on  a presentation  to  the  Rhode  Island  .Medical  Society  House 
of  Delegates.  September  12,  1985. 


Jeffrey  O'Connell,  LLB,  is  John  Allan  Love  Professor 
of  Law,  University  of  Virginia,  Charlottesville,  Virgin- 
ia. 


amount  of  the  award  is  greatly  inlluenced  by 
subjective  judgments.  Regardless  of  the  circum- 
stances of  death,  life  insurance  policies  are  worth 
the  face  amount  of  the  jfolicy.  When  a house 
burns  down,  the  insurance  company  does  not  pay 
more  if  the  house  has  been  in  the  family  for  three 
generations  and  has  a sentimental  value  for  the 
owners.  If  the  concept  of  “pain  and  suffering” 
were  applied  to  life  insurance,  a widow  could 
obtain  a larger  settlement  by  maintaining  that  her 
husband’s  death  was  especially  grievous  for  her. 
In  contrast,  under  the  tort  liability  system,  the 
value  of  both  the  economic  and  non-economic 
losses  of  a medical  injury  are  determined  in  the 
emotional  atmosphere  of  a courtroom. 

Third,  despite  the  fact  that  future  medical  ex- 
penses may  be  unknown  given  the  continuing 
nature  of  the  injury,  most  awards  are  granted  in 
lump  sums.  Except  for  events  which  have  oc- 
curred only  once,  like  a fire  or  death,  most  forms 
of  insurance,  such  as  medical,  workers’  com- 
pensation, or  disability  coverage,  cover  expenses 
as  they  accrue. 

Finally,  in  most  jurisdictions,  including  Rhode 
Island,  the  plaintiff  is  not  required  to  deduct 
payments  from  such  collateral  sources  as  health 
insurance,  workers’  compensation  insurance, 
and  sick  pay,  and  may  collect  more  than  once  for 
the  same  injury. 


19th  Century  Origins 

In  many  ways  the  malpractice  liability  situation  is 
comparable  to  the  accidents  leading  to  worker 
injuries  that  resulted  from  the  “dark  satanic 
mills”  that  characterized  the  19th  century.  While 
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the  l)ciielits  of  the  Industi  ial  Revolution  are  un- 
(|uestionahle,  it  is  uiulenial)le  that  tlie  modenii/a- 
tion  ()1  industry  extiacted  a savage  toll  of  injury. 
Recognizing  the  ahsui dity  of  the  litigation  system 
for  handling  industiial  accidents,  Risinarck  — 
hardly  the  most  liheial  thinker  in  tlie  course  of 
lecent  Western  civilization  — implemented  the 
fnst  “no  fault”  aj)proach  to  insinance  by  estab- 
lishing a wot  kers’  com[)ensation  system.  Unless 
the  workei  deliberately  attemj)tecl  to  injure  him- 
self, he  will  receive  reimbursement  for  economic 
losses.  While  the  system  is  hardly  perfect,  few 
would  recommend  a ret  in  n to  litigating  each  acci- 
dent based  on  fault. 

A similai  aj)jjroach  is  now  being  aji])liecl  to 
automobile  accidents.  The  second  great  wave  of 
accidents  that  began  to  engulf  us  after  emjjloy- 
ment  injuries  (along  with  railroad  accidents)  were 
automobile  mishaps,  d here  were  two  auto- 
mcjhiles  in  St.  Louis  in  1900,  and  they  collided, 
leading  to  the  great  enrichment  of  the  legal  pro- 
fession. It  was  axiomatic  in  the  19th  century  that 
every  lawyer  paid  his  overhead  with  one  good 
railroad  case  each  yeai . But  the  revenue  from 
railway  mishaps  was  minuscule  in  comparison  to 
the  riches  to  be  earned  frcjin  automobile  acci- 
dents. Perhaps  85  per  cent  of  the  civil  jury  docket 
in  manyjurisdictions  is  taken  up  with  automobile 
accident  cases. 

Bismarck’s  solution  has  been  applied  to  auto 
accidents  in  several  states,  including  New  York, 
New  Jersey,  Connecticut,  and  Massachusetts. 
Under  the  no-fault  insurance  system,  injured 
parties  are  reimbursed  for  their  economic  losses 
regardless  of  the  cause  of  the  accident.  Financial 
figures  from  the  New  York  experience  show  that 
substantial  savings  can  result  from  implementing 
a “no-fault”  approach.  In  New  York  every  motor- 
ist is  required  to  carry  at  least  $10, 000  worth  of 
tort  liability  insurance  covering  his  own  negli- 
gence. All  motorists,  however,  must  also  carry 
$50,000  worth  of  no-fault  insurance  payable  to 
themselves  and  occupants  of  their  own  cars  for 
medical  expenses  and  wage  losses.  Because  the 
legislature  was  unwilling  to  dismantle  the  tort 
liability  system  altogether,  it  was  left  intact  in  case 
of  death  or  substantial  impairment.  The  pre- 
mium figures,  however,  reveal  that  the  cost  of 
tort  liability  insurance  is  more  than  twice  that  of 
no-fault  coverage.  In  1983,  the  average  premium 
for  tort  liability  coverage  was  $118  compared  to 
$46  for  $50,000  worth  of  no-fault  insurance. 


No-Fault  and  Medical  Liability 

While  the  no-fault  aj^proach  is  most  appropriate 
for  industrial  or  automobile  accidents  where  a 
cleat  ly  def  inable  mishap  has  occurred,  it  also  can 
be  extended  to  many  other  liability  cases.  Fhe 
Medical  Offer  and  Recovery  Act,  introduced  by 
Representatives  Hetison  .Moore  (R,  Louisiana) 
and  Richaicl  Gephardt  (I),  Missouri),  would  en- 
courage a health  care  provider  to  offer  a settle- 
ment within  six  months  of  the  occunence  of  an 
alleged  incident,  fhe  settlement  is  to  cover  j)ay- 
ment  for  such  “net  econoniic  losses”  as  out-of- 
pocket  exjjenses,  including  the  costs  of  medical 
care,  lost  wages,  rehabilitation  expenses,  and 
reasonable  legal  fees.  Once  the  offer  had  been 
made,  the  jiatient  would  forfeit  all  rights  to  judi- 
cial review  excej)t  possibly  to  dispute  the  amount 
of  economic  loss  as  it  accrues.  I here  would  be  no 
jirovision  for  punitive  damages  or  awards  for 
“pain  and  suffering.” 

If  no  settlement  offer  is  made,  the  case  would 
be  adjudicated  under  the  current  tort  system. 
The  patient  would  have  f ull  access  to  the  courts 
and  could  seek  noneconomic  damages  in  addi- 
tion to  an  award  for  economic  losses.  While  an 
eat  her  version  of  the  bill  transferred  the  burden 
of  proof  to  the  defendant,  the  current  proposal 
leaves  it  with  the  plaintiff. 

The  bill  gives  individual  states  the  optii^n  of 
passing  such  a law.  But  in  those  states  which  had 
not  acted  by  January  1,  1988,  the  federal  bill 
would  apply  to  patient  care  paid  for  by  the  feder- 
al government.  These  jiatients  include  Medicare 
beneficiaries,  Medicaid  recipients,  military  de- 
pendents, veterans,  and  federal  employees. 

Unlike  previous  attempts  to  modify  the  tort 
system  in  a piecemeal  fashion,  this  bill  seeks  to 
remove  the  concept  of  tort  liability  from  the  pro- 
cess. It  faces  considerable  opposition  both  in  Con- 
gress and  in  state  legislatures  from  trial  lawyers 
with  a vested  interest  in  tort  liability.  The  tort 
system  has  an  inherent  logic  to  it,  especially  dur- 
ing the  19th  century  when  almost  all  tort  actions 
were  torts  of  intentional  injuries.  Before  the  In- 
dustrial Revolution,  the  only  way  one  person 
could  normally  hurt  another  was  to  attack  him 
with  a pole,  ax,  or  fist.  Now,  however,  most  ac- 
tions that  lead  to  tort  cases  are  no  longer  heinous, 
intentional  acts,  but  rather  errors  or  omissions  of 
the  sort  we  all  can  make.  They  are  the  inevitable 
result  of  a technology  which  created  the  possibil- 
ity of  costly  error  by  persons  who  were  acting 
inadvertently,  whether  driving  a car,  operating  a 
punch  press,  or  performing  surgery.  Admittedly, 
though,  it  remains  dif  ficult  to  overturn  the  moral 


82 


Rhode  Island  Medical  Journal 


premise  that  a wronged  jjarty  should  he  reim- 
bursed for  his  “j)aiii  and  suffering.”  While  state 
legislatures  grudgingly  accepted  a no-faidt 
ajjjjroach  to  workers’  compensation  and  auto- 
mobile insurance,  they  may  be  especially  reluc- 
tant to  apply  it  to  medical  liability  since  j)hysicians 
are  not  perceived  to  be  a suffering  minority. 

Contractual  Arrangments 

Another  potential  solution  has  already  proven 
effective  as  a means  of  handling  catastrophic 
sports-related  injuries  in  high  school  athletic 
programs. 

Essentially  bypassing  the  tort  system  al- 
together, the  system  establishes  a contractural 
arrangement  between  the  school  district  and  the 
insurance  company  under  which  the  injured  stu- 
dent becomes  the  “third-party  beneficiary.”  The 
contract  stipulates  that  if  the  student  is  cata- 
strophically injured,  the  insurance  comjiany  will 
guarantee  to  the  school  that  it  will  tender  a settle- 
ment offer  covering  medical  and  rehabilitation 
expenses  and  lost  wages  if  the  student  forfeits  his 
right  to  sue.  This  system  already  has  been  used 
successfully  about  twenty  times  in  the  past  two 
years  for  catastrophic  athletic  injuries.  A similar 
approach  may  well  be  usable  in  medical  liability 
cases  without  a legislative  dismantling  of  the  tort 
system. 
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Caring  for  the  Terminally  III 


Home  Care  for  the  Dying.  By  Deborah  Whiting 
Ihttle,  New  York,  Donbleday,  $9.95,  1985. 

It  is  noteworthy  when  a medical  how-to  book  is 
found  to  be  botli  practical  and  loving,  realistic  yet 
touching.  Such  is  the  case  with  Home  Care  for  the 
Dying  by  Deborah  Whiting  Little.  Based  on  the 
author’s  experience  in  caring  for  her  grand- 
mother, who  died  of  cancer  in  1 978,  this  eminent- 
ly practical  book  gives  valuable  insights  into  the 
difficulties  and  joys  of  caring  for  terminally-ill 
patients  at  home. 

Its  themes  are  clear.  First,  every  dying  person 
has  the  right  to  die  at  home.  Second,  the  patient  is 
entitled  to  complete  continued  relief  from  all 
symptoms,  whether  due  to  the  disease  or  its  treat- 
ment. rhird,  treatment  of  symptoms  is  a neces- 
sary even  elegant  endeavor  and  represents  neith- 
er simplistic  handholding  (although  this  too  is 
needed)  nor  inappropriate  application  of  medi- 
cal therapy. 

Little  states  clearly  that  such  treatment  repre- 
sents careful  devoted  attention  on  the  part  of 
dedicated  professionals  and  caregivers  to  the 
needs  of  dying  patients  in  their  final  days.  The 
goal  of  such  care  is  to  return  to  the  patient  as 
much  control  over  his  life  as  possible  and  to  assist 
family  and  friends  in  adjusting  to  this  awesome 
reality. 

The  author  further  urges  us  to  examine  pallia- 
tive home  care  as  a realistic  option  for  families  of 
dying  patients.  She  notes  that  home  care  offers  a 
unique  opportunity  to  surround  the  patient  with 
tangible  evidence  of  his  or  her  continued  value 
and  to  focus  attention  on  what  still  may  be  accom- 
plished during  the  remainder  of  the  patient’s  life. 
The  book  also  addresses  the  awareness  of  the 
fears  experienced  by  both  patients  and  family,  of 
unrelieved  suffering,  of  suffering  alone,  and  of 
the  uncertainty  of  medical  support  in  the  final 
days  of  illness. 

A competent  and  caring  professional  team 
must  be  available  to  provide  essential  medical 
services.  Few  professional  caregivers  have  had 
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experience  caring  lor  lernnnally-ill  paiients  at 
home  or  inulerstaml  the  conce|>ls  o{  palliative 
care.  Physicians  es|)ecially  may  be  asked  to  f unc- 
tion in  the  home  setting  and  to  render  ojjinions 
concerning  diagnosis  and  length  of  life  without 
the  benefit  of  complete  diagnostic  testing.  T hey 
may  also  he  asked  to  ratify  “no  code”  decisions  as 
well  as  provide  narcotic  relief  of  symptoms  in 
doses  not  usually  utilized  in  office  j)ractice.  Fami- 
lies must  seek  a physician  willing  to  make  house 
calls  and  attend  to  the  j)alient’s  synijitoms.  T he 
professional  staff,  though  possif)ly  unfamiliar 
with  this  work,  must  he  comjdetely  committed  to 
the  jiatient’s  comfort.  Nuises,  homemakers, 
home  health  aides,  and  other  jjersonnel  must  he 
available  to  assist  in  the  jjatient’s  care. 

T he  stresses  experienced  by  each  segment  of 
the  care  team  are  described  in  detail  and  usef  ul 
advice  given  to  help  caregivers  anticipate,  recog- 
nize, and  deal  wath  crisis.  For  examj)le,  home  care 
may  cause  serious  physical  and  emotional  daiti- 
age  to  the  person  responsible  for  care  unless  a 
determined  effort  is  made  to  prevent  burnout. 
The  author  emphasizes  repeatedly  that  the  care- 
giver is  more  at  risk  than  the  patient  for  such 
burnout,  based  in  part  on  such  assumptions  as 
that  the  patient’s  care  cannot  continue  much 
longer  and  that  no  one  else  can  provide  care  as 
well. 

Caregivers  must  be  allowed  to  feel  that  they 
have  contributed  in  a worthwhile  way  and  that 
their  efforts  really  made  a difference.  As  patients 
approach  death,  they  may  distance  themselves 
and  begin  to  disconnect  themselves  from  persons 
and  activities  they  love.  Caregivers  see  this  and 
may  feel  hurt  by  this  distancing,  but  they  must  be 
helped  to  let  go,  to  resist  the  temptation  to  call 
patients  back,  or  to  resent  their  separation.  A 
careful  process  of  purposeful  detachment  and 
setting  of  appropriate  limits  may  permit  caregiv- 
ers a smoother  transition  following  the  patient’s 
death. 

Other  chapters  discuss  such  issues  as  the  im- 
pact of  care  and  illness  on  the  household  and 
family,  how  visitors  and  friends  may  be  affected, 
the  hard  practical  choices  of  whether  final  care 
will  best  be  accomplished  in  the  hospital  or  at 
home,  the  terminal  illness  of  a child,  and  the 
necessary  grieving  process  that  must  occur  to 
maintain  the  health  of  the  caregiver  following  the 
patient’s  death. 

Much  has  been  written  about  the  use  of  narcot- 
ics in  the  final  stages  of  terminal  illness,  and  dis- 
cussions regarding  euthanasia  and  its  relevance 
to  home  care  for  the  dying  are  frequent.  In  es- 
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sence,  the  point  is  emphasized  that  the  j^atient  has 
the  riglit  to  live  as  well  as  possible  until  the  time  of 
death,  in  the  place  chosen  by  the  patient  and 
agreed  to  by  the  family.  Whether  suffering  from 
severe  pain  or  other  untoward  symjjtoms,  the 
j)atient  has  the  right,  and  we  in  the  medical  pro- 
fession have  the  opportunity,  to  jjrovide  singular 
and  effective  relief  with  compassion. 

Little,  as  well  as  several  other  authors  during 
the  past  few  years,  has  succeeded  in  demonstrat- 
ing that  home  care  for  the  dying  is  a realistic 
alternative.  Through  her  own  experience  and 
research,  and  through  her  own  grief,  she  has 
enabled  us  to  see  beauty  in  the  midst  of  tragedy. 
She  urges  us  to  offer  to  those  for  whom  we  care 
the  chance  to  die  at  home  if  that  is  their  wish. 
Representing  the  most  honored  ideals  in  medical 
practice,  home  care  for  the  dying  patient  offers 
those  who  accept  it  a final  opportunity  to  ac- 
knowledge what  their  life  has  meant  at  a time 
when  technology  can  no  longer  prevent  death 
from  occurring.  This  book  is  a welcome  addition 
to  the  growing  literature  describing  the  needs  of 
terminally-ill  patients  and  their  families  and  is 
highly  recommended  for  all  who  devote  them- 
selves to  easing  the  burden  of  impending  death  in 
the  last  days  of  life. 

Bruno  Borenstein,  MD 


HAVE  YOU  HEARD?  . . . 


The  Hewlett-Packard  Company  has  announced  a 
new,  fully  integrated  cjuantification  software 
})ackage  for  the  HP  77020  AC/AR  phased-array 
Doppler  imaging  systems.  This  software  allows  a 
physician  or  sonographer  to  obtain  real-time 
Doppler  measurements  and  calculations  during  a 
patient’s  visit  and  retain  them  for  playback.  The 
need  for  the  patient  to  return  for  additional  scan- 
ning can  be  reduced  as  can  the  time  spent  making 
manual  calculations  at  the  end  of  the  day. 
Moreover,  real-time  data  can  provide  surgeons 
with  the  quantitative,  decision-making  informa- 
tion they  need  to  determine  whether  further  test- 
ing is  required. 

There  are  four  reports  available  in  the  pack- 
age. Each  inducfes  a specific  set  of  calculations 
and  measurements  grouped  according  to  the  spe- 
cific Doppler  study  desired.  Lhe  four  reports  are: 
pressure  gradients,  pressure  half-times,  flow 
volumes,  and  user-configurable.  For  each  of  the 
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lour  luiiclional  sludy  groujjs,  there  is  a comj)lete 
measuiemenl  menu  available  and  a ( orrespond- 
ing  lull-sci  een  re])oi  t,  which  summai  i/.es  data  in 
a clear,  concise  one-page  report. 

A track-ball,  conveniently  placed  on  the  key- 
boatd  lor  easy  access  dm  ing  studies,  can  be  used 
lot  tracing  iriegular  anatomical  stnutures.  In 
two-dimensional  studies,  the  area  of  interest  can 
be  computed  by  simj^lv  tracing  the  boundarv.  In 
Doppler  studies,  the  velocity  spectnnn  can  be 
traced  with  the  trackball  to  give  the  area  under 
the  curve. 

All  existing  HP  j)hased-anay  owners  may  add 
the  complete  HP  Doppler  (juantilication  analysis 
package  to  their  present  Dopj)lei  systems.  The 
package  will  be  standard  on  all  new  jjhased-array 
Do])j)ler  imaging  systems  deli\  ered  after  Decem- 
ber 31,1 985. 

• • • 

A controlled  study  from  the  University  of  Arkan- 
sas College  of  Medicine  in  Little  Rock  suggests 
that  human  subjects  can  control  their  immune 
response  to  some  viral  challenges.  Tested  in  a 
three-part  study  was  the  res])onse  of  a j^erson 
practiced  in  meditation  to  skin  exposure  to 
varicella  zoster.  “The  data  confirmed  that  this 
subject  could  voluntarily  modulate  her  immune 
response  by  a j)sychic  mechanism,”  say  Dr. 
Richard  C.  Smith  and  his  colleagues  in  the 
November  1985  issue  of  the  Archives  of  Internal 
Medicine.  “It  appears  that  the  subject,  acting  with 
intention,  was  able  to  affect  not  only  her  skin  test 
response  but  also  the  response  of  her  lymphocyte 
studies  in  the  laboratory.” 

• • • 

A study  from  the  Mayo  Clinic  in  Rochester,  Min- 
nesota suggests  that  the  incidence  of  Cuillain- 
Barre  syndrome  cannot  be  associated  with  swine 
flu  (A/New  Jersey/76)  vaccinations.  A 46-year 
study  of  Olmstead  County  residents  uncovered 
48  cases  of  the  syndrome,  report  Doctor  Ettore 
Behi  and  his  colleagues  in  the  November  1985 
issue  of  the  Archives  of  Neurology.  “No  trend  over 
time  was  evident  in  the  46-year  period,  nor  did 
any  significant  seasonal  distribution  of  cases 
appear,”  according  to  the  researchers.  Emphasiz- 
ing a US  Army  study  that  failed  to  find  an  in- 
crease in  the  syndrome  despite  widespread  use  of 
the  1976  vaccine,  they  point  out  that  their  review 
results  correspond  to  other  studies  that  question 
any  association  of  the  neurologic  syndrome  with 
llu  vaccines  and  to  ongoing  surveillance  pro- 
grams. 
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Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

Calitornia 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  nnargin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 
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Before  prescribing,  please  consulf  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difticulty  in  falling  asleep  frequent  nocturnal  awakenings 
and/or  early  morning  awakening  in  patients  with  recurring 
insamnia  ar  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  hove  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenifal  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con 
sider  the  possibility  of  pregnancy  prior  to  instituting  therapy 
Wordings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  it  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  disconfinuation  Caufion  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g operating 
machinery,  driving)  Potential  impoirment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  tor  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  oddiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  atoxio  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness 
staggering,  otaxia  and  foiling  have  occurred  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea  vomiting  diarrhea  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension 
irritability,  weokness.  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia  granulocytopenia,  sweating  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness 
hypotension,  shortness  of  breath,  pruritus,  skin  rash  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT  SGPT  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 
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1 FOR  SLEEP 


After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  taii  asleep  fast  and  stay 
asleep  till  morning.'  ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety’®  As  aiways,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 
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SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties 

General  Surgery 
Pediatrics 
Internal  Medicine 
Psychiatry 
Opthamology 


we  have  computerized 

Cardiovascular 
Thoracic  Surgery 

Obstetrics  &( 
Gynecology 


in  the  local  area  are: 

Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 
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Herbert  Rakatansky,  MD,  President 
Wendy  J.  Smith,  Editor 


; MEDICAL  LIABILITY  COALITION  CALLS  FOR 
STRONGER  DISCIPLINARY  BOARD 

I The  failure  or  inability  to  share  informa- 
tion among  state  and  federal  agencies  re- 
sponsible for  monitoring  medical  care  has 
"seriously  handicapped"  disciplinary  acti- 
. vities  in  Rhode  Island,  representatives 
I from  the  Rhode  Island  Medical  Liability 
:•  Coalition  told  the  General  Assembly's  medi- 
1 cal  malpractice  commission  late  last  month. 

1 

I;  To  "strengthen  physician  review  and  disci- 
!!  plinary  procedures,"  the  coalition  supported 
I merger  of  the  state  Board  of  Medical  Review 
i'  and  the  medical  licensing  division  of  the 
ji  Rhode  Island  Department  of  Health  into  one 
1 Board  of  Licensure  and  Discipline  under 
<1  the  health  department.  The  restructured 
I board,  the  coalition  recommended,  should 
■I  be  autonomous  in  ruling  on  professional 
I and  disciplinary  measures. 

I In  other  actions  concerning  the  new  board, 
ij  the  coalition: 

• emphasized  that  the  board  should  be  re- 
sponsible for  investigating  malpractice 
claims  against  physicians  and  hospitals 

• recommended  appointment  of  a physician 
as  full-time  medical  director 

|! 

• recommended  that  the  board  be  empowered 
to  "monitor  the  medical  staff  creden- 
tialing"  process  of  hospitals 

• called  for  the  reporting  of  disciplinary 
actions  by  the  board  to  all  licensed 
health  care  facilities 

• said  that  the  board  should  be  empowered 
to  suspend  a medical  license  immediately 

I when  there  is  apparent  imminent  danger 
to  the  public 


MALPRACTIGE  (continued) 

The  coalition  also  endorsed  the  concepts 
of  linking  medical  malpractice  premiums 
to  merit,  limiting  attorneys'  contingency 
fees,  and  restricting  the  amount  of  awards 
for  such  Intangible  claims  as  pain  and 
suffering. 

The  coalition  also  called  for: 

• pre-judgment  interest  rates  computed  at 
eight  per  cent  instead  of  the  current 
12  per  cent  and  from  the  date  of  the 
lawsuit  Instead  of  the  date  of  the 
alleged  Injury 

• restriction  on  the  statute  of  limita- 
tion from  three  to  two  years 

• a cap  of  $250,000  on  awards  for  pain 
and  suffering 

• a limitation  on  wrongful  death  actions 
to  two  years  from  the  date  of  the 
alleged  malpractice  or  death,  whichever 
occurred  first.  In  no  case  may  a 
wrongful  death  action  be  filed  more 
than  four  years  after  death. 

• limitations  on  attorneys'  contingency 
fees  to  40  per  cent  of  the  first  $50,000, 
33-1/3  per  cent  of  the  next  $50,000,  25 
per  cent  of  the  next  $100,000,  and  10  per 
cent  of  all  awards  greater  than  $200,000 

• regular  inspections  by  the  Department 
of  Health  of  all  licensed  health  care 
facilities  to  "maintain  high  profes- 
sional standards  and  good  patient  care" 

• stronger  credentialing  policies  by 
Rhode  Island  hospitals 

The  Rhode  Island  Medical  Liability  Coali- 
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MALPRACTICE  (continued) 

tion  consists  of  17  organizations  which 
met  under  the  aegis  of  the  Hospital  Asso- 
ciation of  Rhode  Island  (HARI)  through- 
out the  fall  and  winter.  Included  in  the 
coalition  were  representatives  from  the 
Rhode  Island  Medical  Society,  HARI,  Rhode 
Island  Business  Group  on  Health,  Federa- 
tion of  Rhode  Island  Chambers  of  Commerce, 
the  Joint  Underwriting  Association,  Ocean 
State  Physicians'  Health  Plan,  Starkweather 
and  Shepley  Insurance  Agency,  Rhode  Island 
State  Nurses  Association,  and  the  Rhode 
Island  Society  of  Hospital  Risk  Managers. 

To  aid  in  its  deliberations,  the  coalition 
received  testimony  from  physicians,  hospi- 
tals, insurance  companies,  the  JUA,  attor- 
neys, and  representatives  from  the  Depart- 
ment of  Business  Regulation  and  the 
Governor's  Office. 


300  DOCTORS  MASS  AT  MALPRACTICE  RALLY 

More  than  300  Rhode  Island  physicians 
rallied  February  5 to  express  their  view- 
points on  the  malpractice  crisis.  Nearly 
300  persons  squeezed  into  the  Rhode  Island 
Department  of  Health  auditorium,  leaving 
another  150  milling  about  in  the  corri- 
dors. The  hearing  was  eventually  moved 
to  the  Veterans  Memorial  Auditorium. 

Among  those  who  testified  before  the 
Legislative  Commission  on  Medical 
Malpractice  was  Doctor  Charles  P.  Shoe- 
maker, Jr.,  past  RIMS  president,  who 
pointed  out  that  the  malpractice 
crisis  has  interfered  with  hiring  much- 
needed  personnel  at  Newport  Hospital. 

Referring  to  assertions  by  the  Rhode  Is- 
land Trial  Lawyers  Association  that  phy- 
sicians must  strengthen  their  disciplinary 
procedures  before  seeking  limits  on  mal- 
practice suits.  Shoemaker  pointed  out 
that  the  Society  is  "very  concerned" 
about  policing  its  members.  Even  if  in- 
competent doctors  were  weeded  out  of  the 
profession,  he  said,  malpractice  suits 
would  continue  because  "there  will  always 
be  unfortunate  results." 

Doctor  David  P.  Carter,  president  of  the 
Rhode  Island  chapter  of  the  American  Aca- 


LEGISLATIVE  COMMISSION  (continued) 

demy  of  Family  Physicians,  told  the  com- 
mission that  he  already  has  eliminated 
obstetrics  from  his  practice  and  is  consid 
ering  no  longer  assisting  at  surgery.  He 
also  noted  that  the  crisis  has  created 
problems  in  his  search  for  a partner.  Doc 
tor  Clinton  B.  Potter,  a Providence  obste- 
trician/gynecologist, said  that  he  also 
is  eliminating  obstetrics  because  the 
threat  of  a lawsuit  makes  it  "no  longer 
possible  to  do  good  obstetrics.  And  we 
refuse  to  practice  mediocre  medicine  to 
satisfy  the  requirements  of  the  legal 
profession. " 

The  February  5 open  hearing  was  part  of  a 
series  of  meetings  the  commission  has  held 
with  physicians,  attorneys,  the  Joint 
Underwriting  Association,  the  Board  of 
Medical  Review,  hospitals,  legal  expert 
Jeffrey  O'Connell  from  the  University  of 
Virginia,  and  consumer  advocate  Ralph 
Nader.  The  18-member  commission,  which 
is  expected  to  issue  majority  and  minority 
reports  later  this  spring,  includes  eight 
attorneys,  six  of  whom  are  plaintiff's 
attorneys;  one  judge;  three  physicians; 
one  insurance  claims  manager;  one  hospital 
association  executive;  one  housewife;  one 
retardation  center  executive;  and  two 
college  professors.  It  was  appointed  by 
the  General  Assembly  in  1984  in  lieu  of 
acting  on  a five-part  malpractice  reform 
package  Introduced  by  the  Rhode  Island 
Medical  Society. 

JUA  FACES  $100  MILLION  DEFICIT 

The  Medical  Malpractice  Joint  Underwrit- 
ing Association  of  Rhode  Island  showed 
a $100  million  deficit  as  of  December  31, 
1985,  according  to  a report  recently 
issued  by  the  Rhode  Island  Medical  Lia- 
bility Coalition. 

The  average  payment  rose  from  $20,000  in 
1979  to  $79,000  in  1984.  There  was  a 960 
per  cent  increase  in  the  number  of  settle- 
ments from  1980  (15  cases)  to  1984  (145 
cases).  Moreover,  it  was  reported  by  an 
actuary  last  spring  that  the  JUA  lost 
money  seven  out  of  nine  years  during  the 
period  1975-1983.  It  was  further  noted 
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COUNCIL  (continued) 


JUA  (continued) 

that  claims  applicable  to  the  earlier 
years,  ie,  1975  and  1976,  are  still 
being  filed  eleven  years  later. 

If  the  JUA  depletes  its  cash  reserves  and 
stabilization  reserve  fund,  the  report 
points  out,  all  casualty  insurance  car- 
riers in  the  state  will  become  liable 
for  the  deficit  which  they  may  make  up 
by  increasing  the  premiums  for  all 
t policyholders. 

These  findings  were  released  as  part  of 
the  Rhode  Island  Medical  Liability  Coa- 
lition's report  to  the  Legislative  Com- 
mission on  Medical  Malpractice. 


• appointed  the  following  physicians  to 
the  Long-Range  Planning  Committee; 
Doctors  David  P.  Carter,  Peter  D.T. 
Clarisse,  Robert  P.  Davis,  Elaine  B. 
Fain,  Seebert  J.  Goldowsky,  Milton  W. 
Hamolsky,  Paul  J.M.  Healey,  Herbert 
Rakatansky,  and  Charles  P.  Shoemaker,  Jr 

• received  a report  from  the  Public  Laws 
Committee.  While  malpractice  reform 
legislation  remains  of  primary  interest, 
it  was  noted  that  several  other  health- 
related  bills  have  been  introduced, 
including  those  related  to  mandatory 
Medicare  reimbursement,  seat  belts, 
smoking,  and  physician  reimbursement. 


SOCIETY  ENDORSES  MERGER 

The  Rhode  Island  Medical  Society  recently 
endorsed  a plan  by  Governor  Edward  D. 
DiPrete  to  merge  the  Board  of  Medical 
Review,  the  disciplinary  agency  for  the 
state's  physicians,  and  the  licensure 
1 division  of  the  Rhode  Island  Department 
I of  Health.  The  Board  currently  functions 
as  an  autonomous  agency  reporting  direct- 
ly to  the  General  Assembly.  The  restruc- 
tured board  would  function  under  the 
aegis  of  the  health  department. 

I,  In  a letter  to  the  governor.  Doctor  Her- 
! bert  Rakatansky,  RIMS  President,  cited 
: the  Society's  support  for  "strong  peer 

I review  to  improve  the  quality  of  medical 
[ care  delivered  to  the  citizens  of  Rhode 
I Island." 

;j  He  further  stated,  "We  also  believe  that 
: it  is  critical  that  the  Medical  Society 

t have  input  into  evaluating  the  qualifica- 
I tions  of  physicians  appointed  to  the  Board 
i of  Medical  Review.  This  would  insure  that 
: only  physicians  of  high  ability  and  ethical 

: and  moral  character  are  put  in  this  very 

special  position  of  public  trust." 

ij  The  RIMS  Council  approved  the  merger  at 
tj  its  February  3 meeting.  In  other  actions, 

I the  Council  also: 

I • received  a report  from  Doctor  Paul  J.M. 

Healey,  one  of  three  physicians  on  the 

, I Legislative  Commission  on  Medical 

I Malpractice 


• reviewed  the  unaudited  financial  state- 
ment for  the  year  ended  December  31, 
1985. 


PERINATAL  CONFERENCE  TO  BE  HELD  IN  SPRING 

The  Ninth  Annual  Seminar  on  Current  Concept 
in  Prenatal  and  Neonatal  Care  will  feature 
plenary  sessions  and  workshops  on  low  birth 
weight  infants,  intraventricular  hemorrhage 
cultural  aspects  of  childbearing,  perinatal 
aspects  of  AIDS,  cardiac  arrythmias,  and 
low  alpha  fetoprotein.  Speakers  at  the  two 
day  meeting,  to  be  held  May  29-30  at  the 
Sheraton  Islander  in  Newport,  include 
Doctors  Edmund  A.  Egan,  State  University 
of  New  York  at  Buffalo;  Robert  L.  Golden- 
berg,  University  of  Alabama;  Laura  R.  Ment, 
Yale  University  School  of  Medicine;  and 
Irwin  R.  Merkatz,  Albert  Einstein  College 
of  Medicine;  and  local  speakers. 

Sponsored  by  the  Rhode  Island  Medical  So- 
ciety, the  meeting  is  organized  by  the 
Society's  Perinatal  Committee  under  the 
direction  of  Doctors  William  Oh  and  Lorand 
Brown.  Co-sponsors  include  the  RI  Chapter, 
American  Academy  of  Pediatrics;  RI  Sec- 
tion, American  College  of  Obstetricians/ 
Gynecologists;  RI  Section,  Nurses  Section, 
ACOG;  Brown  University;  Women  & Infants' 
Hospital;  and  the  Rhode  Island  Department 
of  Health. 

For  further  information  and  registration 
forms,  please  call  or  write  the  Society's 
offices  at  106  Francis  Street,  Providence 
02903  (401/331-3207). 


i. 
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PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 


HOW  TO  PREPARE  A PROFESSIONAL  CURRICULUM  VITAE 

A curriculum  vitae  can  serve  a variety  of  functions  and  may  be  especially  valu- 
able when  you  are: 

ApP'tiJytnQ  {jOK  a p^O ^2^^-LOyiat  po^yCt^on:  While  this  is  the  most  obvious  function 

of  a CV,  it  should  be  emphasized  that  the  content  and  format  of  your  CV  reflect 
the  degree  of  your  professionalism.  A CV  is  a valuable  time  saver.  When  apply- 
ing for  several  positions,  for  example,  it  is  necesaary  only  to  write  a brief 
cover  letter  that  expresses  your  interest  in  the  opening  and  that  describes 
your  strengths  and  career  aspirations. 

GytVying  a 6po.e.ch:  A CV  can  also  provide  a useful  summary  for  the  purpose  of  an 

introduction  when  you  are  giving  a speech.  An  up-to-date  CV  obviously  saves  a 
great  deal  of  time  and  may  eliminate  the  need  to  complete  special  applications 
or  summary  forms.  Its  comprehensiveness  means  that  the  organization  can  select 
what  it  needs  from  the  extensive  materials  you  have  provided. 

BOylng  pn.2Ae,yitdd  waMi  an  au)oAd  on.  d.nductzd  Jjvto  an  honon.  iocA,QJ:y:  Your  cv  will 

also  become  Indispensable  if  you  are  a candidate  for  an  award  or  a medical 
organization  appointment. 

SabmJJXlng  a papox,  antlcle.,  on.  book  -idm  to  a pabUjikoA:  If  you  ever  submit 

a paper,  an  article,  or  a book  idea  to  a publisher,  the  reaction  will  be  based 
somewhat  on  your  CV.  If  you  have  the  required  educational  and  professional 
experience  or  if  you  have  published  previously  in  the  subject  area,  the  pub- 
lisher may  have  more  confidence  in  the  integrity  of  your  proposal. 

What  to  include: 

Brevity  and  simplicity  are  the  keys  to  an  effective  CV.  Many  CVs  fail  because 
they  provide  too  much  information,  rather  than  not  enough,  especially  in  recruit- 
ment situations.  Your  CV  should  be  as  brief  and  as  tightly  written  as  possible. 
While  acceptable  length  varies  with  the  age  and  experience  of  the  applicant,  one 
to  two  pages  is  the  general  rule.  If  you  need  more  space,  some  experts  recom- 
mend developing  two  CVs,  a brief  one  that  describes  the  essential  elements  of 
your  training,  experience,  and  capabilities,  and  a longer  version  that  elabor- 
ates on  these  elements  and  Includes  a bibliography. 

The  recommended  elements  of  a CV  include  your  name,  address,  and  telephone  number 
(home  and  office/hospital) , licensing  Information,  education,  practice  and  other 
professional  experience,  and  professorial  or  teaching  appointments.  You  might 
also  include  any  awards  and  honors,  professional  society  memberships  and  offices 
held,  personal  data,  and  a bibliography.  Your  CV  should  account  for  all  the 
time  since  completion  of  college.  The  information  does  not  have  to  be  detailed, 
but  it  should  be  apparent  that  you  have  been  engaged  in  productive,  career- 
related  activities  throughout  the  years.  Your  CV  should  not  be  cluttered  with 
part-time  jobs,  however,  unless  they  are  directly  related  to  your  profession. 

When  to  update: 

Your  CV  should  be  completely  updated  when  something  in  your  career  changes,  ie, 
when  you  move  or  obtain  a new  position,  publish  additional  books  or  papers, 
or  complete  additional  postgraduate  work.  These  entries  should  not  be  made 
in  handwriting. 
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PHYSICIAN  WANTED  TO  COVER  NIGHTS, 
WEEKENDS,  AND  HOLIDAYS 

INSTITUTE  OF  MENTAL  HEALTH 

A 300-bed  psychiatric  hospital  in  Cranston  is  seeking  physicians  who 
are  willing  to  work  during  off-hours  to  perform  admissions  of  psychiat- 
ric patients  and  respond  to  medical  and  psychiatric  emergencies.  The 
duties  are  similar  to  those  for  a house  medical  officer. 

The  physician  will  work  in  collaboration  with  a qualified  psychiatrist  on 
administrative  call. 

69  hours/month 

Salary:  $270/night 

Excellent  sleeping  quarters 

Call  the  Medical  Director  at  464-2458 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 

• 24  Hour  Slat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a ‘Wet’  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Eerritins,  Hemoglobin  Ac  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bi:  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 

CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 

Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CRANS  rON  STRHin , GRANS  ION,  RI  02920 

943-1211 

RI  TOLL  FREE  1-800-942-1011 
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Dx:  recurrent 


herpes  lobialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 


HeBPecin-L^ 


“HERPECIN-L5.  . . a conservative  approach 
with  tow  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc..  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK.  N.Y. 
10150 


In  Rhode  Island,  HERPECIN-L  is  available  at  all  Brooks, 
CVS  Drug  Stores  and  other  select  pharmacies. 


THE  LARGEST  PROVIDERS  OF  NURSING 
PERSONNEL  IN  RHODE  ISLAND? 


• We  have  one  of  the  largest  statewide  staffs  of  registered  and  licensed  practical  nurses  available  in 
Rhode  Island. 

• Our  Social  Service  and  Nursing  Departments  work,  around  the  clock,  everyday,  to  meet  specific  patient 
needs. 

• Most  major  hospitals  and  extended  care  facilities  rely  on  us  for  their  supplemental  staffing  needs. 

• More  physicians  than  ever  before  are  recommending  our  Agency  with  confidence  to  patients  who  need 
PRIVATE  DUTY  NURSING  CARE  in  the  hospital,  home  or  nursing  home. 


Providing: 

Registered  Nurses 
Licensed  Practical  Nurses 
Nursing  Assistants  and  Orderlies 
Homemakers  — Home  Health  Aides 


The  Friendly  Health  Care  Professionals 


When  Private  Duty  Nursing  Care  is  needed  call 

L M Nursing  Services  Inc. 

Providence  401-751-2440  Pawtucket  401-728-9898 


24  HOURS  A DAY  7 DAYS  A WEEK 
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PERFECT 

MAKES 

PRACnCE. 


Operating  or  starting  a successful  med- 
ical practice  is  demanding.  It  demands 
perfection.  The  perfect  location.  The  per- 
fect environment.  The  perfect  image.  The 
perfect  resources. 

The  Garden  City  Medical  Park  has  it 
all  at  the  perfect  price,  and  within  15 
minutes  of  most  major  hospitals  in 
Rhode  Island. 

Our  spacious  condominium  suites 
have  been  specifically  designed  and  built 
for  the  practice  of  medicine  and  related 
specialties  and  technical  services. 


Emergency,  pharmaceutical 
and  laboratory  facilities  are 
among  the  core  of  conveniences 
physician,  staff  and  patient  enjoy 
m this  pleasant,  park-like  setting. 

And,  because  it's  a condomin- 
ium, you're  investing  in  your 
practice,  your  future  and  the 
control  of  your  own  environment. 

Call  today  for  a free 
brochure  detailing  this  unique 
medical  park  and  typical 
suites  still  available. 


GARDEN 

CITY 


MEDICAL 

PARK 


1 150  Reservoir  Avenue  ' * Cranston,  Rhode  Island 

Developed  and  Marketed  by:  The  Downing  Corporation, 

200  Dyer  Street,  Providence,  RI  02903,  Telephone  401-273-8000 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  tor  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  board  certified  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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Helping  hands:  Sister  Beverly  Furtado,  a Catholic  chaplain  at  Rhode  Island  Hospital,  comforts  a patient.  See  page  103. 
Photograph  courtesy  of  Rhode  Island  Hospital. 
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...Parsons  Medical  Center!  If  not,  he  Should  be! 

Are  you  a physician  contemplating  a move  or  opening  up  a practice  in  the 
near  future?  Consider  Parsons  Medical  Center.  Currently  under  construc- 
tion, this  ultra-modern  facility  will  feature  1 ,000  to  8,000  square  foot  office 
space  designed  for  tenants  engaged  in  the  medical  profession. 

While  under  construction  you  have  an  opportunity  to  request  modifica- 
tions to  meet  your  special  needs  and  negotiate  highly  favorable  terms  and 
arrangements  that  will  not  be  available  once  completed. 

Naturally  a decision  of  this  magnitude  is  not  made  without  a great  deal  of 
investigation  and  review.  We  invite  your  inquiry  and  look  forward  to 
showing  you  this  building  on  the  corner  of  Plain  and  Crary  Streets  in 
Providence  near  Women  and  Infants  Hospital  and  Rhode  Island  Hospital. 

Parsons^Medical 
Center 

861-5656  or  272-0500 
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EDITORIAL 


Religion  and  Medicine 


Today’s  hospitals  jjrovide  medical  care  for  the 
very  ill,  activities  which  are  largely  designed  and 
furnished  by  physicians;  hut  there  was  a time 
when  hospitals  were  j)laces  solely  of  retreat  and 
shelter,  run  by  religious  orders  for  the  beueht  of 
the  disabled  and  dying.  Indeed,  to  this  day,  many 
of  our  hospitals  are  still  managed  by  religious 
denominations  seeking  the  common  ground  of 
secidar  and  spiritual  jjurpose.  Clearly,  both 
professionals,  medicine  and  clergy,  are  in  the 
business  of  caring  for  distressed  persons.  Jnst  as 
today’s  intensive  care  unit  physician  is  substan- 
tially removed  from  the  barber-surgeon  of  the 
fourteenth  century,  so  too  is  today’s  hospital 
chaplain  a marked  departure  from  his  medieval 
predecessor. 

rihs  issue  of  the  Rhode  Island  Medical  Journal 
examines  the  current  role  of  religion  in  the  care 
of  the  sick  individual,  offering  four  essays  which 
explore  the  hospital  chaplaincy  program  in  Rhode 
Island,  the  role  of  the  clergy  in  addressing  ethical 
dilemmas  in  medicine,  the  clergy  in  homes  for 
the  aged,  and  hnally  incjuiry  as  to  whether  reli- 
gion may  participate  in  the  education  of  the  ])hy- 
sician. 

Interfaith  Healthcare  Ministries,  Rhode  Is- 
land’s clinical  pastoral  education  facility,  was  be- 
gun in  1974  as  an  enterprise  for  reconciling  the 
differing  perceptions  of  illness  held  by  the  hos- 
pital physician  and  the  hospital  chaplain,  as  well 
as  for  the  purpose  of  establishing  an  accredited 
educational  program  for  the  training  of  future 
hospital  chaplains.  Interfaith  has  now  trained 
many  hundreds  of  individual  pastors  of  various 
faiths  for  service  in  hospitals,  nursing  homes,  and 
other  settings  where  they  may  liring  to  patients, 
“ . . . an  awareness  of  personal  worth  and  dignity 
. . . and  to  enable  those  in  the  crisis  of  illness  to 
discover  their  personal  and  spiritual  strengths.” 
These  chaplains  in  training,  coming  from  par- 
ishes in  the  United  States,  Europe,  Africa,  and 
Asia,  undertook  more  than  30,000  hospital  pa- 
tient visits  in  the  greater  Providence  area  during 
1985.  Physicians  from  the  Brown  University  Pro- 
gram in  Medicine,  as  well  as  from  the  practicing 
community,  have  participated  actively  in  the 
classroom  training  of  these  chaplains.  Interfaith 
clergy  representing  all  faiths  have  taught  Brown 


medical  students  and  house  staff  in  the  ethical 
dimensions  of  human  disease.  The  pa])er  written 
by  Sister  Dorothy  Cotterell  and  the  Reverend 
William  Nisi  examines  the  background  and  pnr- 
jjoses  of  Interfaith  Health  Care  Ministries  and 
its  activities  in  the  eight  hosjhlals  of  the  Brown 
University  medical  school  consortium. 

The  Reverend  David  Ames,  Episcoj:)al  Chap- 
lain to  Brown  Lhiiversity  and  the  Rhode  Island 
School  of  Design,  is  a member  of  the  Research 
and  Human  Rights  Ciommittee  as  well  as  the 
Bioethics  Committee  at  Women  & Infants’  Hos- 
pital and  is  active  in  the  Human  Values  and  Eth- 
ics Program  in  the  Brown  University  medical 
school.  His  paper  exjjlores  yet  another  dimen- 
sion of  chaplaincy  purpose,  namely,  as  a provider 
of  s{)iritnal  perspective  in  addressing  the  ever- 
increasing  numbers  of  ethical  dilemmas  of  clin- 
ical medicine. 

We  are  reminded  that  the  nursing  homes  of 
Rhode  Island  give  shelter  to  three  times  as  many 
disabled  individuals  as  do  the  state’s  hospitals  and 
here  too  the  ministering  cha])laincy  has  an  im- 
portant role  to  fulhll.  Rabbis  Cutterman  and  Sil- 
verman talk  sensitively  of  the  many  jjroblems 
addressed  by  visiting  clergy  in  the  nursing  lunnes 
and  the  homes  for  the  elderly. 

The  Reverend  Daniel  Burke,  who  was  for  many 
years  chaplain  to  the  University  of  Michigan 
Medical  School,  talks  of  the  role  of  clergy  as 
“.  . . interpreter  or  reminder  of  things  like  as- 
piration, fear,  obligation,  guilt,  commitment,  and 
alienation  as  well  as  the  celebrated  trilogy  of  faith, 
hope,  and  love  are  ever  lurking  on  the  scene  with 
every  bit  as  much  j)ower  to  sicken  or  heal  as  any 
trauma,  micro-organism,  or  neojilasm,  any  blade, 
laser,  or  cytotoxin.”  He  deplores  the  liturgy  which 
states,  “We  have  the  word,  you  listen,”  and  sug- 
gests, alternatively,  as  do  all  the  essayists,  that 
“we  listen.” 

The  words  in  these  essays  are  worth  listening 
to.  The  editors  of  the  journal  would  welcome 
letters  from  the  readers  expressing  their  views 
on  the  contents  of  this  issue. 


Stanley  M.  Aronson,  Ml) 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  * by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  ot  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 
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Confidentiality  of  Medical  Records: 
Good  News  and  Bad  News 


Two  recent  decisions  by  the  Rhode  Island  Su- 
preme Court  provide  ns  with  both  good  and  had 
news  regarding  medical  records. 

First  tlie  had  news.  In  1972  a Robert  Bartlett 
was  riding  a motorcycle  and  collided  with  a car 
driven  by  one  William  Danti.  Mr.  Danti  had  a 
history  of  a previous  head  injury  and  resultant 
partial  disability.  Bartlett  recpiested  the  medical 
records  of  Danti.  These  records  were  protected 
by  Rhode  Island  statute  regarding  confidentiality 
of  medical  records,  which  stated  that  such  rec- 
ords could  not  he  produced  without  the  patient’s 
permission.  The  Supreme  Court  decided,  how- 
ever, that  this  section  of  the  law  was  unconsti- 
tutional. Fhus,  individual  medical  records  are 
now  subject  to  subpoena  if  they  are  j^ertinent  to 
litigation. 

'I'his  is  had  policy.  Traditionally,  the  doctor  is 
bound  to  a code  of  silence  concerning  what  he 
or  she  learns  during  the  relationship  with  the 
patient.  This  tradition  is  thousands  of  years  old, 
having  started  with  Hippocrates.  It  is  so  in- 
grained in  our  medical  practice  that  it  is  not  ques- 
tioned by  either  the  doctor  or  the  patient.  The 
patient  fully  expects  complete  confidentiality,  and 
successful  treatment  often  hinges  on  information 
divulged  with  that  expectation.  Traditionally  the 
lawyer-client  relationship  and  the  priest-pa- 
rishioner relationship  have  been  considered  sac- 
rosanct along  with  the  doctor-patient  relationship. 
Now  the  demands  of  “justice”  have  eroded  that 
once  solid  and  impregnable  heritage.  I submit 
that  the  doctor-patient  conhdentiality  has  at  least 
as  long  as,  if  not  a longer,  history  than  that  of 
the  lawyer  or  priest.  It  is  at  least  as  vital  to  the 
welfare  of  the  individual  as  the  others.  If  “justice” 
demands  the  breach  of  medical  conhdentiality. 


Herbert  Rakatansky,  MD 


then  the  other  prixileged  communications  should 
be  breached  also.  Why  is  one  more  or  less  im- 
portant than  another? 

I suspect  that  very  few,  if  any,  patients  realize 
what  has  happenecl.  They  continue  to  assume 
that  whatever  they  tell  the  physician  is  conhden- 
tial.  d he  problem  is  particularly  acute  for  psy- 
chiatrists, who,  if  they  are  not  to  risk  revelation 
of  their  j^atient’s  intimate  disclosures,  must  have 
a prodigious,  if  not  j)hotographic,  memory.  RIMS 
will  wot  k with  its  attorneys  to  hnd  a remedy  for 
this  unfortunate  situation. 

Now  for  the  good  news.  In  April  1978,  Charles 
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(lofoiic  was  admitted  to  VVcsteily  Hospital  with 
a postopeiative  iiircctioii.  Two  years  latei  he  sued 
the  hospit.il  and  re(|uested  that  the  records  of 
the  iidectioii  eoutiol  committee  l)e  made  avail- 
able. The  iidection  eoutiol  committee  is  a peer 
review  committee  under  Rhode  Island  law.  As 
such,  its  records  are  protected  from  discovery 
and  they  may  not  he  used  in  evidence  in  a trial 
excejit  in  the  case  of  litigation  arising  out  of  sanc- 
tions imjiosed  on  a physician.  However,  in 
the  trial  judge  ruled  that  the  hosjiital  must  jiro- 
dnee  the  records.  The  hospital  appealed  this  de- 
cision to  the  Rhode  Island  Sujireme  Court.  The 
Rhode  Island  Medical  Society  filed  a brief  with 
the  court  snjiporting  the  Westerly  Hospital  po- 
sition. On  )annary  25,  1986,  attorney  Mark  Man- 
dell  filed  a hi  ief  stating  that  he  represented  many 
jiersons  who  would  be  affected  and  requested 
that  the  case  he  reopened  for  further  argument, 
f he  court  rendered  a ruling  on  February  6,  198b 
ruling  that  the  records  were  protected  under  the 
law  and  could  not  be  discovered.  The  court  also 
denied  attorney  Mandell’s  request  to  reopen  the 
case. 


•Successful  peer  review  dejiends  on  frank  and 
open  discussion  by  peeis.  If  the  recoids  of  such 
discussions  were  available  to  the  patients,  it  is 
doubtful  that  there  would  be  any  significant  ]ieer 
review  at  all.  Unfortunately,  this  fact  of  life  is  not 
appreciated  by  everyone.  Fhe  Rhode  Island  leg- 
islature, however,  realized  this  when  the  law  was 
passed,  and  the  Supreme  (iourt  has  now  iqiheld 
this  doctrine. 

I he  Rhode  Island  Medical  .Society  is  in  favor 
of  strong  peer  review.  y\ccountability  to  the  pub- 
lic is  ajijiropriate  when  .sanctions  are  taken  against 
a doctor.  In  fact,  the  law  reijuires  a report  to  the 
Board  of  Medical  Review  whenever  a hospital 
reduces  a doctoi ’s  jirivileges  for  clinical  reasons. 
The  Board  is  resjionsive  to  the  public,  and  all  of 
its  final  decisions  are  public.  The  interactive 
process  of  constant  education  is  essential  to  the 
practice  of  inedicine.  Fo  inhibit  it  would  be  det- 
rimental to  the  jiatient  and  the  j:>ublic. 

The  legislature  anti  the  coui  ts  realize  this,  and 
we  aj)])laud  their  wisdom. 


There  must  be  a good  reason  why 

we’ve  beeome  the 
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A Role  for  Religion  in  the 
Education  of  Physicians? 

Role  of  the  Clergy  Seen  as  Interpreter  of  Emotions  Such  as  Aspiration,  Fear, 


Obligation,  Guilt,  and  Commitment 


Daniel  Burke,  BA,  MDiv 


My  Webster’s  Unabridged  Dictionary,  the  one  which 
can  get  me  into  a siege  of  low  back  difficulty  if 
I am  not  careful  how  I lift  and  move  it,  still  insists 
on  beginning  its  dehnitions  by  tracing  back  the 
language  roots  of  a word.  Thus  it  is  that  medi- 
cine, from  the  Latin  medicina,  is  hrst  described  as 
the  healing  art  before  further  explanation  goes 
on  to  speak  of  it  as  a “science  and  art”  for  di- 
agnosing, treating,  curing,  and  preventing  dis- 
ease; relieving  pain;  and  preserving  health. 

In  this  same  vein  religion  is  noted  as  also  being 
from  the  Latin  religare,  which  means  to  bind  back, 
rhere  is  mention,  too,  of  the  related  noun,  religio, 
which  has  to  do  with  piety,  scrupulousness,  and 
conscientiousness. 

What  role  could  the  activity  of  binding  back 
humans  in  the  interest  of  piety,  scrupulosity,  and 
conscience  have  to  to  with  the  art  and  science  of 
healing?  It  seems  to  me  that  the  role  here  is  the 
same  as  that  vis-a-vis  the  art  of  governing  or  pol- 
itics, the  same  role  as  that  assumed  by  religion 
vis-a-vis  any  human  art,  or  science  for  that  mat- 
ter. In  its  loyalty  or  devotion  to  God  (piety)  and 
to  the  singularly  human  trait  of  evaluation,  re- 
ligion binds  people  back  from  the  presumptions 
of  dehnitiveness. 

I realize  I have  to  qualify  this  and  say  religion, 
when  it  is  at  its  best,  does  this.  The  unfortunate 
fact  is  that  some  religionists  (like  some  non-re- 
ligionists) have  absolutized  their  concerns  and 


The  Rev.  Daniel  Burke,  BA,  MDiv,  is  Rector  of  St. 
Martin’s  Episcopal  Church,  Providence,  Rhode  Island, 
and  has  been  a frequent  guest  lecturer  at  the  Brown 
University  Program  in  Medicine. 


conclusions  and  then  compounded  the  error  by 
trying  to  imperialize  others  with  their  claims.  But 
this  shoidd  not  blind  us  to  the  importance  of  the 
insight  which  arose  historically  from  the  soil  of 
biblical  religion.  It  is  the  insight  embedded  in- 
delibly in  the  annals  of  human  beings  in  the  leg- 
ends of  those  hrst  eleven  chapters  of  Genesis. 
We  are  not  to  make  the  mistake  of  regarding 
ourselves,  singularly  or  in  the  aggregate,  as  the 
measure  of  all  things.  In  fact,  the  point  is  pressed 
home  with  an  ominous  warning.  It  is  a deadly 
mistake  for  us  so  to  construe  ourselves. 

The  fact  this  admonition  is  observed  in  the 
breach  more  essentially  than  in  the  observance 
does  nothing  to  dispel  its  accuracy  as  the  all-too- 
lethal  history  of  the  race  discloses.  No  doubt  this 
is  why  there  is  such  an  enterprise  as  religion. 
Somew  here,  some  w^ay,  someone  has  to  keep  call- 
ing our  attention  to  the  thought  that  we  are  not 
ourselves  and  do  not  possess  the  dehnitive  word 
about  reality  up  to  and  including  the  dehnitive 
word  about  what  is  right  or  wrong  in  it. 

There  is  a great  hue  and  cry  around  these  days 
about  or  against  something  which  is  identihed  as 
secular  humanism.  It  comes  most  noticeably  from 
some  quarters  of  religion.  Insofar  as  it  represents 
an  effort  to  remind  us  that  we  are  not  the  hnal 
arbiters  of  reality,  I can  hardly  argue  with  it  as 
my  remarks  w^ould  indicate.  Unfortunately,  how'- 
ever,  it  moves  beyond  the  bounds  of  legitimate 
criticism  and  becomes  a parody  of  itself  by  mov- 
ing to  shut  down  even  open-minded  forms  of 
inquiry  in  the  name  of  God.  T here  are  some 
paradoxes,  as  I am  attempting  to  point  out,  that 
we  have  to  accept;  that  is  not  one  of  them. 

The  din  created  by  this  often  misguided  zeal 
ignores  or  threatens  to  drown  out  a more  pro- 
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lomul  rciili/alion.  The  Bil)lc  sets  lortli  ils  own 
brand  of  humanism  \vlii(  h is  as  f ai  -i  ca(  liing  and 
( clcl)ral()i  y of  Innnan  |)o\vci  sand  polcnlial  as  we 
could  possibly  imagine.  Beginning  in  the  familiar 
creation  sloiy  ((lenesis  l:2()lf),  picked  up  by  the 
|)salmist  (I’salm  8:Hff),  and  iej)eated  in  the  New 
lestament  in  the  Lettei  to  the  llebrews  (2:Hff) 
the  Bible  contends  that  what  we  are  is  of  tlie  stuf  f 
of  (iod  e\en  if  not  the  entiiety.  What  this  means 
is  that  dominion  in  respect  to  the  wot  ks  of  c te- 
ation  is  given  o\  ei  to  us.  We  at  e e\j)ec  ted,  indeed 
enjoined,  to  know  it,  to  snhclne  it,  and  make  it 
serve  onr  put  poses.  Wliat  is  more,  this  delegation 
of  powet  is  declared  to  he  a vety  good  tiling. 
Knowledge  is,  as  the  academic  dogma  has  it,  a 
good  thing.  It  seems  hard  to  imagine  a mote 
complete  endorsement  than  this  foi  the  human 
etiterjH'ise. 

All  of  which  might  prompt  us  to  ask  — which 
side  of  the  story  is  ti  ne?  d'he  answer  is  both.  What 
the  Bible  and  biblical  leligion  (at  is  best)  is  Irving 
to  say,  I believe,  is  that  human  existence  is  too 
conijilex  a matter  to  he  summed  up  in  one  clause. 

When  Jesus  was  asked  what  was  the  great  com- 
mauchuetU  in  the  law,  the  one  ujion  which  all 
the  rest  depended,  he  gave  a very  ititeresting 
answer.  He  said  there  were  two  and,  in  fact,  the 
second  of  the  two  has  two  parts.  His  answer  was 
the  stringing  together  of  two  ancient  Israelite 
orclitiances:  ( 1 ) “.  . . you  shall  love  the  Lord  your 
(iocl  with  all  ycjur  heart,  and  with  all  your  soul, 
and  with  all  your  might.”  (Deuteronomy  (L5); 
and  (2)  “.  . . you  shall  love  your  neighbor  as  your- 
self. . .”  (Le\iticus  19:18).  Like  human  existence 
itself,  the  moral  life  is  too  complex  a matter  to 
he  boiled  down  tev  one  directive.  Lo\ing  or,  we 
might  say,  paying  attention  to  Ciod  has  only  a 
most  limited,  or  perhaps  even  no  meaning  as  a 
thing  in  itself.  It  finds  its  meaning  or  expression 
in  paying  attention  to  or  caring  for  one’s  neigh- 
bor, which  in  turn  is  intimately  hound  up  with, 
of  all  things,  regard  for  oneself.  Bihlicallv  speak- 
ing, you  have  not  hnished  the  business  of  dealing 
with  (iocl  until  you  have  dealt  with  the  human. 
And  you  have  not  dealt  fcdly  with  the  human 
side  of  the  story  until  you  afhiin  the  other  as 
surely  as  you  do  yourself  . 

The  picture  drawn  by  the  biblical  narrative  of 
the  core  of  moral  life  and  of  all  life  is  one  of 
strange  paradoxes  or,  we  might  better  say,  of 
unyielding  complimentarity.  On  the  one  hand  an 
interdiction  of  absolute  knowledge,  on  the  other 
an  invitation  to  pursue  all  knowledge.  A piety 
which  insists  its  reverence  for  God  cannot  he  di- 


vorced from  a like  regaicl  for  others  and  self. 

What  does  all  this  have  to  do  with,  or  where 
does  this  all  come  down  in  teiins  of  the  clinical 
situation,  or  of  the  laboratory  for  that  matter? 

1 hese  are  the  |)ayoff  (|iiestions  c>f  medical  edu- 
cation, researc  h,  and  juactice,  and  they  ate  em- 
inently fail  ones  for  medic  ine  to  ask  of  religion. 
.Since  there  is  little,  if  anything,  leligion  can  add 
to  the  pools  of  contemporai  y biomedic  al  science 
and  technology,  the  contribution  has  to  he  in  the 
mattei  of  apinoach  and  in  matters  of  value. 

The  first  aj)|)lication  then  is  the  admonition 
first  received  — lesist  all  claims  on  final  truth, 
hegimiing  with  your  own.  On  closet  inspection 
even  the  imperium  of  (loci  is  visible  as  a big  give- 
away. Be  content  with  successive  ajtproximations 
and  helj)  others  to  he  cot  'ent  witli  them,  too. 

Does  this  sound  like  too  much  of  a truism? 

fhen  why,  in  matters  of  life  and  death  from 
neonatology  to  thanatology,  are  we  so  hung  up 
waiting  for  a definition  of  “jjerson”  or  “human” 
which  is  never  going  to  arrive?  I his  does  not 
mean  we  should  nevei  atteiujjt  any  definitions. 
It  does  mean  we  have  to  make  do  with  the  best 
we  can  do  and  stoji  holding  ourselves,  esjiecially 
the  suffering  and  lost  causes  among  ourselves, 
hostage  to  a presumptuous  fantasy.  It  is  at  least 
as  much  in  the  ajiproach  as  in  any  definitions  the 
“answer”  is  to  be  found. 

Then,  too,  there  are  lots  of  little  ways  in  which 
each  of  us,  esjiecially  when  we  have  paid  our  dues 
and  are  considered  exjiert  at  something,  can  re- 
gard ourselves  as  possessing  the  last  word.  They 
may  he  little  ways  of  presuming  too  much,  hut 
they  can  and  do  add  uji  to  great  damage.  Lhe 
jirohlem  with  idolatry,  which  is  one  of  the  biblical 
ways  of  describing  this  behavior,  is  not  so  much 
that  it  offends  God  as  that  it  distorts  us.  That 
distortion  of  us  is  more  likely  what  is  offensive 
to  God. 

Secondly,  and  this  follows  from  the  paradox 
or  comjilimeutarity  of  life  ncjted  above,  religion, 
it  seems  to  me,  should  he  an  encouragement  to 
medicine  to  go  for  the  knowledge  its  science  seeks 
as  well  as  a reminder  that  it  is  also  and  evermore 
will  he  an  art.  There  is  a kind  of  disdain  for  scjft 
data  in  ccjntempcjrary  medicine  which  is  or  can 
he  injurious  not  only  to  the  patients  hut  to  the 
profession  as  well.  We  may  not  agree  on  the  use 
of  language  such  as  image  of  God  or  children  of 
God  when  it  comes  to  describing  human  beings, 
hut  what  we  are  dealing  with  is  not  mere  j^ro- 
toplasm,  the  gallbladder  in  the  third  bed.  It  is 
usefid  to  remember  that  language  is  used  with 
greatest  obscurity  and  data  are  often  the  softest 


108 


Rhode  Island  Medical  Journal 


in  aieas  vvliich  are  of  the  greatest  ini])ortance  to 
us.  H.  Boone  Porter,  a clergy  colleague  of  mine, 
put  it  this  way: 

111  tlie  market  place,  when  one  wants  to  he  exact  about 
business  matters,  one  resorts  to  matliematics.  In  tlie  tem- 
ple, on  the  other  hand,  when  one  wants  to  he  very  exact 
about  spiritual  matters,  one  resorts  to  |rarahles,  ceremony, 
music,  and  other  arts  . . . The  language  of  religion  has  to 
do  with  what  is  always  some  extent  beyond  us,  something 
we  are  reaching  for,  grasping  for  — and  also  what  is 
reaching  and  reaching  for  us  from  a realm  outside  our- 
selves. 

About  spiritual  matters  another  colleague,  Wil- 
liam Rankin,  said  even  more  succinctly,  “ lO  speak 
of  the  human  spirit,  however,  rec|uires  the  use 
of  the  language  of  inference  and  poetry  more 
than  of  quantity  and  measurement,” 

We  of  the  clergy  are  accustomed  to  this  use  of 
language  and  to  dealing  with  soft  data,  ft  can  be 
very  frustrating  in  an  epoch  smitten  with  the  em- 
pirical, but  the  darn  stuff  just  won’t  go  away. 
Because  the  problem  will  not  go  away,  we  will  be 
available  either  as  interpreter  or  reminder  that 
things  like  aspiration,  fear,  obligation,  guilt,  com- 
mitment, and  alienation  as  well  as  the  celebrated 
trilogy  of  faith,  hope,  and  love  are  ever  lurking 
on  the  scene  with  every  bit  as  much  power  to 
sicken  or  heal  us  as  any  trauma,  micro-organism, 
or  neoplasm,  any  blade,  laser,  or  cytotoxin.  Phy- 
sicians must  factor  these  things  of  the  human 
spirit  and  the  value  people  attach  to  them  into 
the  regimen  lest  they  betray  not  only  the  art  of 
their  jDrofession,  but  also  the  patients  who  com- 
mit themselves  to  their  care.  But  in  the  meantime 
and  by  all  means  let  us  plunge  on  with  equal  parts 
of  diligence  and  ethical  concern  in  the  business 
of  reconnoitering  the  kingdoms  of  \ irus  or  pro- 
tein, and  unraveling  the  mysteries  of  brain  bio- 
chemistry and  the  genetic  code. 

Lastly,  and  again  in  the  matter  of  dealing  with 
the  neighbor  as  oneself,  it  may  be  that  medicine 
can  learn  something  from  the  mistakes  of  reli- 
gion. Although  we  lead  the  ceremonial  and  pro- 
pound the  poetry  and  directives  which  are  aimed 
at  disclosing  meaning  and  giving  coherence  to 
life,  we  do  not  always  obey  the  motions  our  pro- 
nouncements are  intended  to  establish. 

riiere  is  something  indelibly  democratic  about 
the  biblical  exposition  of  life.  Everyone  is  equi- 
distant before  and  ecjually,  not  to  say  infinitely, 
valued  by  Ciod.  By  extension  this  applies  also  to 
any  age;  all  are  equally  arranged  and  prized,  all 
equally  redolent  of  potential  and  failure,  ft  ill 
behooves  an  age  such  as  ours,  for  instance,  which 
threatens  the  world  with  nuclear  obliteration  to 
look  or  speak  with  scorn  of  any  dark  age  of  the 


j)ast.  What  this  means  is  that  our  worth  or,  as 
Rankin  puts  it,  oin  dignity  is  iidierent;  it  is  just 
because  we  exist,  not  because  of  any  “good”  rea- 
sons that  we  are  affirmed  and  afhrmable.  (iod’s 
being  no  respector  of  peisons  is  the  active  norm 
in  history  against  whicli  all  our  schemes  of  prior- 
ity may  be  brought  to  naught.  Phis  may  not  he 
a very  efficient  way  to  run  a universe  and  effi- 
ciency has  its  jilace,  but  it  is  somewhere  behind 
fairness,  especially  when  the  tincture  which  colors 
everything  is  mercy. 

We  should  resist  the  impidse,  the  temptation 
to  answer  for  another.  (Communication  means 
holding  in  common;  responsibility  means  ability 
to  resjjond.  We  hold  in  common  as  human  beings, 
whatever  our  station,  the  ability  to  resjjond  for 
ourselves  until  and  unless  it  is  drummed  out  of 
us.  Even  then  it  remains  as  a potential. 

d he  sick  and  the  suf  fering,  I well  realize,  often 
want  to  be  relieved  of  this  essential  liberty  which 
illness  has  a way  of  converting  to  a burden.  No 
profession  is  more  likely  than  medicine  to  receive 
the  proxy  implied  in  the  (juestion,  “What  would 
you  do,  doctor?”  It  is  fair  enough,  in  dire  cir- 
cumstances, to  move  to  relieve  the  burden  of 
others  by  giving  an  answer  or  making  response 
for  them.  But  it  is  also  very  dangerous  water,  full 
of  the  shoals  of  selves  groping  continualh  with 
the  problem  of  control.  Ehe  decision  to  allow 
another,  even  the  expert,  to  be  in  charge  is  more 
a moment-to-moment  than  a permanent  deci- 
sion. That  is  just  as  it  should  be  and  even  a sign 
of  health,  although  it  can  be  ten  ibly  difhcult  to 
deal  with  as  the  dreadfid  siege  of  malpratice 
claims  discloses.  Sickness  may  reduce  us  to  de- 
pendence, but  cure  or  even  coping  means  mov- 
ing back,  in  the  best  of  all  worlds,  toward  a 
situation  of  interdejjendence  — “.  . . you  shall 
love  your  neighbor  as  yourself  .” 

I realize  f have  restricted  religion  in  this  essay 
to  that  which  is  identihed  as  bil)lical.  Even  here 
there  are  so  many  strains  and  nuances  that  one 
claims  representati\e  status  only  at  great  peril. 
But  is  is  my  religious  frame  of  reference  and 
therefore  the  only  one  I could  possibly  speak  of 
with  any  authenticity. 

Though  it  has  been  abused  by  friend  and  foe 
alike,  its  incredible  durability  suggests  that  its  in- 
sights can  stand  the  test  of  time  and  repay  the 
effort  to  hnd  and  rehne  them  in  every  age.  Since 
one  of  its  chief  concerns  is  healing  in  every  di- 
mension of  the  meaning  of  the  word,  it  woidd 
seem  to  have  some  place  even  if  only  adjunct  or, 
better,  adjuvant  to  the  art  and  science  of  medi- 
cine. i 
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Chaplaincy  in  Today’s  Hospitals 


Interfaith  Health  Care  Ministries  Is  Dedicated  to  Providing  Chaplaincy 
Services  to  Patients  in  Brown-Affiliated  Hospitals 


Dorothy  Cotterell,  MDiv 
William  F.  Nisi,  ThM 


Suddenly  it  seemed  quiet  in  the  hospital  room. 
J.  looked  around,  but  his  eyes  kept  coming  back 
to  the  wires  connected  to  his  chest.  “How  many 
hours  ago  was  it,”  he  thought,  “that  the  chest 
pains  came?”  That  awful  moment  when  he  knew 
something  was  wrong,  but  hoped  it  would  go 
away.  It  did  not.  He  thought  about  how  fright- 
ened his  wife  was.  He  wished  she  were  here,  but 
she  had  to  go  back  and  take  care  of  their  two 
boys.  It  was  like  a blur,  like  watching  himself  on 
T\'  — the  ride  in  the  ambulance,  the  people  who 
rushed  at  him  in  the  emergency  room,  “tiod,  am 
I going  to  die,  why  me?”  he  thought.  He  remem- 
bered the  doctor  when  he  hnally  said,  “We’re 
going  to  admit  your  for  tests.  Don’t  worry.  Try 
to  relax.”  He  remembered  his  wife’s  worried  face. 
“How  could  this  happen,”  he  thought,  “I’m  only 
44.” 

“Hello,  }.,  may  I come  in?”  The  voice  broke 
through  his  thoughts.  “Sure,”  he  replied.  “I’m 
S.J.,  a chaplain  here  at  the  hospital.”  I’hey  shook 
hands  as  the  chaplain  pulled  up  a chair  and  sat 
down.  “How  are  you  doing,”  the  chaplain  asked. 
“Okay,”  J.  replied.  “It  must  have  been  fright- 
ening for  you,”  the  chaplain  said.  Fears  surfaced 
as  J.  tried  to  respond.  The  chaplain  touched  his 
hand,  and  J.  began  to  talk  about  his  feelings  and 
fears,  began  telling  his  story  of  the  previous  hours. 

For  those  of  us  who  work  in  hospitals,  this  is 


Sister  Dorothy  Cotterell,  MDiv,  is  Associate  Director 
of  Pastoral  Care,  hiterfaith  Health  Care  Ministries, 
Providence,  Rhode  Island. 

The  Rev.  William  F.  Nisi,  ThM,  is  Director  of  Pastoral 
Care,  Interfaith  Health  Care  Ministries,  Providence, 
Rhode  Island. 


a familiar  scene.  For  those  of  us  who  face  trauma 
every  day,  it  is  difficult  to  keep  close  to  the  anx- 
iety and  the  fear  that  accompany  the  crisis  of 
illness.  1 he  threat  of  the  unknown,  the  loss  of  a 
familiar  environment,  the  absence  of  relation- 
ships, the  feeling  of  isolation  when  one  is  fright- 
ened and  fears  saying  it  out  loud. 

J.  felt  scared,  but  he  thought  he  needed  to 
reassure  his  family  that  he  was  all  right,  and  above 
all  that  he  was  maintaining  control  of  himself. 
'\'et  the  more  he  told  himself  to  relax,  the  more 
anxious  he  became.  It  was  into  this  highly  per- 
sonal and  emotionally  charged  setting  that  the 
chaplain  came.  Fhe  task  f or  the  chaplain  and  the 
relationship  off  ered  to  J.  was  unique.  The  chap- 
lain was  luit  in  a hurry  so  he  sat  clown.  Fhe  pri- 
mary concern  was  not  the  physical  treatment,  but 
helping  the  patient  verbalize  the  facts  and  the 
feelings  of  the  last  several  hours.  The  chajilain 
sat,  listened,  offered  siqjjjort,  but  no  pat  answers. 
Through  this  support  and  encouragement,  the 
chaplain  conveyed  acceptance  — acceptance  of 
J.’s  feelings  and  concerns.  As  J.  talked,  he  began 
to  feel  better  as  he  realized  that  it  was  all  right 
to  feel  as  he  did.  More  important,  as  he  shared 
his  thoughts  and  feelings  they  seemed  not  so 
threatening.  In  fact,  he  began  to  feel  calmer.  J. 
experienced  a moment  of  caring. 

j.  was  in  the  hospital  for  two  weeks.  Tests  were 
carried  out  and  information  shared.  Fhere  was 
a blockage  to  be  treated,  and  J.  had  to  think  of 
changing  his  life  style,  a new  diet,  and  exercise. 
During  this  time  J.  talked  often  with  the  chaplain. 
Initially  he  expressed  his  anger  at  Ciod  for  doing 
this  to  him  and  his  anger  at  himself  for  smoking 
and  overeating.  He  discussed  his  underlying  fear 
that  this  would  happen  again  and  his  concern 
that  he  might  die  before  his  children  were  raised. 
As  time  went  on,  J.  was  able  to  forgive  himself 
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and  plan  foi  a new  Inlnrc.  He  was  al)le  lo  dis- 
cover (lod  as  a positive  resource  lor  liis  life  rather 
than  a distant  ciitical  jnclge.  ).  discovered  in  his 
illness  a new  |)erspective  ol  himseH  aticl  discox- 
erecl  inner  resoinces  that  would  he  a source  o( 
stretigth  to  him  as  he  moved  into  a dillerent 
Intuie.  The  clay  that  J.  left  the  hos])ital,  he  said 
to  the  c haplain,  “ I hank  yon.  \'oni  c aring  lor  me 
through  all  of  this  has  helped  me  more  than  yon 
will  ever  ktiow.” 

Iti  this  encounter  the  cliaplain  catne  as  a con- 
cerned listener,  as  a jjresence  lo  helj)  the  patient 
sort  throngh  the  feelings  and  emotions  associ- 
ated with  his  trauma.  The  jjatient’s  sj)iiit  was 
healed  as  he  made  j)eace  with  himself  and  found 
resources  to  cope  with  the  future. 

In  the  highly  technical  milieu  of  the  modern 
hosjiital  with  all  of  its  lesonrces  for  cine,  the 
chaj)lain  is  one  whose  main  function  is  to  jirovide 
care.  While  pastoral  care  involves  listening,  siijj- 
poiting,  helping,  and  healing,  it  is  more  than 
each  of  these  words  alone.  It  is  entering  intc^  the 
world  of  those  who  are  ill  and  forming  a rela- 
tionship with  them,  a relationship  which  is  de- 
termined to  stay  with  them  even  when  nothing 
can  be  done  to  cure  them.  In  the  highly  technical 
setting  of  the  modern  hospital,  the  chaplain  fa- 
cilitates the  powerful  resources  of  jtastoral  care 
and  of  the  religious  community  with  its  ritual  and 
tradition,  to  bring  dignity,  cpiality,  and  direction 
to  the  lives  of  the  patients. 

Describing  chaplaincy  and  pastoral  care  is  dif- 
hcult  because  it  deals  with  the  personal  and  spir- 
itual part  of  life  and  as  such  involves  words  and 
metaphors  that  are  foreign  to  the  scientific  world. 
Moreover,  chaplaincy  is  still  often  viewed  from 
the  traditional  mode,  ie,  sacramental  ministry, 
evangelization,  and  providing  someone  to  cheer 
up  the  ill.  For  those  persons,  chaplaincy  is  seen 
as  a frill  or  an  ancillary  service  when,  indeed, 
today’s  chaplain,  male  or  female,  is  a trained 
professional  and  an  integral  part  of  the  health 
care  team. 

Fortunately,  many  of  the  old  conceptual  har- 
riers between  religion  and  health  care  are  begin- 
ning to  crumble.  Fhere  is  perhaps  some  irony  in 
the  fact  that  the  economic  crisis  in  health  care 
delivery  has  challenged  health  care  providers  to 
seek  new  jjaradigms  for  envisioning  its  task: 

t he  new  paradigms  empliasize  health  (vis-a-vis  patliologv), 
systems  (vis-a-vis  specialties),  disease  as  process  (vis-a-vis  dis- 
ease as  entity),  patient  as  autonomous  (vis-a-vis  patient  as 
dependent),  protessional  as  therapeutic  partner  (vis-a-vis 
protessional  as  authoritv)  and  hody-mind-spirit  as  a unit  (vis- 
a-vis  body-mind-spirit  as  a treated  entitv.)' 


Fhe.se  new  ways  of  en\ isioning  the  health  caie 
t.isk  emphasize  the  |ierson  as  a whole  being  — 
physiial,  emotional,  spiritual.  1 bus,  treating  the 
patient  as  a whole  being  involves  and  inxites  col- 
lahoiation  between  all  the  disciplines  that  seek  to 
|)i()\ide  cate  and  sometimes  cure.  Ideally,  the 
piofessional  chaplain  is  ec|uipped  to  do  more, 
esj)ecially  with  the  emotional  and  spititual,  thus 
fac  ilitating  an  integration  of  care  and  when  jios- 
sible,  cure. 

While  the  health  care  team  may  at  times  have 
difficulty  envisioning  the  nde  of  the  chaj^lain  and 
the  role  of  religion  in  health  care,  it  is  also  true 
that  religion  has  had  difficulty  in  asserting  its 
nnic|ueness  in  a way  that  is  understood  and  re- 
spected b\  the  scientific  world.  \'et,  as  the  har- 
riers tend  to  crumhle  between  health  care  and 
religion,  there  are  some  limited  strides  being 
made  in  research.  While  more  needs  to  be  clone, 
some  studies  indicate  that  jjastoral  care  facilitates 
healing.-"^  Research  will  continue  to  focus  on  the 
healing  {process  and  the  interface  between  reli- 
gion ancl  health. 

The  Training  of  the  Chaplain 

As  in  other  health  care  cliscijjlines,  chajdaincy  in 
the  modern  hos])ital  recjuires  professional  train- 
ing. Interfaith  Health  Care  Ministries  (IHCM)  in 
Providence,  Rhcxle  Island  is  one  of  350  ac- 
credited centers  offering  clinical  pastoral  edu- 
cation (CiPE)  to  men  and  women  of  the  clergy 
ancl  c|ualified  lay  persons.^ 

Interfaith  was  founded  ten  years  ago  through 
the  initiation  and  coc^peration  of  the  Brown  Uni- 
versity Program  in  Medicine  ancl  seven  affiliated 
hospitals:  Emma  Penclletc:)n  Bradley  Hospital, 
Butler  Hospital,  Memorial  Hcjspital,  The  Miriam 
H ospital,  Roger  Williams  General  Hcjspital, 
Rhode  Island  Hc:>spital,  and  Wajmen  Sc  Infants’ 
Hospital;  the  Diocese  of  Providence,  the  Rhode 
Island  State  Council  of  Churches,  and  the  Bcjard 
of  Rabbis.  The  program  was  founded  to  prcjvide 
professionally  trained  chaplains  in  the  Brown  af- 
hliatecl  programs  and  to  enhance  the  quality  of 
pastoral  care  throughout  the  community.  More 
than  230  persons  have  received  training  at  In- 
terfaith during  the  past  ten  years,  and  most  of 
the  chaplains  in  Rhode  Island  institutions  have 
received  their  education  at  Interfaith.  IHCM  is 
knc3wn  both  nationally  and  internaticjnally  fcjr  its 
educational  excellence. 

Interfaith  is  accredited  by  the  Association  for 
Clinical  Pastoral  Education  (ACPE)  and  the  Na- 
tional Association  of  Cathc^lic  Chaplains  (NACC) 
to  provide  clinical  pastoral  education.  Clinical 
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pastoral  education  is  an  action/ielicctioii  model 
of  education.  I lie  tln  ust  ol  C'd’K  is  to  exjiose 
students  to  persons  in  crisis  (patients)  and  from 
the  experience  of  jiroviditig  jiastoral  care  (learn- 
ing by  doing),  to  hel])  the  students  understand 
the  dvnamics  in  themsehes  and  in  patients  and 
in  the  relationship  between  themsehes  and  pa- 
tients. The  student's  experiences  are  brought  to 
the  scrutiny  of  their  sujiervisors  and  jieers  for 
examination  and  reflection.  As  students  learn  to 
listen  more  perceptively  and  empathically,  they 
also  learn  to  helji  jiatients  at  ticidate  theii  dilem- 
mas more  openly  and  in  turn  help  them  to  dis- 
cover inner  resources  that  will  help  them  to  cope 
with  their  problems.  Although  the  jnimary  fbctis 
of  their  learning  is  on  providing  pastoral  care  to 
patients,  a jjarallel  to  the  patient  focus  is  to  in- 
crease the  sttidents’  awareness  of  themselves  both 
as  persons  and  as  ministers.  This  dimension  of 
(iPE,  while  demanding  and  challenging,  en- 
hances both  professional  growth  and  cjuality 
ministry,  and  minimizes  the  possibility  that  the 
chaplain  interns  will  inffict  their  needs  and  values 
on  patients.  CPE  is  an  intense  and  often  ex- 
hausting method  of  professional  training  btit,  be- 
cause effective  chaplaincy  is  so  jiersonal  and  so 
demanding,  it  must  be  so. 

In  Providence,  Rhode  Island,  the  amount  of 
services  provided  by  students  is  more  than  one 
might  expect  from  an  educational  endeavor.  Eor 
example,  during  a period  from  January  1 to  July 
31,  1985,  sttidetit  chajilains  recorded  15,418  vis- 
its. An  ongoing  cjuestion  for  supervisors  con- 
cerns the  quality  of  ])astoral  care  provided  by  otir 
chaplains.  While  we  have  no  hard  research  data 
on  the  question,  we  do  have  experience,  obser- 
vation, and  feedback,  namely,  that  the  inner  spirit 
of  the  patient  is  cared  for  and  moved  towaicl 
healing  when  there  has  been  pastoral  ministry 
from  a well-qualihed  chaplain. 

Pastoral  Care  and  the  Future 

Current  national  issties  and  trends  in  health  care 
challenge  the  role  and  function  of  the  hosj)ital 
chaplain  and  in  turn  impact  on  the  curricnlum 
for  CPE  training.  High  technology  is  creating 
complex  ethical  problems  for  physicians,  healtli 
care  professionals,  patients,  and  families.  In- 
creasingly, help  in  arriving  at  humane  and  just 
decisions  is  being  sought  from  religious  re- 
sources. As  a representative  of  the  faith  com- 
munity, training  of  persons  for  hospital  ministry 
must  include  this  important  dimension.  In  ad- 
dition to  being  involved  in  the  informed  decision- 


making process,  the  chaj)lain  must  be  available 
to  help  persons  li\e  with  the  results  of  decisions 
that  ha\e  been  made. 

Still  another  trend  is  the  movement  of  health 
care  from  the  hos|)ital  to  the  community,  fho- 
cedures  that  once  te(|uired  hosj^italization  are 
now  being  done  on  an  outpatient  basis.  Acute 
care  beds  at  e used  for  shorter  stays.  I here  are 
increasing  ntnnbers  of  j)atients  too  well  to  be  hos- 
pitalized, but  not  well  enough  to  resume  their 
normal  acti\  ities.  Ehe  training  of  chajtlains  today 
must  include  a commtinity  focus  intent  on  help- 
ing religious  groiq^s  discover  a new  j)artnership 
with  physicians  and  hospitals  in  jtrovicling  suji- 
])ort  and  sjiiritual  care  for  the  isolated  and  the 
liomeboimd.  As  hospital  stays  decrease,  long-term 
beds  are  needed  for  persons  with  chronic  and 
comj)licated  problems,  stich  as  the  elderly. 
Ecpiipping  chaplains  to  wot  k with  j^atients  and 
staff  in  specialized  long-term  treatment  centers 
rec|iiires  a unicjue  sensitivity  to  the  problems  of 
the  htnnan  spirit.  Again,  the  trained  chajtlain 
may  be  in  a jtosition  to  explore  new  partnerships 
with  the  local  health  care  teams  and  the  religious 
af  filiated  grotq). 

The  most  difficidt  challenge,  however,  is  the 
competition  for  the  health  care  dollar  and  the 
reduction  of  reimbursement  for  services.  How 
will  this  affect  the  chaplaincy  in  the  hospital  set- 
ting is  diffictilt  to  determine.  Vet  there  are  hojje- 
ful  signs.  Recently  the  Hosjjital  Ccjiporation  of 
America,  with  more  than  450  hospitals,  hired  at 
the  corporate  level  a chaplain  to  plan  for  pastoral 
care  and  the  establishment  of  Clinical  Pastoral 
Education  Cienters  in  its  instittitions.  Ehe  early 
study  documents  indicate  that  pastoral  care  and 
education  are  seen  as  an  essential  j^art  of  health 
care  and  an  important  asjject  of  health  care  for 
the  futtire.  This  same  study  under.scores  the  fact 
that  quality  health  care  includes  pastoral  care  of- 
fered by  trained  and  certified  j^rofessionals,  and 
that  health  care  must  seek  ways  by  utilizing  the 
resotirces  of  the  religious  community  to  improve 
the  cjuality  of  life.  In  addition,  it  reveals  a need 
to  establish  relationships  with  religious  groujts 
for  after-care  j^rograms.  The  future  may  bring 
new  alliances  between  religion  and  the  health 
care  indtistry  to  offer  services  in  a more  com- 
})rehensive  way. 

Summary 

In  the  highly  comjilex  modern  health  care  system 
with  the  ever-increasing  need  for  sjjecialization 
and  trained  jjrofessicmals,  the  skilled  hosjjital 
chaj^lain  brings  to  jjatients  an  awareness  of  j^er- 
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soiial  worth  and  dignity,  and  seeks  to  enable  those 
in  the  ci  isis  ol  illness  to  rediscovei  theit  pei  sonal 
and  spiritual  stiengths  and  nncovei  new  ways  ol 
expeiiencing  lile  and  its  meaning. 

The  chaj)lain  as  a member  of  the  health  care 
team  needs  training  and  education  in  the  hnman 
sciences,  in  the  art  ol  developing  relationships, 
and  in  the  integration  of  knowledge  with  laith. 
Interlaith  Health  Care  Ministries  is  a piogram 
dedicated  to  [)roviding  chaplaincy  education  and 
chajilaincy  services  to  the  patients  in  the  hosj)itals 
alliliated  with  the  Brown  Univeisity  Program  in 
Medicine. 
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Now  here’s 

a loan  approval  committee 
you  can  work  with. 


iHis 


Dick  Boenning,  Vice  PresicJent,  Fleet  Private  Banking  Group 


At  Fleet’s  Private  Banking  Group,  you  never  deal  with  committees.  You  deal 
with  your  own  personal  financial  counselor,  A finance  professional  who  has  the  power 
to  give  you  immediate  loan  approvals.  And  the  experience  to  help  structure  a sophisti- 
cated management  program  for  all  your  finances. 

The  Private  Banking  Group  at  Fleet  was  set  up  specifically  for  high  earning 
professionals  like  you.  To  assure  you  of  complete  personal  and  professional  banking 
services  as  a preferred  client.  With  high  priority  status.  And  a noticeable  absence  of 
red  tape. 


So  why  deal  with  committees,  when  you  can  do  business  with  your  own  per- 
sonal Private  Banking  counselor?  A professional  like  Dick  Boenning  who  can  provide 
a superior  level  of  financial  service.  And  give  you  direct  access  to  the  resources  of 


Rhode  Island’s  largest,  most  experienced 
bank.  To  find  out  what  Private  Banking 
at  Fleet  can  mean  for  you,  call  Dick 
Boenning  at  278-6537,  or  Jo-Ann  Jayne, 
Assistant  Vice  President,  at  278-6527. 

You’ll  find  that  they’re  both  very 
easy  to  work  with. 


Fleet  National  Bank 

NEW  ENGLAND’S  FINANCIAL  RESOURCE 

Member  F.  D.I.C. 

Equal  Opportunity  Lender 
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The  changes  are  all  around 
us.  New  HMO’s.  Increasing  numbers 
of  medical  school  graduates.  Pyramiding 
patient  insurance  headaches.  Lack  of  dedicated 
personnel.  Increasing  malpractice  suits  and  pre- 
miums. 

This  is  a special  invitation  for  you  to  Aim  High  as 
a member  of  the  Air  Force  Health  Care  Team. 


One  of  the  advantages  you  would  enjoy  with  us  is 
time.  Time  for  your  patients.  Time  to  keep  profes- 
sionally current.  Time  to  relax.  30  days  of  vacation 
with  pay  each  year. 

Another  advantage  is  peace  of  mind — financial 
security  now,  and  a generous  retirement  if  you 
qualify. 

Leave  the  administrative  hassles  to  others.  Find 
out  about  an  Air  Force  practice  by  calling  me  in 
complete  confidence. 


TSgt  Bill  Cavalieri 
380  Westminster  Mall 
Providence,  Rl  02903 
(401)  528-4043 


A great  way  of  life 
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Ethical  Dilemmas  in  Clinical  Medicine 


Although  Ethical  Principles  Are  Normative  Statements  and  Theoretical 
Constructs  Can  Be  Applied  to  Many  Situations,  Each  Case  Is  Unique 


David  A.  Ames,  DMin 


It  is  often  said  that  the  practice  of  medicine  is  as 
nuicli  an  art  as  it  is  a science.  Ascertaining  an 
accurate  diagnosis  and  ajiplying  the  appropriate 
therapeutic  remedy  is  primarily  a scientific  proc- 
ess. Howevei , in  responding  to  the  person  vvitli 
a particular  set  of  symptoms,  and  in  the  rela- 
tionship  (however  brief  Or  intense)  lietween  pa- 
tient and  physician,  medical  care  is  an  art.  d’he 
patient’s  and  the  physician’s  values  may  he  com- 
patible and  pose  virtnallv  no  conflict;  or  they  may 
he  diverse  and  bring  about  disagreement  about 
what,  if  anything,  ought  to  be  done  with  resjiect 
to  the  patient’s  symptoms. 

file  dilemmas  in  clinical  medicine  arise  out  of 
onr  convictions  aliont  the  values  of  health  and 
disease,  the  knowledge  and  exjierience  we  share 
about  diagnoses  and  treatments,  the  imjiortance 
of  research  and  development  of  new  technolo- 
gies for  treatment,  and  the  meaning  of  life  itself  . 
Ordinarily,  in  discussions  of  etliical  dilemmas,  we 
approach  this  value  dimension  of  health  care 
throLigli  reflective  questions  and  articulated  prin- 
ciples. For  example,  what  constitutes  informed, 
or  valid  consent  to  treatment,  or  refusal  to  accept 
treatment?  When  is  paternalism  justified  with  re- 
spect to  withholding  information  from  a j^atient, 
or  breaching  patient  conhdentiality,  or  refusing 
a particular  therapy?  What  guidelines  or  ci  iteria 
do  we  employ  for  determining  “do  not  resusci- 
tate” orders,  or  withholding  life  support,  or  with- 
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at  Brown  University  and  Rhode  Island  School  of  De- 
sign and  has  played  a major  role,  both  at  the  Brown 
University  Program  in  Medicine  and  in  various  hos- 
pitals, serving  on  biomedical  ethics  committees. 


drawing  life  sup|)ort?  W’hat  about  the  allocation 
of  resources,  the  criteria  and  resjionsibility  for 
determining  who  receives  what  benefits  and  who 
bears  what  bui  clens?  These  c|uestions  do  not  al- 
ways have  answers  that  elicit  a broad-based  con- 
sensus. Fhey  are  value  c|uestions,  and  in  any 
group  where  there  is  a diversity  of  values  there 
will  be  a variety  of  com  ictions,  oj)inions,  and  at- 
titudes about  the  direction  to  follow  or  the  “an- 
swer” to  be  given. 

Principles  are  normative  statements  which  have 
been  articulated  and  em])loyed  through  the  cen- 
turies by  ])hysicians,  philosophers,  and  theolo- 
gians to  govern  medical  care  and  research.  Fhey 
include  several  concepts:  benepcence  — to  do  good, 
non-malevolence  — to  do  no  harm;  equality  — to 
treat  everyone  alike;  justice  — to  allocate  re- 
sources, costs,  and  benehts  fairly;  veracity  — to 
inform  patients  truthfidly  about  their  condition 
and  prognosis;  resjject  and  autonomy  — to  promote 
individual  integrity,  dignity,  responsibility,  rights, 
and  well-being;  mutual  trust  — to  j^romote  a car- 
ing and  coojierative  relationship  between  pro- 
viders and  reci))ients;  and  thankfulness  — to  be 
gratefid  for  one’s  own  life  and  to  have  gratitude 
for  the  lives  of  others.  Fhese  j^rinciples  are  de- 
rived from  several  classical  theories  and  include 
the  following:  Deontological  — rides  serve  as  the 
basis  for  determiiung  what  is  right  and  wiong; 
Utilitarian  — the  good  (or  love  oi  jjleasure)  is  to 
be  maximized;  and  Relati\istic  — societal  \ iews, 
cidtural  norms,  and  emotions  determine  moral- 
ity. The  ethical  dilemmas  arise  when  one  of  these 
principles  comes  into  conflict  with  another  or 
others,  or  when  a person  or  grouj)  cannot  agree 
upon  a course  of  action,  oi  when  one  or  more 
of  them  is  disregarded  out  of  self-interest. 
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Clinical  Situations 

No  discussion  ol  ethics  is  complete*  il  it  is  only 
ahsti  ac  t oi  t heoi  etic  al.  Kthics  is  eonc  ei  iied  with 
making  decisions  in  the  context  ol  a given  situ- 
ation. VVhat  altei  iiatixes  ate  |)iesent.-*  Whic  h ol 
them  ought  we  to  choose?  Why  choose  instead 
ol  A or  C?  Would  a comhination  ol  alternatives 
he  better  than  one  alone?  V\'hy  or  why  not?  How 
are  we  to  decide? 

With  respect  to  health  and  disease,  ethical  de- 
cision-making involves  both  the  ait  and  science 
ol  medicine.  It  is  coneeiiied  with  the  patient, 
inclnding  the  patient’s  lile  situation,  his  ot  hei 
lamily  and  social  relationships,  and  his  oi  her 
Innction  in  society.  It  is  also  concei  tied  with  sci- 
enlihc  fact  and  inloi  ination  as  the  diagnosis,  pos- 
sible iheiaj)entic  modalities,  and  prognosis  alfect 
the  best  interests  ol  the  jjatienl  and  the  jjatient’s 
own  decisions  ahonl  which  course  of  action  or 
non-action  to  choose. 

The  tollowing  three  silnalions  or  case  studies 
provide  a clinical  dimension  to  this  cliscnssicjn: 

Case  A:  A primary  care  lesidciit  physician  has  been  treat- 
ing a .T.5-year-()l<l  married  woman.  Mrs.  K,  for  twtj  years. 
VS'hen  the  resident  hrst  began  caring  tor  Mrs.  K,  she  had  a 
history  of  alcoholism  and  stomach  problems,  but  otherwise 
was  in  good  health.  However,  Mrs.  K's  husband,  a retired 
factory  worker,  had  suffered  frotn  lung  cancer  and  within 
the  past  year  was  told  he  had  brain  metastases.  He  is  an 
outpatient,  but  has  had  several  admissions  within  the  past 
year. 

.Xpproximatelv  seven  months  ago,  the  resident  physician 
discovered  a lump  in  Mrs.  K's  breast  and  the  patient  under- 
went a modihed  radical  mastectomy.  Over  the  past  two 
months  she  has  had  several  admissions  to  the  hospital,  most 
recently  for  pneumonia.  A computed  tomographic  scan  dur- 
ing the  current  admission  lias  also  revealed  brain  metastases. 

In  addition,  analvsis  ol  fluid  in  her  lungs  indicates  a further 
malignant  tumor,  ft  is  believed  that  Mrs.  K has  less  than  six 
months  to  live. 

■\t  the  present  time,  .Mrs.  K has  lost  much  weight  and  all 
of  her  hair  and  is  frail.  She  is  often  incontinent  because  of 
side-ef  fects  from  medication,  and  she  is  undergoing  chem- 
otherapy. Her  mental  status  indicates  some  memorv  im- 
pairment, although  the  resident  reports  that  she  has  always 
been  a little  eccentric  and  tangential.  It  is  unclear  flow  much 
she  understands  about  her  disease.  At  one  jroint  she  tele- 
phoned her  husband  and  said  tearfullv  a doctor  told  her 
that  she  was  going  to  die.  Fhe  following  day  she  said  she 
knew  she  was  sick,  but  was  going  to  beat  this  thing;  she 
wanted  to  go  home.  Despite  his  condition,  Mr.  K appears 
to  be  thinking  clearlv  and  told  the  resident.  “You  have  to 
know  that  if  things  get  bad,  1 want  her  to  come  home.” 

Mrs.  K,  her  husband,  and  two  grown  sons  live  in  low- 
income  housing.  The  patient’s  mother-in-law  lives  in  the 
same  housing  complex  and  has  been  available  to  care  for 
her  and  her  husband.  A visiting  nurse  is  also  involved  with 
the  family. 

The  resident  is  concerned  because  the  oncology  team  wants 
Mrs.  K to  remain  in  the  hospital  to  undergo  a new  chem- 
otherapy regimen.  If  successful,  this  treatment  could  extend 
her  life  by  several  months.  It  would  require  a longer  hospital 
stay  and  some  additional  risk,  including  greater  possibility 
for  infection. 

The  hospital  social  worker  has  expressed  concern  about 


disc  hat  ging  Mrs.  K to  her  home  because  site  has  leasoii  to 
believe  one  of  the  sons  is  selling  the  patient’s  pain  medic  ation 
on  the  street. 

Case  li:  I imothy  R,  w;is  bom  at  a community  hospital  on 
.Match  12,  three  weeks  hefcjie  his  due  dale  and  weighing 
2.K.")  kg.  His  mother  was  IT")  years  old  and  had  had  two 
|)revious  pregnancies.  I he  infant  needed  to  be  intubated  at 
biilh  foi  profound  muscle  weakness  throughout  his  entire 
body  and  was  thus  liansferred  tcj  the  neonatology  unit  at  a 
univeisily  hospital. 

rite  baby’s  hos|)ital  course  over  the  first  two  months  of 
life  has  been  marked  by  continued  profound  muscle  weak- 
ness necessitating  respiiator  support.  limoihy  was  exiu- 
bated  lor  a thiee-week  jK'i  iod  from  April  2 to  A])i  il  23,  after 
which  he  has  remained  i espirator-de|)endeni . It  is  likely  that 
l imothy  will  tecjuiie  continued  res|)iiatc)i  therapy  for  an 
indefinite  jieriod. 

f imothy  tias  Iteen  seen  by  a variety  of  medical  consultants, 
including  neonatologists,  neurolcjgists,  ophthalmologists, 
genetic  ists,  caicliologists,  ;md  neuropathologists.  I cj  date  these 
individuals  and  the  various  tests  they  have  ordered  have 
been  unable  to  provide  a definitive  diagnosis,  ft  appears, 
however,  that  I imothy  has  a primary  muscle  disease,  al- 
thougfi  his  central  nervous  system  a])pears  to  Ije  affected  as 
well.  A TT  scan  was  abnormal,  showing;  (1)  calcifications 
suggestive  erf  possible  intrauterine  infectiern;  and  (2)  ven- 
tricular dilatation.  I he  patient  does  not  ajrpear  to  base  pur- 
poseful eye  movement;  rather,  they  are  roving  and 
disconjugate  although  the  patient  does  tespond  tcj  suctiem- 
ing  of  the  endotracheal  tube  and  withdraws  to  painful  stim- 
uli. 

The  mother's  histors  is  signiheant  for  psychiatric  illness. 
The  nature  of  this  is  ncjt  well-dehned  although  she  has  been 
treated  with  lithium  and  was  hospitalized  about  twelve  years 
ager  ferr  this  reason.  Although  she  has  not  been  evaluated 
by  a psychiatrist  in  tlie  recent  past,  the  mother  is  felt  to  be 
competent  by  her  family  practitioner.  She  is  currently  being 
followed  bv  a mental  health  therapist  at  a community  mental 
health  center.  .Mrs.  R has  given  her  two  previous  children 
up  for  adoption.  One  is  a ten-year-old  who  lives  with  an 
aunt  in  the  same  city.  This  is  Mrs.  R's  second  marriage, 
Idmcrthy  is  the  first  child  of  this  marriage  and  the  hrst  child 
of  the  baby’s  father.  The  parents  have  been  extremely  de- 
voted to  Timothv.  visiting  him  for  several  hours  each  day. 
.Although  they  seem  to  be  realistic  about  his  progress,  the 
parents  want  Timcjthy  weaned  from  the  respirator  and  dis- 
charged so  thev  can  care  for  him  at  home. 

Case  C:  A relatively  new  therapy  in  reproductive  tech- 
nology has  been  introduced  at  Women  Infants'  Hospital. 
This  therapy  is  in  vitro  fertilization  (I\  F)  and  it  offers  a new 
measure  of  hope  (the  success  rate  for  I\T  is  about  20  per 
cent)  to  infertile  couples  attempting  to  conceive  a child. 

Under  the  guidance  of  Doctor  Rav  Halting,  Jr.,  Director 
of  the  Division  of  Reproductive  Endocrinology,  the  hospital 
has  developed  a carefully  formulated  program  and  protocol 
for  IVF  therapy.  Information  prepared  for  interested  and 
qualified  couples  includes:  (a)  a brochure  outlining  the  pro- 
gram; (b)  a letter  responding  to  an  initial  inquiry;  (c)  a sheet 
explaining  yvhat  is  required  at  the  initial  visit;  (d)  require- 
ments for  acceptance  into  the  IVF  program;  (e)  a “case  study” 
of  a sample  cycle  of  in  intro  fertilization;  (f)  a three-page 
informed  consent  outlining  required  steps,  problems,  and 
risks  of  the  procedure,  the  success  rate,  and  a place  for  the 
couple  to  indicate  the  number  of  eggs  (from  one  to  seven) 
they  desire  to  have  inseminated;  (g)  an  information  docu- 
ment of  6 single-spaced  pages  on  monitoring  the  yvoman  s 
cycle,  egg  retrieval,  fertilization  process,  embryo  transfer, 
predictable  chances  for  pregnancy,  and  risk  of  abnormali- 
ties, monitoring  gestational  groyvth,  publicity,  and  costs  ($150 
for  the  initial  visit,  $5,000  estimated  per  cycle);  and  (h)  a 
protocol  for  in  vitro  fertilization,  transfer,  and  implemen- 
tation. 
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For  acceptance  into  the  I\'F  program,  re(|iiiretnents  are 
tliat  “one  or  more  of  the  following  conditions  are  present: 

(a)  absence  or  blockage  of  both  fallopian  tubes  that  is  deemed 
imccjrrectable  by  current  surgical  methods  or  likely  to  yield 
low  success  rates,  (b)  extetisive  pelvic  adhesive  disease  with 
ovaries  that  are  observable  via  laparoscoity,  (c)  endometriosis 
that  has  failed  to  respond  to  appro|jiiate  theraity,  (d)  com- 
promised semen  cpiality,  or  (e)  infertility  of  undetermined 
etiology  wherein  the  staff  of  the  institution  have  reviewed 
all  of  the  couple’s  past  records  and  deem  tn  vitro  fertilization 
as  a reasonable  means  of  attaining  |)regnancy.”  Addiiionallv, 
the  husband  must  have  semen  qualit\  that  will  yield  reason- 
able expectation  of  success  with  in  vitro  fertilization;  the  wife 
must  have  a normal  uterus  and  at  least  one  ovary  accessible 
for  egg  retrieval;  she  should  “ordinarilv”  be  under  41  years 
of  age;  married  couples  only  will  be  accepted;  and  the  es- 
timated cost  must  be  prepaid. 

It  should  be  pointed  out  that  insurance  companies  do  not 
as  yet  provide  coverage  for  this  therapy.  Further,  if  the 
husband's  sperm  is  not  suitable  for  1\  F because  of  a low 
count  or  poor  motility,  donor  semen  (commonh  used  in 
artificial  insemination)  is  not  being  used  in  this  |)rogram  at 
this  time.  Of  the  eggs  obtained  by  laparoscopy,  the  most 
immature  are  discarded  without  insemination  and  those  eggs 
which  are  inseminated  (up  to  seven)  are  examined  after  a 
period  of  16  hours  to  count  the  number  of  pronuclei.  4 hose 
failing  to  demonstate  two  pronuclei,  required  for  normal 
fertilization,  are  discardetl  after  they  show  signs  of  disin- 
tegration and  cell  death.  All  eggs  demonstrating  normal 
fertilization  and  cell  division  are  to  be  transferred  into  the 
patient's  uterus  within  72  hours  of  insemination. 

A further  point  to  be  made  is  that  no  experimentation  is 
to  be  conducted  on  anv  egg  which  has  been  inseminated, 
regardless  of  its  demonstrated  fertilization  and  develop- 
ment. 

Several  questions  arise  for  discussion  about  each 
of  these  situations.  It  is  important  always  to  have 
a complete  understanding  of  the  medical  facts, 
diagnosis,  treatment  modalities,  and  prognosis, 
and  also  the  relevant  personal  data  concerning 
patient  needs  and  ability  to  participate  in  deci- 
sions affecting  their  well-being.  A complete  dis- 
cussion of  these  case  situations  for  the  purpose 
of  this  paper  is  secondary  to  the  articulation  of 
the  ethical  questions  and  issues  w hich  they  evoke. 

With  respect  to  case  situation  A,  there  are  at 
least  the  following  questions:  (1)  How  direct 
should  the  physician  be  in  telling  Mrs.  K the  truth 
about  her  illness?  (2)  What  role  should  the  res- 
ident take  in  the  decision  about  continued  hos- 
pitalization for  the  new’  chemotherapy?  (3)  How- 
important  are  the  concerns  raised  by  the  social 
worker  concerning  discharge  planning?  (4)  What 
course  of  therapy/care  w'ould  you  recommend 
given  the  available  information  and  how  do  you 
justify  your  decision? 

Case  situation  B suggests  at  least  three  con- 
cerns: (1)  the  ethical  and  legal  implications  of 
sending  Timothy  home  on  a respirator,  possibly 
following  the  insertion  of  a tracheostomy  tube 
are:  (a)  the  family  concern  about  their  vulnera- 
bility to  accusations  of  “murder”  should  he  die 
at  home;  and  (b)  the  hospital  staff  concern  about 


the  family’s  long-term  emotional  and  financial 
cajjability  if  rimothy  is  discharged;  (2)  At  some 
future  time,  in  three  to  six  months,  for  example, 
could  Timothy  be  removed  from  the  respirator 
and  a decision  be  made  not  to  reintul)ate  him? 
(3)  Are  the  jjarents  really  concerned  about  doing 
what  is  in  Timothy’s  best  interests,  or  do  they 
anticipate  his  possil)le  death  if  their  desire  for  a 
discharge  is  granted?  Is  this  unstated  concern  a 
factor  in  granting  their  request? 

Case  situation  C j)resents  a dif  ferent  set  of  eth- 
ical concerns.  "These  concerns  focus  more  on  so- 
cial policy  and  the  direction  I\’F  therapy  points 
toward  in  further  developments  in  reproductive 
technology.  The  $5,000  cost  is  not  covered  by 
insurance.  Should  third-j)arty  payers  provide 
coverage  for  this  therapy?  At  what  level?  What 
do  we  have  to  say  about  the  level  of  priority  for 
IVF  in  relation  to  other  kinds  of  medical  therapy 
and  health  care?  With  a success  rate  of  20  per 
cent,  which  d(4es  not  take  into  consideration  the 
statistical  possibility  of  miscarriage,  d(4  the  ben- 
ehts  of  IVF  outweigh  the  risks?  If  the  husband 
has  unsuitable  semen  for  in  vitro  fertilization,  what 
reasons  are  there  for  both  for  and  against  using 
donor  sperm,  either  fresh  or  frozen?  Should  we 
be  troubled  by  the  problems  of  failure  that 
plague  other  than  new’  I\T  clinics  around  the 
country?  Presently,  there  are  no  regulations  or 
controls  for  IVT  therapy  programs  in  the  United 
States.  Are  they  neetled  and  how  should  they  be 
developed?  The  Australian  state  of  Victoria  has 
passed  the  Infertility  (Medical  Procedures)  Act 
in  order  to  regulate  IVF.  The  protocol  in  use  at 
Women  &:  Infants’  Hospital  is  very  much  in  line 
with  the  Australian  practice.  But,  do  we  not  also 
need  to  examine  other  possible  developments, 
including  frozen  embryos  and  surrogate  jiarent- 
ing? 

Conclusion 

In  each  of  these  case  situations,  one  could  de- 
velop a clear  set  of  reasons  for  choosing  more 
than  one  response.  For  example,  in  Case  A,  an 
argument  could  be  made  for  keeping  Mrs.  K in 
the  hospital  for  the  new  chemotherapy  treat- 
ment. It  would  beneht  her  because  her  life  may 
be  prolonged  by  as  much  as  two  months.  The 
value  of  life  itself  is  the  crucial  issue  for  making 
this  judgment.  Or,  one  could  argue  with  equal 
validity  that  the  relationship  between  Mrs.  K and 
Mr.  K is  paramount;  it  would  be  more  important 
for  them  to  have  time  together  than  for  Mrs.  K 
to  have  the  possibility  of  two  more  months  of 
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lile.  riic  same  kind  of  reasoning  can  l)e  a|)|)lied 
to  Case  B.  Timothy  belongs  at  home  with  his 
|)aients  l)e(anse  they  heat  the  primary  lespon- 
sihility  for  his  care  and  nm  tin  ing,  aiuf  theii  wishes 
are  to  he  respected.  ()i,  one  conlif  argue  with 
e(|iial  eogeney  tliat  it  vvonfit  not  f)e  in  f imothy’s 
l)est  interest  to  remove  him  from  the  respirator 
at  this  time.  More  tests  need  to  he  (tone,  a fongei 
lieriod  of Oliservalion  and  stmiy  is  reipiired  i>e- 
eanse  his  (fiagnosis  is  inu  feat . ft  would  lie  too 
mneh  of  a risk  to  discliarge  Iiim. 

Although  ethical  j)i  inc  i|)les,  or  moral  t ides, 
f mu  tion  as  normative  statements,  and  theoretical 
(onstructs  and  argnments  can  he  apjdied  to  any 
iminher  of  situations,  each  case  is  nni(|ne.  ft  is 
imj)ortant  to  know  wliy  we  might  resj)ond  in  Case 
A in  one  wax  and  |)erhaps  to  Case  B in  another. 
The  relationship  between  physician  and  patient 
and  the  patient’s  family  is  crucial.  Its  very  (juality 
may  determine  the  outcome  of  an  ethical  di- 
lemma. 

Most  teaching  hosj)itals  and  medical  schools 
now  have  an  interdisciplinary  forum,  case  con- 
ferences, or  grand  rounds  to  bring  out  all  the 
myriad  jiossihle  alternatives,  value  confiicts, 
opinions,  and  attitudes  we  would  have.  The  goals 
of  such  gatherings  are  not  so  much  to  seek  con- 
sensus as  to  analyze  how  we  might  respond  to 
each  situation  and  the  values  or  principles  ujjon 
which  we  justify  that  response. 

Finally,  at  the  level  of  social  policy,  the  intro- 
duction of  an  IVF  jirogram,  or  for  that  matter 
almost  any  new  technology,  raises  a number  of 
concerns  which  need  discussion  and  debate  as 
the  technology  is  implemented  and  developed. 
Policy  and  guidelines  will  evolve  and  the  best 
interests  of  society,  including  indixiduals  and 
communities,  xvill  l)e  served  as  a result  of  thor- 
ough local  and  state  consideration  of  the  issues 
along  with  the  work  of  national  committees  and 
jirofessional  conferences. 
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re*ha*bil‘i*tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don’t  have  to  leave  the  State  for  inpatient  physi- 
cal rehabilitation.  Newport  Hospital’s  Vanderbilt  Rehabilitation 
Center  provides  the  most  comprehensive  medical  rehabilitation  in 
Rhode  Island,  southeastern  Massachusetts  and  eastern 
Connecticut.  The  Center  is  accredited  by  the  national 
Commission  on  Accreditation  of  Rehabilitation  Facili- 
ties and  the  Joint  Commission  on  Accreditation  of 
Hospitals  and  is  supported  by  the  general  medicaF 
surgical  capabilities  of  a full  service  hospital.  ‘ 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area.'' 

For  further  information  or  a descriptive 
brochure  call  (401)  846-6400,  extension 
1845,  or  write  to:  Vanderbilt  Rehabilita- 
tion Center,  Newport  Hospital,  Friendship 
Street,  Newport,  Rhode  Island  02840. 


The  28  bed  Center  provides: 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 

VANDERBILT 

REHABILITATION  CENTER 
At  Newport  Hospital 

Fnendship  St,  Newport,  RI  02840 
(401)846-64(K),  ext.  1845 
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FOR  SEVERE  COUGHS,  CAN  YOU 
■REMEMBERTHESE  lEHERS? 
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You  know  Robitussin®  and  the  “DAC”  formula  gives  you 
just  what  you  need  to  manage  those  severe  coughs  complicated 
with  nasal  congestion . . . Decongestant  And  Codeine! 

Robitussiif-DAC^ 

Each  5 ml  (1  leaspoonful)  contains: 

Guaifenesin,  USP 100  mg 

Pseudoephedrine 

Hydrochloride,  USP 30  mg 

Codeine  Phosphate,  USP 10  mg 

(Warning:  May  be  habit  forming) 

Alcohol  1 .4  percent 


AH' 


[ROBINS 


Pharmaceutical  Division 
Richmond.  Virginia  23261  -6609 
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Chaplaincy  in  Homes  for  the  Aged 


This  Special  Chaplaincy  Is  a Process  of  Offering  the  Gifts  of  Empathy 
and  Understanding 


Leslie  Y.  Gutterman,  BA,  MAHL 
Lawrence  M.  Silverman,  MA,  DHL 


It  is  difficult  to  characterize  old  age,  but  it  is  a 
time  when  most  must  accept  new,  disrujjtive 
changes,  d'hese  men  and  women  are  now  retired 
and  have  had  to  accept  new  change  involved  in 
giving  up  the  work-role,  the  way  iu  which  many 
had  dehned  themselves.  The  elderly  are  no  longer 
part  of  the  “mainstream.”  Then,  too,  there  are 
the  new  changes  which  a loss  of  j^hysical  capa- 
bility entails.  Visual  and  hearing  impairments, 
lessened  mobility,  declining  physical  endurance 
are  all  part  of  the  picture.  Such  dimunition  es- 
tranges people  from  their  environment  and  from 
others.  Old  age  has  been  dehned  as  a period  of 
coping  with  losses  in  role,  status,  income,  and 
health.  No  wonder  that  the  answer  to  the  riddle, 
“What  is  it  that  everybody  wants  to  become,  but 
nobody  wants  to  be?”  is  “old.”  Old  age  is  often 
bewildering  and  traumatic.  Thus  the  Psalmist’s 
plea,  “Cast  me  not  off  in  the  time  of  old  age; 
when  my  strength  faileth,  forsake  me  not.” 
Many  of  our  mothers  and  f athers  are  spending 
these  years  in  institutional  geriatric  settings  which 
offer  special  challenges  and  opportunities  to  the 
chaplain.  “What  we  owe  the  old  is  reverence,” 
exclaimed  Abraham  Joshua  Herschel,  “but  all 
they  ask  for  is  consideration,  attention,  not  to  be 
discarded  and  forgotten.”  Often  that  is  the  chap- 
lain’s stock  in  trade,  consideration  and  attention. 


Leslie  Gutterman,  BA,  MAHL,  is  Rabbi,  Temple 
Beth-El,  Providence,  Rhode  Island,  and  serves  on  the 
Board  of  Directors,  The  Miriam  Hospital  and  Butler 
Hospital. 

Lawrence  M . Silverman,  MA,  DHL,  is  Associate  Rabbi 
and  Director  of  Education,  Temple  Beth-El,  Provi- 
dence, Rhode  Island  and  is  chaplain  to  the  Dever  School, 
T a u nton,  Massachusetts. 


Chaplains  spend  time.  Cihaplains  sit  with  a per- 
son without  rushing  off.  They  can  convey  to  an- 
other human  being  that  they  are  still  peojile  of 
worth  just  by  being  with  them  for  no  other  pur- 
pose than  listening  to  their  story. 

As  one  chaplain  told  us,  “I  establish  meaning 
for  the  resitlents  of  my  home  by  allowing  them 
to  rehearse  their  tales.  I allow  them  to  give  me 
love  which  is  nurturing  and  life-sustaining  for 
them  even  as  it  is  for  me.”  Elderly  people  need 
to  be  loved  and  to  love.  They  need  to  be  touched, 
not  to  be  hurried.  A chaplain  does  not  view  him- 
self or  herself  as  a busy  staff  person.  His  f unction 
is  to  offer  a sense  of  unhurried  presence. 

One  chaplain  tells  of  reading  Russell  Baker’s 
memoir  Growing  Up  to  a 94-year-old  resident  in 
a local  nursing  home  and  witnessing  the  woman 
laugh  out  loud  with  exuberance  at  the  word 
“gumption.”  I haven’t  heard  that  word  for  so 
many  years,”  she  whispered  with  delight  as  a new 
light  ap])eared  in  her  eyes. 

Chaplains  tell  such  stories  as  they  afhrm  the 
personality  of  another  by  spending  time.  Often 
it  is  to  hear  the  story  of  an  ultimate  in  sorrow, 
the  tragic  circumstance  of  a parent  losing  a child. 
King  David’s  lament,  “My  son  Absalom  . . . would 
I have  died  instead  of  you,  Absalom  my  son”  can 
be  heard  in  many  a nursing  home  if  one  will  only 
stop  a few  moments  to  listen.  A chajjlain  is  often 
the  only  one  able  to  help  a person  in  a home  for 
the  aged  work  through  past  unresolved  grief  as 
well  as  dealing  with  seeing  friends  die  daily. 
Cha])lains  encounter  residents  as  people.  4 hey 
engage  them  as  fellow  human  beings  and  often 
challenge  them  to  interact  with  the  man  or  woman 
in  the  adjoining  chair  or  bed.  The  chaplain’s 
presence  Ijecomes  a catalyst  for  their  relating  to 
one  another. 
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Chaplains  in  llicse  icstiiclivc  environments 
reeogni/.e  that  it  is  a family  that  goes  throngh  the 
transition  of  aging.  Many  invalnahle  set  vices  at  e 
rendered  by  snppoiting  these  family  gionps  as 
they  deal  with  the  ambivalent  feelings  that  are 
inevitably  pait  of  the  decision  to  j)lace  a loved 
on  in  a health-care  fac  ility.  Ih  imai  ily,  howevei , 
this  special  cha])lainey  is  a process  of Olfei  ing  the 
gift  of  self  , the  gif ts  of  empathy  and  nncfei  stand- 
ing. 

Ahanclonment  is,  pet  haps,  the  greatest  feat  of 
the  old  ])CMSon  and  the  greatest  cause  of  his  oi 
her  des])aii . I bis  is  the  case  even  for  the  foi  t un- 
ate few  who  find  residence  in  those  special  fa- 
cilities which  j)i()vicle  for  a regular  visitation  by 
a chaplain.  For  what  haj)j)ens  to  many  jjeople 
when  they  are  beset  by  old  age?  What  ha))j)ens 
at  this  critical  period  in  their  lives?  All  too  often 
the  old  person’s  family  says,  “Who  will  take  care 
of  him?”  Fhey  say,  “What  she  needs  most  at  her 
age  is  to  he  comfortable.”  They  dare  to  say,  “He’s 
lived  his  life,  we  only  want  that  he  shcjiild  not 
suffer.”  Further,  when  they  tell  this  older  person 
that  they  have  foimd  “the  right  kind”  of  ])lace 
for  him  or  her  to  live  in,  he  or  she  will  often 
agree  that  this  move  is  probably  for  the  best.  The 
old  perscjn  will  often  state  that  he  or  she  does 
not  want  to  be  a burden  on  the  family,  and  that 
it  would  be  gc:>od  to  be  in  a situation  where  the 
people  are  trained  to  provide  exactly  the  kind  of 
care  needed. 

But  when  that  individual  goes  to  this  new  home, 
a degree  of  depression  of  ten  sets  in.  On  the  one 
hand,  the  family  together  with  the  support  sys- 
tem of  the  institutic^n  (possibly  including  a chap- 
lain) can  point  to  the  regular  meals,  the  round- 
the-clock  nursing,  the  pc^ssibility  of  companion- 
ship, and  mc3re-c:)r-less  appropriate  program- 
ming. On  the  other  hand,  the  old  person  is 
affected  by  an  overwhelming  sense  of  uproot- 
edness,  loss  of  privacy,  and  a feeling  of  humili- 
ation because  C3f  being  reduced  to  a state  of  total 
dependence.  The  tragic  irony  is  that,  while  the 
move  to  the  home  may  really  be  appropriate,  the 
feelings  resulting  are  real  and  often  inescapable. 

When  one  first  moves,  for  the  first  weeks  and 
maybe  even  months,  often  all  one  can  think  about 
is  the  cjuestion,  “When  am  I going  hume?"  “How 
long  do  I have  to  stay  here,”  the  person  asks,  and 
is  told,  “until  you  can  manage  better  on  your 
own”  or  “don’t  ask  until  you  give  it  a chance. 
Wait  and  see.”  For  many  of  the  elderly  who  go 
through  this  phase  of  depression,  a change  be- 
gins to  take  place.  He  or  she  begins  to  protest. 


perhaps  only  as  a way  of  holding  on  to  his  sanity, 
to  maintain  that  at  least  he  can  still  think  and 
theiefoie  live  independently.  Often,  however,  this 
pel  iod  of  protest  is  discounted  by  others  as  mere 
complaining,  which  indeed  some  of  it  may  he. 

When  members  of  the  family  \'isit,  the  older 
relative  may  want  to  know  why  they  do  not  visit 
more  often,  or-  why  they  never  take  him  out  for 
a ride  or  home  for  dinner  or  home  for  the  week- 
end. If  the  members  of  the  family  already  feel  a 
measure  of  guilt  about  the  fact  that  their  parent/ 
grandparent  is  in  a home  for  the  aged,  this  kind 
of  conversation  will  only  reinforce  their  guilt  and 
have  the  unfortunate  result  of  driving  some 
members  away.  At  this  point,  intervention  by  the 
chaj)lain  is  critical  and  may  be  very  helj)f  ul.  1 he 
chaplain  may  become  the  best  channel  for  the 
individual  and  his  family  to  resume  communi- 
cating effectively.  Fhe  chaplain,  too,  may  be  of 
great  benefit  to  the  family  in  helping  them  coj)e 
with  their  guilt  and  their  feelings  of  inadequacy 
alwut  being  able  to  take  care  of  their  older  rel- 
ative. Fhe  chajDlain  may  also  become  the  cjlder 
person’s  “safety  vahe,”  the  one  who  is  sincerely 
interested  to  hear  all  the  complaints,  who  will 
know  which  are  genuine  and  call  fin'  action,  but 
who  will  not  take  the  com])laining  so  personally 
as  to  be  driven  away. 

Among  the  aged,  there  is  a proverb  which  says 
that,  in  old  age,  one’s  character  is  the  same  as  in 
younger  years,  “only  more  so.”  Some  people  are 
unrealistic  in  terms  of  their  expectations  and, 
perhaps,  are  unaccepting  of  their  present  con- 
dition because  they  have  always  tended  to  avoid 
reality.  Some  individuals,  on  the  other  hand,  may 
always  have  been  such  realists,  that  in  old  age 
they  seem  melancholic.  One  problem  often  noted 
by  chaplains  is  that  younger  relatives  of  one  type 
sometimes  have  to  deal  with  an  older  person  of 
the  other  type.  This  tragic  kind  of  generation 
gap  mav  be  set  into  relief  through  the  following 
account: 

A ninety-six-year-old  woman  was  diagnosed  as 
having  an  inoperable  cancer.  Up  to  this  time  she 
had  never  been  a complainer  but,  on  the  con- 
trary, was  an  active  participant  in  the  life  of  the 
home  in  which  she  lived.  But  when  the  time  came 
for  her  to  be  hospitalized,  her  family  intervened 
with  the  physician  and  appealed  to  him  not  to 
tell  their  mother  the  reason  for  her  hospitaliza- 
tion. The  family  based  their  request  upon  their 
conviction  that  their  mother  would  hear  the  med- 
ical diagnosis  as  a “death  verdict”  and  would  lose 
all  desire  to  live.  The  physician  agreed,  and  for 
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a time  the  family  visited  their  motlier  freciueiitly 
in  the  hospital,  deflected  (juestions  about  when 
she  would  be  going  home,  and,  as  they  said  af- 
terwords, basically  carried  on  small  talk. 

During  one  of  these  visits,  the  family  met  the 
chaplain  and  said  that  they  wanted  to  discuss  a 
{)rohlem.  They  were  hnding  it  difficult  to  carry 
on  any  meaningful  conversation  with  their  rel- 
ative, they  said,  and  their  visits  were  becoming 
more  difficult  for  them  to  bear.  In  short,  they 
were  inclined  to  visit  less  often.  At  the  time,  the 
chajilain  merely  encouraged  them  to  continue 
their  visits.  The  chaplain  noted,  however,  that 
the  family’s  secrecy  about  their  relative’s  disease 
was  probablv  more  for  their  imagined  beneht 
than  for  hers. 

When  the  chajilain  next  visited  the  woman,  he 
heard  the  other  side  of  the  situation  from  her. 
She  claimed  that  her  family  had  become  with- 
drawn and  that  “they  only  talk  about  the  same 
old  stuff.”  The  woman  said;  “They  won’t  even 
tell  me  why  they’re  keeping  me  here.  Do  you 
know  why?  Do  you  know  what’s  wrong  with  me?” 
The  chaplain’s  relationshiji  with  this  woman  was 
such  that  he  determined  instantly  to  answer  her 
directly  and  honestly.  When  he  had  hnished  this 
explanation,  briefly  and  calmly,  the  woman  re- 
plied, “Well,  it’s  about  time  someone  had  the  de- 
cency to  tell  me  what’s  going  on  with  my  life.  It’s 
my  life,  you  know.  I’m  not  a little  girl  anymore. 
I can  take  it.”  Moreover,  she  was  right.  She  al- 
ready had  suspected  the  worst,  but  she  felt  hu- 
miliated by  the  fact  that  her  family  assidmnisly 
avoided  this  subject  with  her.  As  for  the  chaplain, 
he  was  subsequently  taken  to  task,  albeit  briefly, 
by  the  director  of  the  home  from  which  the 
woman  came.  But  the  family  later  rep(^rted  that 
communications  with  their  hospitalized  relative 
were  back  to  normal  and,  indeed,  they  had  never 
been  better.  There  was  much  crying  the  next 
time  they  met,  but  also  from  then  on  the  desire 
to  share  with  each  other  what  was  most  important 
in  their  lives. 

Intervention  by  the  chaj)lain,  as  the  previous 
account  illustrates,  may  entail  certain  risks.  Vet, 
the  chaplain’s  commitment  is  to  try  to  see  all  the 
individuals  involved  as  whole  human  beings,  not 
only  in  terms  of  the  medical  crisis  that  has  brought 
them  together.  Often  physicians,  the  nursing 
staff,  and  the  family  as  well  share  and  support 
this  commitment.  But  when  some  other  members 
of  the  team  do  not,  the  chaplain  may  find  that 
they  too  can  beneht  from  his  counsel,  spiritual 
guidance,  or  both.  For  medical  professionals,  this 


need  may  arise  from  the  sinij)le  fact  that  they 
are,  by  desire  and  training,  helpers  and  healers. 
\’et  when  their  jtatient  is  an  individual  who  is 
sidfering  from  the  ravages  of  old  age,  they  find 
themselves  unable  to  heal  and  often  feel  helpless. 

The  role  of  the  chajilain  may  thus  include 
heljiing  staff  members  to  deal  with  harsh  realities 
that  impinge  on  their  own  feelings  of  growing 
older  and  out-of-control.  The  chaplain  here  can 
help  the  staff  deal  with  unresolved  grief  . He  or 
she  can  be  the  person  who  allows  the  nurse  on 
the  floor,  or  others  who  are  confronting  their 
own  mortality,  to  have  these  feelings  come  more 
to  the  surface  and  to  work  them  through.  I'he 
chaplain  can  be  the  listening  ear,  when  often  there 
is  a kind  of  cons)iiracy  of  silence  about  the  ef  fect 
that  working  with  older  jjeople  has  on  health 
professionals.  1 he  chajtlain  can  be  attuned  to  this 
kind  of  an  agenda  and  try  to  develop  a sixth  sense 
for  knowing  when  an  informal  counseling  ses- 
sion with  another  staff  member  may  be  apjtro- 
priate. 

Despite  the  manifold  negative  factors  involved 
in  ministering  to  the  sj)iritual  and  physical  needs 
of  the  aged,  the  chaplain  often  hnds  persttnal 
satisfaction  simply  in  the  relationship  that  builds 
as  he  or  she  draws  close  to  another  human  being. 
As  one  of  our  elders  j)ut  it,  “The  death  rate  for 
all  of  us  is  still  one  hundred  per  cent.”  It  is  su- 
perfluous to  acknowledge  that  this  is  ti  tie.  More 
to  the  point  is  the  observation  that  the  chaplain, 
as  well  as  many  other  professionals  in  the  ger- 
iatric held,  is  in  a jjosition  to  develop  the  sense 
that  these  older  human  beings  are  just  that;  older 
human  beings.  All  of  us  walk  the  same  path;  only 
the  older  person  is  farther  along,  almost  at  the 
end;  but  it  is  still  the  same  path.  Moreover,  some- 
times an  older  individual,  in  spite  of  many  of  the 
af  flictions  of  age,  manifests  such  a strong  sense 
of  purpose  and  capacity  for  renewal  as  to  be  lit- 
erally an  inspiration  to  younger  generations. 

The  story  is  told  ()f  another  nonagenarian  who 
survived  his  period  of  adjustment  at  the  home 
for  the  aged  where  he  lived,  so  much  so  that  he 
came  to  hnd  contentment  there.  As  he  had  been 
philosophical  throughout  his  life,  so  was  he  in 
conf  ronting  the  fact  of  his  old  age.  He  felt  keenly 
that  everyday  was  a stej)  closer  to  his  own  death, 
and  at  the  same  time,  gave  thanks  for  each  day 
as  one  more  day  of  life  that  was  his  to  experience. 

This  individual  choose  to  spend  his  days  by 
not  giving  uj)  on  all  the  great  and  small  things 
that  meant  life  to  him.  He  was  still  somewhat 
skilled  in  carpentry;  he  liked  to  feel  close  to  na- 
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turc;  and  in  sunnncM’  as  well  as  vvinlci , he  would 
look  for  birds  to  eonie  and  eat  from  the  feedet 
he  had  made  and  set  in  tlie  eonrtyanl  outside  his 
loom.  He  was  also  a painter  of  modest  talent, 
who  loved  landscapes;  and  he  jiainted  them  in 
sinijile  watereolors,  as  he  lememheted  them,  as 
he  wanted  to  see  them.  Koi  him,  the  chajilain 
lieeame  a sjieeial  friend  foi  whom  he  could  dis- 
jilay  and  ex])lain  his  work,  adding  that  he  had 
many  ideas  for  new  works  tliat  lie  was  ready  to 
begin. 

Readiness  to  make  new  heginnings  was  per- 
haps tlie  hallmark  of  this  man’s  contentment.  \'et 
it  was  a readiness  balanced  by  an  nnremitting 
realism  about  his  own  hnnian  condition.  He  never 
felt  cfieated  because  some  mythical  eternal  youth 
of  the  body  could  not  lie  his.  He  knew  in  his  own 
life  what  it  meant,  as  Fxclesiastes  writes,  “when 
tlie  keepers  of  tlie  liouse  tremble,  and  the  strong 
men  how  themselves.”  He  knew  the  nervous  dis- 
orders, tlie  susceptibility  to  viruses,  the  broken 
hips,  and  the  faulty  kidneys  that  were  his  lot.  He 


knew  that  he  was  gradually  going  the  way  ol  all 
the  eat  th.  F.ven  in  his  last  moment,  he  struggled 
against  loneliness;  and  a hand  jilaced  in  his  at 
tlie  bedside  was  grijijied  with  a death-grip.  In 
that  moment,  that  was  all  that  bound  bim  still  to 
lile.  It  was  life  that  he  loved;  and  that  friend 
holding  his  hand,  standing  out  there  with  his  feet 
in  the  li\  ing  wot  Id,  meant  life  to  him. 

Foi  the  chaiilain,  then,  there  are  sjiecial  bless- 
ings attending  to  this  woik,  as  the  following  verse, 
called  “Beatitudes  for  Fi  iends  of  the  Aged,”  sug- 
gest; 

Blcs.st‘d  arc  they  who  uiulerstaiul  iiiy  faltering  step  and  im- 
stetidy  hand. 

Wild  know  that  my  ears  today  must  strain  to  catch  the  tilings 
they  siiy  . . . 

Blessed  are  they  who  looked  away 

When  cotfee  spilled  at  the  table  today. 

Blessed  are  they  with  a dieery  smile. 

Who  stop  to  chat  for  a little  while. 

Blessed  are  they  who  never  say 

I’oii've  told  that  story  twice  today  . . . 

Blessed  are  they  who  make  it  known 

I hat  I'm  loved,  respected,  and  not  alone. 
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HAVE  YOU  HEARD?  . . . 


C^ear-ciit  advantages  for  early  surgical  interven- 
tion have  been  demonstrated  Ijy  the  Diabetic  Ret- 
inopathy Vitrectomy  Study,  a multicenter, 
randomized  clinical  trial  supported  by  the 
National  Eye  Insitute.  In  the  study,  1,6()()  eyes 
reduced  to  visual  acuity  of  5/200  or  less  were 
randomly  assigned  to  either  early  surgical  in- 
tervention or  intervention  delayed  for  one  year. 
After  two  years,  25  per  cent  of  the  early  group 
had  visual  acuity  of  10/20  or  better  comj^ared 
with  15  per  cent  of  the  deferred  groii]).  Results 
were  even  better  among  younger,  early-onset  di- 
abetic jjatients:  36  compared  with  12  per  cent. 
The  study,  from  16  major  medical  centers, 
appears  in  the  November  1985  issue  of  the  Ar- 
chives oj  Ophthalmology.  This  study  documents  that 
early  intervention  ‘ j^rovides  a better  chance  for 
prompt  recovery  of  useful  vision.” 

• • • 

While  growth  hormone  can  correct  short  stature, 
it  does  not  necessarily  assure  a normal  jiroductive 
life,  according  to  a report  in  the  November  1985 
issue  ol  xhe  American  Journal  of  Diseases  of  Children. 
In  a study  of  116  Canadian  adults  who  had  been 
treated  with  growth  hormone,  researchers  found 
that  unemployment  rates  were  much  higher  and 
that  marriage  rates  were  much  lower  than  nation- 
al norms.  Ehe  study  included  86  men  and  30 
women  between  the  ages  of  18  and  38,  most  of 
whom  had  completed  formal  education  compa- 
rable to  their  siblings  and  peers.  Among  the  find- 
ings: 25.4  per  cent  were  unemployed  with  rates 
for  those  younger  than  25  years  of  age  45  per  cent 
and  those  25  years  and  older  23  per  cent.  Nation- 
al averages  for  these  age  groups  were  21.2  per 
cent  and  9.4  per  cent  respectively.  The  j^ercen- 
tage  of  those  married  was  less  than  30  jjer  cent  of 
the  expected  age-adjusted  rate. 

“Before  treatment,  children  with  growth  hor- 
mone deliciency  have  been  described  as  being 
socially  isolated  and  psychologically  immature,” 
say  Doctor  Heather  J.  Dean  and  her  colleagues 
from  the  University  of  Manitoba  in  Winnipeg. 
“Alter  one  or  two  years  of  growth  therapy,  many 
of  these  children  have  persistent  severe  personal- 
ity difficulties  despite  increased  linear  growth.” 

Their  evaluation  of  the  social  outcome  of  treat- 
ed patients  underscores  severe  therapeutic  fail- 
ings. Ol  the  90  patients  not  attending  school,  70 
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still  livfd  with  parents  oi  relatives.  Pubetty  oe- 
( Hi  red  spontaneously  in  ()J  per  tent  of  the  pa- 
tients. The  l emaining  37  per  cent  vveie  reeeix  ing 
sex  steroid  replacement  thei  aj^y  at  the  time  of  the 
study.  Only  13  jrer  tent  were  married  as  eom- 
])aied  with  the  national  average  of  71.1  j>er  cent 
lot  theii  age  group,  and  only  .75  per  cent  of  the 
unmarried  patients  were  dating  regularly. 

f ile  reseaichers  coiulnde  that  new  patient 
management  strategies  ate  needed,  including  the 
design  of  sjKxif  ic  goal-oriented  j)sychotheraj)en- 
tic  piograms.  “Since  increased  height  does  not 
necessarily  lead  to  normal  social  integration  in 
adult  life,  the  goals  of  growth  hormone  therapy 
lot  normal  short  children  must  he  carefully,  hut 
urgently,  evaluated  in  view  of  the  future  unlim- 
ited sup])ly  of  growth  honnone  produced  hy  re- 
combinant DNA  technology.” 

• • • 

.A  report  of  a fatal  bacterial  inf  ection  af  ter  a blood 
transfusion  a[)pears  in  the  November  1985  isstie 
of  the  Archives  of  Pathology  and  Laboratoiy  Medicine, 
prompting  an  editorial  warning  to  physicians  to 
be  alert  to  bacterial  as  well  as  othei  blcjod  con- 
taminants. Dr.  D.  Craig  Wright  and  his  colleagues 
from  the  Walter  Reecl  Army  Medical  Outer  in 
Washington,  DC  report  on  a 61 -year-old  bypass 
patient  who  received  blood  contaminated  with 
Yersinia  enterocolitica,  which  led  to  septic  shock 
and  death.  While  uncommon,  bacterial  blood 
contamination  clearly  can  be  as  dangerous  as  con- 
tamination by  hepatitis  or  HTLV-III  viruses, 
comments  Doctor  Byron  A.  Myhre  of  the  UCLA 
School  of  Medicine.  “A  considerable  portion  of 
these  reactions  are  preventable  by  good  history- 
taking and  good  techniejue,”  he  adds. 

• • • 

Air  bags  should  be  available  as  an  option  on  new 
cars  and  should  be  used  in  addition  to  lap-and- 
shoulder  safety  belts,  according  to  a new  report 
by  the  American  Council  on  Science  and  Health 
(ACSH).  The  Council  is  an  independent,  non- 
profit consumer  education  organization  promot- 
ing scientifically  balanced  evaluations  of  food, 
chemicals,  the  environment,  and  health. 

“Many  people  are  killed  or  injured  unneces- 
sarily in  traffic  accidents  because  they  are  not 
protected  by  any  restraint  system.  The  use  of 
either  seat  belts  or  air  bags  could  prevent  many  of 
these  tragedies.  However,  the  quickest  and  least 
expensive  solution  to  this  problem  is  to  make  sure 
that  people  use  the  safety  belts  that  are  already 
present  in  their  automobiles,”  said  ACSH  Re- 
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search  Associate  Sliaron  Lynn  Cani]jl)ell,  anthoi 
ot  the  report  Automobile  Occupaut  Restraint  Systems. 

“Safety  belts  have  been  proven  effective  in  re- 
ducing death  and  injuries,”  Ms.  Campbell  said, 
and  added,  “Several  states  now  recjiiire  their  use, 
atul  we  think  that  these  laws  aie  reasonable.  In 
those  states  and  foreign  countries  where  manda- 
tory seat  belt  use  laws  have  been  introduced  and 
adopted,  seat  belt  use  has  increased  substantially, 
and  traffic  fatalities  have  dropjjed.” 

Because  of  their  expense,  the  Council  recom- 
mends that  air  bags  not  be  recjiiired  on  all  new 
cars.  Moreover,  since  air  bags  offer  protection 
only  in  frontal  crashes  and  not  in  rear-end, 
broadside,  or  rollover  collisions,  they  should  not 
be  regarded  as  an  alternative  to  seat  belts. 

All  fifty  states  and  the  District  of  Columbia  now 
require  that  infants  and  small  children  be  pro- 
tected by  federally-approved  child  restraints 
when  they  ride  in  automobiles.  “Child  safety  seats 
are  crucial  for  the  protection  of  infants  and  small 
children,”  Ms.  Campbell  said.  “The  number  one 
killer  of  children  is  automobile  collisions,  and 
children  are  at  much  greater  risk  of  being  killed 
or  seriously  injured  in  a crash  if  they  are  unre- 
strained. Children  are  even  more  likely  to  be  hurt 
than  adults  are,  because  they  are  top-heavy  and 
thus  at  risk  of  serious  head  and  spinal  injuries. 
Adult  seat  belts  are  designed  for  an  adult’s  center 
of  gravity  and  do  not  provide  adequate  protec- 
tion for  small  children.” 

• • • 

An  average  of  32  per  cent  of  more  than  800 
patients  admitted  yearlv  to  a community  hospital 
intensive  care  unit  could  have  been  managed 
safely  in  a less  intensive  and  less  costly  hospital 
environment,  according  to  a study  in  the  Novem- 
ber 1985  issue  of  the  Archives  of  Surgery.  Doctor 
J.  Burdette  Nelson  of  the  Riverside  (California) 
Community  Hospital  conducted  a ten-year  ret- 
rospective review  of  admissions  to  a surgical  in- 
tensive care  unit,  comparing  hospital  admission 
practices,  monitoring  parameters,  and  lengths  of 
stay  with  those  of  published  reports.  He  urges 
surgeons  to  work  with  hospital  administrators  to 
establish  intermediate  care  units  “so  that  patients 
will  not  be  jeopardized  by  the  impending  fiscal 
constraints”  of  proposed  new  prospective  pay- 
ment systems  based  on  diagnostic-related  groups. 
• • • 

The  diagnosis  of  primary  antisocial  personality 
disorder  with  a secondary  diagnosis  of  alcoholism 
indicates  a poor  prognosis  for  alcohol,  drug,  and 
social  problems,  according  to  a new  report  in  the 
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NovcmbcM'  1985  issue  of  the  Archives  of  General 
Psychiatry.  Doetoi  Marc  A.  Shutk.il  Iroin  the  Uui- 
veisity  of  California  at  .Sau  Diego  studied  577 
consecutive  men  entering  an  alcohol  treatment 
pi ogram  at  a veterans  ho.sjiilal  and  assigned  them 
to  one  of  lour  groujis.  \Iosl  had  primary  dt  itg 
abuse  jirohlems;  a third  had  jnimary  antisotial 
personality  problems;  and  a fourth  had  jnimary 
affective  disorders.  “During  the  follo\v-u|3,  men 
in  the  second  and  third  groujis  had  a greater 
likelihood  of  drug  use,  more  jiolice  and  social 
jnohlems,  and  demonstrated  more  adverse  out- 
comes on  a clinical  outcome  scale,”  says  Shuckit. 

• • • 

A new  technological  develojTinent  in  the  treat- 
ment of  hack  |9ain  has  emerged  through  the  col- 
laborative efforts  of  American  and  Swedish 
health  jirofessionals.  The  Auto-1  ract ion  f able® 
has  been  develojjed  by  Doctor  Emil  Natchev  and 
a US  team  of  j:>hysical  theraj)ists  from  the  Amer- 
ican Physical  Therajjy  Association,  West  Virginia 
University,  and  the  Chattanooga  Clnnjjany.  Phis 
new  method  of  treatment  is  dif  ferent  from  tradi- 
tional methods  in  that  a newly-injured  jjerson  can 
he  treated  on  the  same  day  as  his  injury  occurs. 
With  traditional  methods  a jDatient  generally  has 
had  to  wait  several  days  before  starting  treat- 
ment. 

The  j^atient  is  jDlaced  on  the  table  usually  in  a 
standing  j^osition  and  is  then  lowered  into  a 
|)rone  position.  The  table  is  built  in  sections  so 
that  it  can  he  adjusted  until  the  jDatient  is  in  a 
comjiletely  j^ain-free  j^osition.  Once  this  jjain- 
f ree  jjosition  is  found,  the  table  with  the  j^atient  is 
returned  to  a standing  j30sition.  The  first  treat- 
ment on  the  Auto-Traction  fable®  requires 
approximately  an  hour.  Most  patients  require 
four  or  five  subsequent  treatments  on  the  table  to 
maintain  their  jjain-free  status. 

Back  injuries  in  this  country  are  the  leading 
cause  of  work  days  lost  with  more  than  2.5  million 
cases  rej3orted  each  year.  The  amount  sj^ent 
annually  on  such  injuries  is  $2.8  billion  with  an 
average  of  $4,600  sj^ent  on  each  case. 

• • • 

Hay  fever  is  the  most  common  allergic  disease  in 
this  country,  affecting  between  18  and  20  million 
Americans,  according  to  the  report  Hay  Fever, 
j3ublished  by  the  American  Council  on  Science 
and  Health  (ACSH).  The  Council  is  an  indejDen- 
dent,  nonjjrofit  constuner  education  organiza- 
tion promoting  scientifically  balanced  evalua- 
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lions  of  food,  chemicals,  the  environment,  and 
health.  It  may  also  he  one  of  the  most  misimder- 
stood  diseases,  and  the  confusion  starts  with  its 
name.  The  allergic  reaction  is  rarely  associated 
with  hay,  and  fever  is  trot  orre  of  its  synij^toms,  the 
report  states. 

“One  common  myth  is  that  colorful,  sweet- 
smelling  flowers  that  attract  insects  are  the  major 
culprits  in  hav  fever,”  said  Doctor  Alan  Fisher, 
co-author  of  the  ACSH  report.  “However,  these 
jilants  actually  have  heavy  jiollen  grains  which 
don’t  easily  become  airborne.  Fire  real  \ illains  are 
plants  that  often  go  unnoticed  because  they  are 
dull-looking  and  odorless.” 

Some  hay  fever  suffer  ers  buy  air  deaning  sys- 
tems to  filter  dust,  pollen,  or  mold  spores  from 
the  air  in  their  homes.  However,  filtering  devices 
that  attach  to  central  heat  and  air  corrditiorring 
systems  can  he  expensive,  the  ACSH  report 
warns,  atrd  portable  devices  may  be  good  only  for 
a small  area.  Most  portable  devices  filter  orrly 
pollen,  not  spores,  so  that  they  are  of  limited 
value  to  individuals  who  are  allergic  to  mold 
spores.  ACSH  advises  consumers  to  read  labels 
caref  ully  when  purchasing  such  a machine  and  to 
make  sure  that  the  device  is  approved  by  the  US 
Food  and  Drug  Administration  for  allergies. 

• • • 

Fhe  American  College  of  Emergency  Physicians 
(AC>EP)  has  called  for  a total  ban  on  tobacco 
advertising.  While  cigarette  advertising  was 
banned  from  television  in  1971,  the  cigarette  in- 
dustry spends  more  than  $ 1 billion  a year  on  print 
advertising,  more  than  any  other  product.  Fhe 
College  also  favors  an  immediate  end  to  govern- 
ment subsidies  to  the  tobacco  industry.  Ending 
these  subsidies  would  place  the  tobacco  farming 
industry  in  a comjjetitive  situation,  causing  tobac- 
co prices  to  rise  and  possibly  discouraging  non- 
smokers  from  starting  the  habit.  Moreover, 
ACEP  su])ports  raising  taxes  on  tobacco  products 
■ and  devoting  the  revenue  to  the  care  of  patients 
with  tobacco-use-related  disease.  The  organiza- 
tion also  is  encouraging  the  jjrohibition  of  tobac- 
co smoking  in  public  jjlaces  except  designated 
areas.  Einally,  the  College  endorses  continued 
use  of  honest  and  accurate  warnings,  such  as 
package  inserts,  on  all  tobacco  products.  “By  ])ro- 
viding  package  inserts  in  all  tobacco  products, 
tobacco  users  would  be  supplied  with  more  in- 
depth  information  about  tlie  medical  effects  of 
smoking,”  said  Doctor  Richard  L.  Stennes,  ACEP 
President. 


MEDICAL  CONDOMINIUM 

NEWLY  RESTORED 

525  BROAD  STREET,  CUMBERLAND,  Rl 


STRONG 

DEMOGRAPHIC 

PROFILE 

UNDERSERVICED 

AREA 


OTHER  FEATURES: 

• 12  Suites  from  600  to  955  sq.  ft. 

• Convenient  to  5 hospitals  and  interstates 

• Densely  populated  — Public  Transportation 

• Historic  tax  credits  on  some  units 

• Ideal  setting  for  Successful  Practice 

For  brochure  call 

401-728-7425 


HOME  NURSING  CARE 


Private  Duty  Nursing 

* REGISTERED  NURSES 

* LICENSED  PRACTICAL  NURSES 

* NURSE  AIDES 

* HOMEMAKERS 

* HOME  HEALTH  AIDES 


When  Home  Care  Is  Needed 


Please  Call  . . . 

CATHLEEN  NAUGHTON  ASSOCIATES 

Employes  Bonded  and  Insured 

(401)  751-9660 

Available  7 days  a week 
24  hours  a day. 
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How  to  KEEP  your  Practice  HEALTHY 
Even  when  YOU  are  NOT 


IF  you  were  disabled  by  accident  or 
sickness,  would  your  practice  be  dis- 
abled too? 

The  revenues  of  a professional  office 
depend  on  the  efforts  of  the  doctor 
or  doctors  involved.  If  you  or  one  of 
your  associates  is  disabled  and  can 
not  work,  the  office’s  income  will  suf- 
fer — income  that’s  needed  to  pay 
overhead  expenses. 

You  can  protect  your  practice  with 


Overhead  Expense  Insurance.  While 
you’re  disabled,  it  pays  expenses  like 
office  rent,  employee  salaries,  util- 
ities, taxes,  and  insurance  premiums. 
You  select  the  level  of  coverage  that 
is  best  for  your  practice,  and,  as  a 
member  of  a sponsoring  organiza- 
tion, you  can  apply  fi)r  coverage  that 
may  be  more  economical  than  an  in- 
dividual policy. 

For  more  information,  including 
costs,  and  what  is  and  isn’t  covered, 
contact: 


Endorsed  by  the 

RHODE  ISLAND  MEDICAL  SOCIET]  ’ 


Th  e Ad  niinistm  to  rs  /7 

lb  LESTER  L.  BURDICK,  INC. 

10  POST  OFFICE  SQUARE,  BOSTON,  MA  02109 
(617)  426-0020 


Underwritten  by:  COMMERCIAL  INSURANCE  COMPANY  15  Corporate  Place  South,  Piscataway,  NJ  08854  201  981-4842 
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LETTERS  TO  THE  EDITOR 


Caring 


To  the  Editor: 

C'-oiigratulations  and  thank  yon  for  your  edito- 
rial, “Caring”  {Rhode  Island  Medical  Journal,  Jan- 
uary 1986).  This  should  he  required  reading  for 
every  doctor  from  the  first  day  of  medical  school 
until  the  day  of  retirement.  Not  a bad  idea  lor 
the  editorial  to  be  required  reading  annually  at 
the  time  of  licensure  renewal. 

Kenneth  G.  Burton,  MD 

To  the  Editor: 

I am  writing  in  res})onse  to  your  editorial  on 
caring.  The  physicians  of  today  have  comjDassion 
and  empathy  for  their  patients  just  as  did  the 
physicians  of  hfty  years  ago.  Caring  is  as  much 
a part  of  modern  medicine  as  technology. 

The  jjractice  of  obstetrics  has  had  dramatic 
changes  over  the  past  two  decades.  It  is  true  that 
we  have  had  many  technologic  advances  includ- 
ing fetal  monitoring,  fetal  scalp  blood  monitor- 
ing, amniocentesis,  and  idtrasonography.  In 
addition  social  changes  have  occurred  which  have 
involved  the  patient  and  family  in  the  birthing 
process.  Family-oriented  practice  is  the  norm  in 
modern  obstetrics.  The  patient  and  husband 
share  the  birth  experience.  In  all  deliveries  hus- 
bands or  signihcant  others  are  in  attendance,  in- 
cluding caesarian  sections.  Fhe  patient  and  family 
have  become  more  involved  in  decision-making 
as  it  pertains  to  obstetrics.  Years  ago,  the  obste- 
trician made  all  the  decisions  and  consulted  the 
husband  after  the  birth. 

In  spite  of  these  developments,  there  is  a mal- 
practice crisis  in  obstetrics.  More  than  75  ])er  cent 
of  all  obstetricians  in  the  United  States  have  had 
at  least  one  lawsuit.  I am  not  saying  that  we  should 
abandon  family-oriented  obstetrics  or  a good 
bedside  manner,  but  it  should  be  noted  that  these 
qualities  will  not  prevent  malpractice  suits. 

Thomas  A.  Vest,  MI) 


(The  presence  of  husbands  or  significant  others  — 
whoever  they  may  be  — in  the  delivery  room  is  not 
universally  welcomed  and  may  or  may  not  involve  the 
caring  of  the  physician.  VVV  do  not  believe  that  the 
problem  of  caring  alone  has  created  the  malpractice 
crisis,  hut  it  is  certainly  a relevant  issue.  Ed.) 


To  the  Editor: 

I very  much  enjoyed  and  agreed  with  your  edi- 
torial on  caring.  )Y)u  mentioned  that  physicians 
often  seem  “disinterested”  in  their  patients  where 
I think  you  mean  “uninterested.”  Disinterest  in- 
dicates fairness  and  imjjartiality,  probably  good 
qualities  for  physicians,  especially  given  the  h- 
nancial  pressures  applied  to  us  to  cut  costs  these 
days. 

Your  hrst  two  paragraphs  state  the  problem 
well.  The  solution  you  offer  in  the  last  para- 
graph, exhorting  hosj)itals  and  medical  schools 
to  inculcate  a “cult  of  caring”  is  worth  expanding 
on  in  future  articles  and  editorials.  Assuming  that 
most  doctors  do  “care,”  how  can  you  make  them 
seem  that  way  outwardly? 

Doctor  John  Winage,  course  leader  of  Brown’s 
BioMed  390  (interviewing  technic|ues  for  hrst- 
year  students),  has  some  very  good  simple  tips 
even  for  the  smoothest  physician.  They  address 
how  to  show  “caring”  for  a patient  through  body 
language,  etiquette  and  manners,  and  a system 
for  responding  appropriately  to  a distressed  in- 
dividual. 

Allen  M.  Dennison,  MD 

(Our  columns  surely  are  open  for  more  on  this  subject. 
While  purists  have  long  frowned  upon  the  use  of  “dis- 
interested" for  “uninterested,"  recent  dictionaries  have 
given  it  respectability.  Widely  used,  it  is  probably  here 
to  stay.  Ed.) 


March,  1986  — \’ol.  69 


133 


Be  prepared,  Doctor.  More  patients  will  be 
asking  about  coloreaal  cancer.  According  to  a 
surv^ey*  conducted  by  the  American  Cancer 
Societ}',  many  people  would  like  to  receive  more 
information  about  colorectal  cancer,  and  83% 
said  tliey  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
deteaed  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  detection  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every'  three  to  five  years. 


following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society'  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  NY  10016.  Ask  about  the  Society^’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
^CANCER 
f SOCIETY® 


•"Cancer  of  the  Colon  and  Rectum:  Summars’  of  Public  Attitude  Survey,”  Ca  33:359-365,  1983  (Nov.-Dee.) 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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On  nitrates, 
but  angina  stfll 
strikes... 


\ 

f 
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Please  see  brief  summary  on  following  page 


After  a nitrate, 

add  isopnpc 

(verapamil  HCl/Knoll) 

To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 

First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 

These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
b'eta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


iSOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications;  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd  degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions ) Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose)  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur  High  grade  block,  however,  has  been 
infrequently  observed  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2,9%),  peripheral  edema  (1 ,7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHE  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1  8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported, 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0,5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied; 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS”® 


ii 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  vyith 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

Calitornia 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Etteclive  in  all  types  of  insomnia  characterized 
by  difficulty  in  tailing  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
dota  have  shown  effectiveness  tor  ot  least  28  consecutive 
nights  ot  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contromdicdtions:  Known  hypersensitivity  to  flurazepam  MCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
ot  the  potential  risks  to  the  fetus  should  the  possibility  of  be 
coming  pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  ot  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressonts  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  tor 
nighttime  sedation  This  potential  may  exist  tor  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g operating 
machinery,  driving)  Potential  impairment  ot  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  yeors  ot  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  ot  dosage  tor  those 
patients  on  medication  tor  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction  prone  individuals  or 
those  who  might  increose  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom 
mended  that  the  dosage  be  limited  to  15  mg  to  reduce  risk  ot 
oversedation,  dizziness,  contusion  and/or  atoxia  Consider 
potential  odditive  effects  with  other  hypnotics  or  CNS  depres 
sants  Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden 
cies,  or  in  those  with  impaired  renal  or  hepatic  function 


Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  ond  tailing  have  occurred  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethorgy  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  hove  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting  diarrhea,  con 
stipation,  Gl  pain,  nervousness,  talkativeness,  apprehension 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur 
rences  of  leukopenia,  granulocytopenia,  sweating  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  ond  hyperactivity 
Dosoge:  Individualize  tor  maximum  beneficial  effect  Adulls 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  palienis  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 
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*A  FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  #1  for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.’  ® As  always,  cautian  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  producf  Informafion  on  reverse  side 
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SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties 

General  Surgery 
Pediatrics 
Internal  Medicine 
Psychiatry 
Opthamology 


we  have  computerized 

Cardiovascular  & 
Thoracic  Surgery 

Obstetrics 

Gynecology 


in  the  local  area  are: 

Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
Ilferalure  or  PDR  The  iollowing  Is  a brief  summary 


* 


WARNING 

This  diug  is  not  indicated  lot  initial  therapy  of  edema  or  hypertension 
Edema  oi  hypertension  requires  Iheiapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deteimined,  its  use  may  be 
moie  convenient  in  patient  management.  Treatment  ol  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sullonamide- 
deiived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  Intake  ol  potassium  Is  markedly  Impaired 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  intake.  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  In  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thromboc^openia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  Information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  ol  the  hydrochlorothiazide  component  ol 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  ol  Dyrenium  (triamterene, 
SKSF  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions:  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances:  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  ol  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  In  Patient-Pak™  unit-of-use  bottles  of  100. 
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MALPRACTICE  COMMISSION  DEVELOPS  PROPOSAL 

The  Legislative  Commission  on  Medical  Mal- 
practice recently  approved  a 30-point  le- 
gislative package  intended  to  alleviate 
the  malpractice  crisis.  Nearly  two-thirds 
of  the  proposed  recommendations  address 
the  Board  of  Medical  Review,  the  state 
disciplinary  agency  for  physicians. 

Calling  the  Board  "a  miserable  failure  in 
i policing  the  performance  of  Rhode  Island 
■ physicians,"  Commission  chairman  Senator 
Michael  Forte  (D,  Tiverton)  called  for 
a new  Board  of  Medical  Licensure  and  Disci- 
pline which  would  have  combined  licensure 
and  disciplinary  functions.  Although  the 
new  board  would  operate  under  the  aegis 
of  the  Rhode  Island  Department  of  Health, 
the  Commission  recommended  that  it  be 
autonomous  in  funding  and  professional 
decision-making.  The  Board  would  be  given 
new  powers  and  funding  to  investigate  com- 
plaints and  malpractice  settlements  or 
awards  against  physicians.  The  new 
board  would  be  financed  by  an  annual 
assessment  of  up  to  $300  for  physicians. 
Governor  Edward  D.  DiPrete  introduced  a 
similar  proposal  earlier  in  the  session. 

The  Commission  also  adopted  the  recommen- 
dation of  the  Rhode  Island  Medical  Lia- 

bility  Coalition  that  hospital  peer  review 

and  credentialling  activities  conducted  in 
good  faith  be  exempted  from  state  and 
: federal  antitrust  laws.  This  follows  the 

findings  of  an  Indiana  case,  Marrese  v 
Intergual,  Inc,  in  which  a federal  court 
rule  that  proceedings  which  could  result 
In  the  revocation  of  an  orthopedic  sur- 
■^^eon's  clinical  privileges  were  exempt 
from  federal  antitrust  laws  under  the 
ioctrine  of  state  action. 

^Iso  Included  in  the  Commission’s  pack- 
age were  the  following  proposals: 


• Prejudgment  interest  would  accrue  from 
the  date  a suit  is  filed  or  formal  noti- 
fication of  a suit  is  given  rather  than 
from  the  date  of  the  alleged  incident. 

• Expert  witnesses  would  be  board  certi- 
fied in  the  appropriate  specialty. 

• Plaintiffs  filing  frivolous  suits  would 
be  responsible  for  the  defendant's 
legal  expenses. 

• Periodic  payments  for  awards  greater 
than  $100,000  would  be  considered. 

• The  collateral  source  rule  would  be 
amended  to  preclude  duplicate  payments. 

• Cases  with  a potential  for  substantial 
settlements  would  be  placed  on  an  accel- 
erated court  schedule. 

RIMS  President  Doctor  Herbert  Rakatansky 
emphasized  that  the  Commission's  action 
provides  only  a starting  point  for  signi- 
ficant tort  reform.  The  Commission  not- 
ably failed  to  act  regarding  caps  on 
awards  for  pain  and  suffering  or  limits 
on  attorneys'  contingency  fees.  The  Soci- 
ety and  the  Medical  Liability  Coalition 
had  recommended  a $250,000  cap  on  awards 
for  non-economic  losses  and  that  contin- 
gency fees  be  limited  on  a sliding  scale 
with  ten  per  cent  of  all  awards  greater 
than  $200,000. 

The  Legislative  Commission  on  Medical  Mal- 
practice was  appointed  by  the  General 
Assembly  in  1984  in  lieu  of  acting  on  a 
five-part  malpractice  reform  package  in- 
troduced by  the  Society.  The  Commission 
heard  testimony  from  physicians,  attorneys, 
the  Joint  Underwriting  Association,  the 
Board  of  Medical  Review,  legal  expert 
Jeffrey  O'Connell  from  the  University 
of  Virginia,  consumer  advocate  Ralph 
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MALPRACTICE  COMMISSION  (continued) 

Nader,  and  hospitals.  The  18-member 
Commission  included  eight  attorneys;  three 
physicians;  one  judge;  one  insurance  claims 
manager;  one  hospital  association  execu- 
tive; one  housewife;  one  retardation  cen- 
ter executive;  and  two  college  professors. 
The  physicians  serving  on  the  Commission 
were  Doctors  Herbert  Rakatansky,  RIMS 
President;  Paul  J.M.  Healey,  immediate 
past  president;  and  Frank  M.  D 'Alessandro . 

GENERAL  ASSEMBLY  WHIPS  INTO  ACTION 

More  than  100  bills  affecting  health,  medi- 
cal care,  and  physician  reimbursement 
were  submitted  to  the  Rhode  Island  General 
Assembly  before  the  March  7 closure  date 
for  filing.  To  become  law,  bills  must 
be  heard  by  the  appropriate  committees  in 
the  Senate  and  House  of  Representatives, 
approved  by  both  the  House  and  the  Senate, 
and  signed  by  the  governor  within  six  days 
of  passage.  Although  the  General  Assembly 
is  scheduled  to  adjourn  May  16,  knowledge- 
able observers  predict  that  the  1986 
session  will  not  end  until  early  June. 

Bills  of  special  interest  to  physicians 
include: 

Malpractice:  In  addition  to  the  30-point 

legislative  package  submitted  by  the  Le- 
gislative Commission  on  Medical  Malprac- 
tice (see  page  140),  Senator  Michael  J. 
Flynn  has  introduced  a bill  which  would 
place  a $250,000  cap  on  awards  for  pain 
and  suffering,  impose  an  eight  per  cent 
limit  on  prejudgment  Interest,  restrict 
attorneys'  contingency  fees,  exempt  hos- 
pital medical  staff  credentialling  pro- 
cesses from  antitrust  restrictions,  and 
provide  for  the  confidentiality  of  medi- 
cal staff  records. 

S.  2468  (Motherway)  would  restrict  attor- 
neys' contingency  fees  in  medical  malpra- 
tice  cases  to  40  per  cent  of  the  first 
$50,000,  33-1/3  of  the  next  $50,000, 

25  per  cent  of  the  next  $100,000,  and 
10  per  cent  of  all  awards  greater  than 
$200,000. 

Reimbursement : Three  bills  have  been  in- 

troduced which  would  require  physicians 
to  accept  assignment  of  benefits  as  pay- 


ment in  full  for  all  Medicare  beneficiaries, 
H 7982,  introduced  by  Representative  Fran- 
cis Sherman,  would  require  the  acceptance  i 
of  assignment  as  a condition  of  licensure.  ' 
Another  bill,  also  sponsored  by  Sherman,  ^ 
would  define  balance  billing  under  Medi-  ^ 
care  as  "unprofessional  conduct."  The 
Society  has  informed  the  sponsors  of  these 
bills  that  they  would  violate  federal 
Medicare  regulations.  It  also  was  pointed 
out  that  reimbursement  practices  should 
have  no  role  in  the  eligibility  for  licen- 
sure as  they  are  not  relevant  to  qualifi- 
cations. The  constitutionality  of  a 
similar  law  in  Massachusetts  which  links 
Medicare  assignment  with  licensure  is 
being  contested.  In  addition,  H 7227 
(Cardente)  would  require  physicians  to 
post  their  fees  in  conspicuous  places. 

Living  wills:  S 2284  (Sabatini)  would  pro- 
vide a mechanism  for  establishing  rights  of 
the  terminally  ill,  including  the  decision 
to  have  life-sustaining  measures  withheld 
or  withdrawn.  A nearly  identical  bill, 

S 2311  (Farnum) , also  would  establish  a 
living  will  mechanism  for  the  state.  H 
7724  (Carcieri)  would  create  a durable 
power  of  attorney  for  health  care  purposes. 

AIDS : H 7015  (DeLuca)  would  require  the 
Department  of  Health  to  establish  clinics 
to  educate  the  public  on  the  prevention 
of  acquired  immune  deficiency  syndrome 
(AIDS)  and  to  treat  victims.  It  also 
would  empower  the  health  department  to 
regulate  any  organization  which  receives 
blood  donations.  Another  bill  (H  7024) 
would  add  screening  for  AIDS  to  the  re- 
quired blood  tests  for  marriage  licenses. 

Smoking:  H 7031  (Rossi)  would  ban  the  sale 
of  tobacco  products  to  minors.  Another 
bill  (H  7149)  would  prohibit  the  sale  of 
snuff  to  minors  and  would  require  warning 
labels  on  all  packages  of  chewing  tobacco 
sold  in  the  state. 

Drugs : H 7026  (DeLuca)  would  expand  the 

Rhode  Island  Pharmaceutical  Assistance 
to  the  Elderly  program.  On  a related 
matter,  H 7088  (Cardente)  would  increase 
the  income  limitations  for  eligible  re- 
cipients to  $10,000  for  single  persons 
and  $15,000  for  couples.  Eight  other 
bills  would  expand  the  types  of  drugs 
covered  under  the  program. 
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I GENERAL  ASSEMBLY  (continued) 

! Seat  belts;  Three  House  bills  and  two  Sen- 
j ate  bills  would  Impose  a $25  fine  for 
j failure  to  use  seat  belts.  On  a lighter 
I note,  one  bill  would  require  all  shopping 
i carts  to  be  equipped  with  seat  belts. 

! Medical  records;  Under  H 7643  (Friedemann) 
j hospitals  would  be  required  to  maintain 
all  patient  records  for  15  years  and  hos- 
; pital  ambulatory  clinics  for  ten  years. 

I H 7057  (DeLuca)  would  permit  unlimited 
j patient  access  to  medical  records. 

I 

j Mental  health;  H 7101  (Cardente)  would  re- 
' quire  all  mental  health  agencies  which 
I receive  state  funds  to  delete  the  words 
' "mental  health"  from  their  titles  and  sub- 
;1  stitute  "counseling."  H 7567  (Teitz)  would 
extend  the  authority  of  the  mental  health 
advocate  to  clients  of  community  mental 
1 health  centers.  Dealing  with  alcoholism, 

! S 2488  (Badeau)  would  permit  persons  to 
i seek  voluntary  treatment  of  alcoholism 
ij  only  once  during  every  two  year  period. 

‘I  ij 

I Other  bills  of  interest  to  physicians 
i{  include: 

j • H 7268  (Cardente)  - would  provide  for 
a three  year  transition  of  the  present 
' certif icate-of-need  thresholds  to  the 

! corresponding  minimum  federal  levels 

! • H 7412  (Batastlni)  - would  require  hos- 
pital officials  to  approach  families 
of  deceased  patients  for  anatomical 
donations 

' I • H 2221  (D'Ambra)  - would  establish  edu- 
1 national,  training,  and  practice  re- 
, [ quirements  for  respiratory  therapists 

1 • H 7555  (DeLuca)  - would  require  all 

hospitals  to  establish  a patient  trans- 
j fer  policy  under  guidelines  promulgated 

! by  the  Department  of  Health 

■ • H 7619  (Friedemann)  - would  establish 
V 911  as  the  primary  emergency  telephone 
number  and  would  provide  emergency 
communications  procedures  for  calls 
for  fire,  police,  medical,  rescue, 
and  other  emergency  services 


• H 7734  (Tsiongas)  — would  create  a scho- 
larship and  loan  program  for  third  and 
fourth  year  medical  students. 

NATIONAL  TORT  REFORM  COALITION  FORMED 

More  than  960,000  businesses,  professionals, 
and  public  entities  — represented  by  24 
organizations,  including  the  American 
Medical  Association  — have  formed  the 
American  Tort  Reform  Association,  the 
first  coalition  of  its  kind  devoted  solely 
to  reforming  the  US  civil  justice  system. 

In  announcing  the  coalition’s  formation, 

ATRA  president  Jim  Coyne  called  for  an 
end  to  "litigation  pollution."  According 
to  Coyne,  "We  must  return  to  a rational, 
logical  justice  system,  where  plaintiffs 
receive  awards  because  they  prove  some- 
one has  been  negligent  and  harmed  them." 
Coyne,  who  is  also  executive  vice-presi- 
dent of  the  American  Consulting  Engineers 
Council,  says  that  ATRA  will  work  to  re- 
form lawyers'  contingency  fees,  limit 
awards  for  non-economic  losses,  and  re- 
strict the  use  of  joint  and  several  lia- 
bility. The  group  also  wants  appropriate 
statutes  governing  collateral  sources  of 
payments.  "Excessive  litigation  is  a 
tragic  American  disease,"  said  Coyne, 
who  added,  "It's  severely  damaging  our 
public  and  private  sectors  and,  at  the 
same  time,  reducing  the  ability  of  le- 
gitimate plaintiffs  to  get  quick  and 
fair  disposition  of  their  claims. 

As  the  tort  liability  crisis  has  extended 
to  all  kinds  of  activities,  it  may  result 
that  the  solution  to  the  malpractice  cri- 
sis lies  elsewhere  than  in  specific  class 
legislation. 

GOVERNOR'S  COUNCIL  CHARGED  WITH  ADDRESSING 
INSURANCE  LIABILITY  CRISIS 

Governor  Edward  D.  DiPrete  has  charged  a 
group  of  insurance  executives  with  finding 
ways  to  resolve  a crisis  in  the  insurance 
industry  that  has  led  to  such  high  rates 
for  certain  types  of  liability  insurance 
that  many  purchasers  are  unable  to  afford 
coverage. 

DiPrete  said  the  findings  of  the  Governor's 
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Insurance  Council  should  "go  a long  way" 
toward  overall  improvement  of  the  state's 
business  climate,  which  he  has  set  as  a 
priority  of  his  administration.  The  panel 
of  25  executives,  all  appointed  by  DiPrete, 
includes  the  directors  of  the  state  depart- 
ments of  Business  Regulation  and  Economic 
Development  and  a member  of  the  governor's 
policy  staff. 

The  Council  has  been  charged  with  address- 
ing three  issues:  studying  the  availabil- 

ity and  affordability  of  liability  insur- 
ance, fostering  a business  climate  that 
helps  insurance  companies  in  Rhode  Island 
to  prosper,  and  attracting  additional 
companies  to  the  state. 

The  Council's  formal  report  is  expected  by 
May.  DiPrete  said  that  recommendations  he 
supports  will  be  implemented  administra- 
tively or,  if  necessary,  submitted  to  the 
General  Assembly  next  year  for  approval. 

RIPAE  PROGRAM  COVERS  CERTAIN  DRUGS 

The  Rhode  Island  Pharmaceutical  Assistance 
to  the  Elderly  (RIPAE)  program  covers  60 
per  cent  of  the  cost  of  certain  medications 
for  diabetes,  high  blood  pressure,  and 
cardiovascular  functions.  The  patient  pays 
the  remaining  40  per  cent.  To  be  eligible, 
a patient  must  be  65  years  of  age  or  older 
and  have  an  income  of  $9,000  or  less  for 
single  persons  or  $12,000  for  couples. 

Applications  for  the  RIPAE  program  are 
available  from  the  Department  of  Elderly 
Affairs  at  401/277-2880. 

PERCENTAGE  OF  SMOKING  RHODE  ISLAND 
PHYSICIANS  DECLINES 

The  percentage  of  physicians  in  Rhode  Is- 
land who  smoke  cigarettes  has  declined  to 
eight  per  cent  from  33  per  cent  twenty 
years  ago,  according  to  the  Rhode  Island 
Department  of  Health. 

The  survey,  reported  in  the  March  1986  issue 
of  the  Journal  of  Public  Health,  covered  82 
per  cent  of  the  state's  2,200  physicians 
and  showed : 

• Only  4.5  per  cent  of  physicians  under 
30  years  of  age  smoke. 


• Some  6.3  per  cent  of  physicians  under 
age  35  smoke;  12.3  per  cent  of  those 
over  75  smoke. 

• Among  specialties,  obstetricians  and 
gynecologists  had  the  highest  smoking 
rate  - 14  per  cent  - while  otolaryngo-| 
legists  had  the  lowest  - 3.8  per  cent.i 

NEW  AMA  PUBLICATION 

The  AMA  Department  of  Physician  Practice 
Services  recently  has  published  a new 
booklet  called  Medical  Practice  Finance: 

A Guide  for  Physicians.  Prepared  with  th 
assistance  of  the  accounting  firm  Arthur 
Young  & Company,  the  publication  is 
oriented  toward  physicians  who  plan  to  ob 
tain  financing  to  establish  or  expand  a 
medical  practice.  Chapters  include:  pre 

paring  yourself  to  work  with  a lender, 
what  your  lender  needs  to  know,  debt  and 
equity  financing,  financing  approaches, 
case  studies,  sample  practice  plan,  sampl 
loan  applications,  and  sources  of  additio 
al  information. 

It  is  available  to  AMA  members  for  $9.95 
per  copy  and  to  nonmembers  for  $14.95. 
Orders  should  be  placed  through  Book  and 
Pamphlet  Fulfillment  - OP  233,  American 
Medical  Association,  PO  Box  10946,  Chi- 
cago, Illinois  60610. 

RIMS  ANNUAL  MEETING  TO  BE  MAY  30 

The  175th  Annual  Meeting  of  the  Rhode  Is- 
land Medical  Society  will  be  held  Friday, 
May  30,  at  the  Biltmore  Plaza  Hotel, 
Providence.  Featured  will  be  an  after- 
dinner  address  by  Senator  John  Chafee. 
Also  included  in  the  day-long  session 
will  be  the  annual  meeting  of  the  member- 
ship and  House  of  Delegates,  the  presen- 
tation of  the  45th  Chapin  Oration,  the 
Presidential  Address  by  Doctor  Herbert 
Rakatansky,  and  the  Inauguration  of  offi- 
cers for  1986-1987.  The  Chapin  Orator 
will  be  William  L.  Curran,  a frequent 
contributor  to  the  New  England  Journal 
of  Medicine.  Entertainment  will  be  by 
the  Debbie  Waldman  Group. 

Additional  information  and  registration 
forms  will  be  sent  to  the  membership 
later  this  month.  For  further  informa- 
tion, please  call  the  Society's  offices 
at  401/331-3207. 
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BREAST  HEALTH 

your  ceuler  for 
the  diagnosis  and  treatment 
of  breast  disease 

IS  NOW  OPEN  FOR 

THE  INFFIAL  EVALUA  FION  OR  SECOND  OPINION 
CONSUL  FATION  OF  BREAST  PROBLEMS  BY  A 
I EAM  OF  EXPERIENCED  SURCEONS,  ONCOLOGISTS, 
RADIATION  THERAPISTS  AND  COUNSELLORS. 

266  WAYLANl)  AVENUE 

pr()vii)Enc:e,  r.i.  02906 

751-6890 

Appointments  Available  at  Your  Convenience 
Support  Groups  Meet  Regularlv 
Blue  Cross,  Medicare,  Ocean  State  Participant 
Most  Health  Insurance  Plans  Accepted 

ARNOLD  H.  HERMAN,  MD,  LAGS,  DIRECTOR 


OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 

• 24  Hour  Stat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  A.c  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bi.>  and  Eolic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CRANSrON  STRHHT,  CRANSTON,  RI  02920 

943-1211 


RI  TOLL  FREE  1-800-942-1011 


DOES  YOUR  ELDERLY  PATIENT 
REALLY  NEED  A NURSING  HOME? 


Our  sheltered  eare  liomes  provide: 

• Assistance  with  mental  or  physical  disabilities 

• Reasonable  rates  in  licensed  facilities 

• Short-  or  long-term  placements 

• Good  home-cooked  meals 

• Help  with  medications 

• Social  contact  with  peers 

• 24-hour  supervision 


EDGE LEA 

32  Broad  Street,  W'arren 
245-2626 


EDGEMONT 


24  Buffalo  Avenue,  Warren 
245-2624 


The  Next  Best  Thiuf’  to  Home 


THL  LARGEST  PROVIDERS  OF  NURSING 
PERSONNEL  IN  RHODE  ISLAND? 


• We  have  one  of  the  largest  statewide  staffs  of  registered  and  licensed  practical  nurses  available  in 
Rhode  Island. 

• Our  Social  Service  and  Nursing  Departments  work,  around  the  clock,  everyday,  to  meet  specific  patient 
needs. 

• Most  major  hospitals  and  extended  care  facilities  rely  on  us  for  their  supplemental  staffing  needs. 

• More  physicians  than  ever  before  are  recommending  our  Agency  with  confidence  to  patients  who  need 
PRIVATE  DUTY  NURSING  CARE  in  the  hospital,  home  or  nursing  home. 


Providing: 

Registered  Nurses 
Licensed  Practical  Nurses 
Nursing  Assistants  and  Orderlies 
Homemakers  — Home  Health  Aides 


The  Friendly  Flealth  Care  Professionals 


When  Private  Duty  Nursing  Care  is  needed  call 

L M Nursing  Services  Inc. 

Providence  401-751-2440  Pawtucket  401-728-9898 


24  HOURS  A DAY  7 DAYS  A WEEK 


PEPFECr 

MAKES 

PFACnCE. 


Operating  or  starting  a successful  med- 
ical practice  is  demanding.  It  demands 
perfection.  The  perfect  location.  The  per- 
fect environment.  The  perfect  image.  The 
perfect  resources. 

The  Garden  City  Medical  Park  has  it 
all  at  the  perfect  price,  and  within  15 
minutes  of  most  major  hospitals  in 
Rhode  Island. 

Our  spacious  condominium  suites 
have  been  specifically  designed  and  built 
for  the  practice  of  medicine  and  related 
specialties  and  technical  services. 


Emergency,  pharmaceutical 
and  laboratory  facilities  are 
among  the  core  of  conveniences 
physician,  staff  and  patient  enjoy 
in  this  pleasant,  park-like  setting. 

And,  because  it's  a condomin- 
ium, you're  investing  in  your 
practice,  your  future  and  the 
control  of  your  own  environment. 

Call  today  for  a free 
brochure  detailing  this  unique 
medical  park  and  typical 
suites  still  available. 


GARDEN 

CITY 


MEDICAL 

PARK 


1 150  Reservoir  Avenue  1 * Cranston,  Rhode  Island 

Developed  and  Marketed  by:  The  Downing  Corporation, 

200  Dyer  Street,  Providence,  RI  02903,  Telephone  401-273-8000 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• SamC'Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  hy  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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Dx:  recurrent 


HeRpecin-L^ 


herpes  labialis 

“HERPECIN-L  Is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

‘‘HERPEClN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  ddS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  Information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Rhode  Island,  HERPECIN-L  is  available  at  all  Brooks, 
CVS  Drug  Stores  and  other  select  pharmacies. 


He  flourished 
during  the  first 
half  of  the 
20th  century.” 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  intervention 
is  threatening  the  quality  of  medicine  — and  your  right  to  function 
as  an  independent  professional.  The  government,  responding  to 
cost  containment  pressures  from  myriad  sources,  has  taken  a 
more  active  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

In  your  fight  for  survival,  the  American  Medical  Association  is 
your  best  weapon.  The  AM  A is  the  most  influential  force  in 
health  care.  No  other  organization  can  so  effectively  reach  the 
national  policymakers  who  will  help  determine  your  future  and 
the  future  of  medicine. 

Join  the  AMA.  We're  your  voice  in  Washington.  And  we're 
fighting  for  you  — and  your  patients. 


The  American  Medical 
Association 

535  North  Dearborn,  Chicago,  Illinois  60610 
Please  send  me  membership  information. 


Name 


Address 


City 


State 


_ □ Member,  County 

County Medical  Society 

1A-042 


For  more  information,  call  the  AMA  collect 

(312)  645-4783,  or  return  this  coupon  to  your  state  or 

county  society. 


The  changes  are  all  around 
us.  New  HMO's.  Increasing  numbers 
of  medical  school  graduates.  Pyramiding 
patient  insurance  headaches.  Lack  of  dedicated 
personnel.  Increasing  malpractice  suits  and  pre- 
miums. 

This  is  a special  invitation  for  you  to  Aim  High  as 
a member  of  the  Air  Force  Health  Care  Team. 


One  of  the  advantages  you  would  enjoy  with  us  is 
time.  Time  for  your  patients.  Time  to  keep  profes- 
sionally current.  Time  to  relax.  30  days  of  vacation 
with  pay  each  year. 

Another  advantage  is  peace  of  mind — financial 
security  now,  and  a generous  retirement  if  you 
qualify. 

Leave  the  administrative  hassles  to  others.  Find 
out  about  an  Air  Force  practice  by  calling  me  in 
complete  confidence. 

TSgt  Bill  Cavalieri 
380  Westminster  Mall 
Providence,  Rl  02903 
(401)  528-4043 


i 


1.; 


L 


!! 


A great  way  of  life 
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There’s  more  to 
Portable  X-Ray  tovice 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  'by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


iOO  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 


Rhode  Island  Medical  Journal 


EDITORIAL 


The  Future  of  PPS  (DRGs) 


The  prospective  payment  system  (PPS)  for  hos- 
pital reimbursement  under  the  federal  Medicare 
program  uses  diagnosis-related  groups  (DR(is) 
to  determine  the  amount  of  payment.  What  ef- 
fect is  this  having  on  the  quality  of  medical  care? 
It  is  much  too  early  for  dehnitive  answers,  but 
the  reports  are  beginning  to  come  in.  Tbe  signals 
are  mixed. 

The  American  Medical  Association  and  the 
American  Society  of  Internal  Medicine  relied  on 
voluntary  responses  rather  than  random  sam- 
ples. Complaints  are  numerous,  but  whether  these 
can  be  interpreted  as  evidence  of  failure  of  tbe 
system  is  open  to  question. 

Two  statistical  studies  by  respected  research 
hrms  have  elicited  pertinent  information.  Health 
Economics,  Inc,  of  Chestnut  Hill,  Massachusetts 
in  a study  financed  by  the  Health  Care  Financing 
Administration  (HCFA)  reveals  that  four  out  of 
five  physicians  perceived  that  hospitals  had  in- 
duced them  to  change  their  practices  to  accom- 
modate the  new  payment  system.  Fighty-five  per 
cent  of  radiologists,  anesthesiologists,  and  pa- 
thologists reported  pressure  to  do  more  testing 
on  an  outpatient  basis.  More  than  half  had  been 
asked  to  limit  expensive  procedures  and  to  per- 
form fewer  procedures.  Almost  eighty  per  cent 
of  physicians  felt  that  they  were  urged  to  dis- 
charge patients  earlier  and  to  request  fewer  tests. 
While  the  study  confirms  widespread  pressures 
to  alter  practice  patterns,  it  leaves  unanswered 
two  pertinent  questions.  How  much  pressure  have 
hospitals  applied  and  what  percentage  of  phy- 
sicians yielded  to  the  pressure?  It  also  leaves  un- 
answered the  question  of  outcome  — was  this 
harmful  to  patients?  The  statistical  changes  noted, 
incidentally,  were  more  evident  among  Medicare 
than  non-federal  patients. 


The  second  study  was  conducted  by  our  old 
friend,  the  Commission  on  Professional  and  Hos- 
pital Activities  (CPHA)  of  Ann  Arbor,  Michigan. 
In  general  the  report  indicates  that  a downward 
trend  in  hospital  use  rates  is  much  greater  than 
would  have  been  expected  without  PPS,  and  was 
greater  for  Medicare  than  for  other  patients.  The 
decline  in  length-of-stay  was  four  times  as  great 
as  would  otherwise  have  been  expected.  There 
were  similar  effects  in  the  use  of  intensive  and 
cardiac  care  units. 

Looking  to  outcome  results,  the  CPHA  study 
found  no  increases  in  hospital  readmissions  and 
no  unexpected  increases  in  discharges  to  skilled 
nursing  facilities  (SNF).  There  were  significant 
increases,  however,  in  discharges  to  psychiatric 
and  rehabilitation  facilities  and  to  home  health 
care  agencies.  CPHA  states  that  PPS  “appears” 
to  have  been  effective  in  reducing  some  ineffi- 
ciencies without  causing  deterioration  in  the 
quality  of  care.  It  cautions,  however,  that: 

• An  observed  drop  in  Medicare  inpatient  mor- 
tality rates  may  indicate  a tendancy  to  discharge 
severely  ill  patients  to  other  locations. 

• The  increase  in  discharges  to  other  facilities 
could  signify  transfer  to  facilities  not  covered 
by  PPS." 

• The  growing  trend  to  use  home  health  agencies 
requires  very  careful  monitoring  to  assure 
quality  of  care. 

• It  is  not  entirely  clear  that  moving  patients  out 
of  the  hospital  to  other  types  of  post-hospital 
care  is  “a  good  solution  to  controlling  Medicare 
costs.” 

Another  study  by  HCFA  itself  states  that  “early 
evidence  indicates  that  PPS  is  accomplishing  many 
of  its  stated  objectives  without  major  problems” 
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— which  may,  of  course,  he  self-serving,  f'lie 
report,  incidentally,  noted  an  increase  in  the 
nninher  of  discharges  to  skilled  nursing  facilities 
somewhat  gt eater  than  would  otherwise  have 
been  expected. 

A somewhat  different  picture  emerges  from 
comments  by  Doctor  James  I.  Cilenn,  jjresident 
of  the  Mount  Sinai  Medical  Center  in  New  \'ork, 
speaking  before  the  1985  Clinical  (k)ngress  of 
the  American  College  of  Surgeons.  DRCs,  he 
states,  will  have  an  ominous  and  in  many  cases 
adverse  impact  on  all  aspects  of  health  care 
delivery,  including  the  patient,  the  physicians, 
medical  education,  and  the  overall  structure 
of  the  health  care  system.  Patients  can  expect 
shorter  hospitalizations,  “fn  fact,  that  trend,” 
he  states,  “is  already  occurring,”  with  hosjjital 
stays  down  12  per  cent  and  hospital  bed  utili- 
zation down  f()  per  cent.  A number  of  other 
factors  are  affecting  or  wall  affect  the  health  scene, 
including  federal  legislation  to  control  the  cost 
of  graduate  education,  the  surplus  of  physicians, 
and  the  importation  of  foreign  medical  gradu- 
ates. 

As  for  the  impact  on  patients,  he  speculates 
that  DRGs  may  increase  personal  discomfort,  in- 
crease patient  involvement  in  their  own  health 
care,  and  increase  the  complication  rate.  Studies 
to  date  do  not  yet  show  an  effect  on  the  com- 
plication rate,  but  “the  potential  is  always  there.” 
As  for  surgeons,  more  time  will  have  to  be  de- 
voted to  care  in  the  ambulatory  sector  and  to  such 
administrative  functions  as  the  scheduling  of  di- 
agnostic tests.  There  is  an  associated  greater  po- 
tential for  the  kind  of  confusion  that  enhances 
the  malpractice  risk.  Diminishing  beef  usage  will 
inevitably  increase  the  per  diem  overhead  costs 


as  hosj)ital  services  must  remain  essentially  the 
same. 

An  unpleasant  adver.sarial  relationship  will  un- 
doubtedly develop  between  hosjjitals  and  phy- 
sicians if  lumj)  sum  reimbursement,  including 
the  physician’s  fee,  is  initiated. 

riiere  will  be  a deleterious  imjiact  on  medical 
education  if  the  federal  government  througli  tai- 
loi  ing  of  DR(is  withdraws  f rom  resjjonsibility  for 
undergraduate  medical  education.  I he  current 
“rumblings,”  he  continues,  about  graduate  med- 
ical education  may  suggest  that  the  government 
will  seek  to  remove  itself  f rom  these  costs  as  well.” 
Doctor  (ilenn  foresees  a cholescystectomy  case 
being  worked  uj)  on  an  ambulatory  basis,  ad- 
mitted directly  to  the  (jjjerating  room  (where  the 
resident  will  see  the  patient  for  the  first  time  as 
a “small  j)atch  of  skin  in  the  right  ujjper  cjuad- 
rant”),  sent  to  the  recovery  room,  then  to  a step- 
down  unit,  and  out  of  the  hospital  on  the  fourth 
day.  “There’s  certainly  not  much  of  a learning 
experience  in  this  scenario,”  he  states  and  adds, 
“We  are  now  technologically  dependent  and  eco- 
nomically hostage  to  the  fact  that  we  can  no  longer 
af  ford  the  luxury  of  teleological  bedside  teach- 
ing, and  I think  both  the  patient  and  physician 
will  suffer  as  a result:”  He  quoted  Congressman 
Henry  Waxman  regarding  planning  for  the  fu- 
ture: “The  federal  government  keeps  changing 
the  rules  every  year  and  breaking  promises.  It  is 
exceedingly  difficult  for  the  health  care  system 
to  design  its  own  policies  in  the  face  of  the  gov- 
ernment’s constantly  shifting  policies.” 

The  future  is  bright  or  dim  depending  on 
whom  you  believe. 

SeebertJ.  Goldowsky,  MD 
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Ninth  Annual  Seminar 

Guest  Faculty: 

CURRENT  CONCEPTS  IN  FETAL 

Edmund  A.  Egan,  MD 
Robert  L.  Goldenberg,  MD 
Laura  R.  Ment,  MD 
Irwin  R.  Merkatz,  MD 

AND  NEONATAL  CARE 

May  29-30,  1986 

Faculty: 

Lorand  R.  Brown,  MD 

Sheraton  Islander 

Mary  Ellen  Burke,  RN,  MS 

Newport 

Jane  Dempsey,  RN,  MS 

Sponsors: 

Mahendra  De  Silva,  PhD 
Patrice  D.  DiMario,  RN 
Ray  V.  Haning,  MD 

Rhode  Island  Medical  Society 

Irma  Hyman,  MSW 
John  Murphy,  MD 

RI  Chapter,  American  Academy  of  Pediatrics 

Paul  Ogburn,  MD 

RI  Section,  American  College  of  Obstetricians  and 

William  Oh,  MD 

Gynecologists 

Georges  Peter,  MD 

RI  Section,  Nurses  Section  of  ACOG 

Diane  Pizzi,  RN 

Women  8c  Infants’  Hospital 

Betty  Vohr,  MD 

Brown  University 

John  A.  Widness,  MD 

RI  Department  of  Health 

Call  4011331-3207  for 
additional  i nformalion 

Medical  Diagnostics 

IIIIIIIIK  IMAGING  SPECIALTIES  llllllllll 

469  Centerville  Road  • Suite  103 

Warwick,  RI  02886 

Telephone  (401)  738-9002 

A HIGHLY  PROFESSIONAL  MEDICAL  OFFICE 

SPECIALIZING  IN  MAMMOGRAPHY  AND  ULTRASOUND 

• State-of-the-art  equipment 

• Emergency  services 

ULTRASOUND 

MAMMOGRAPHY 

• endorectal  sonography  (prostate) 

• xerography 

• pelvic/obstetrical/amniocentesis 

• film  screen 

• thyroid 

• testes 

• breasts 

• kidneys/bladder  volume 

. 

• abdomen  (liver/spleen/GB/biliary  tract/pancreas/aorta) 

Schedule  An 
Office  Visit  Today 


Bayside 

Medical  Building 

235  Plain  Street,  Providence 

Bayside  is  a new  Five-story 
condominium  medical  building 
overlooking  Rhode  Island  Hospital 
and  the  new  Women  and  Infants 
Hospital  complexes. 

Residing  in  Bayside  is  a full 
complement  of  medical  prac- 
titioners with  specialties  in  inter- 
nal medicine,  general  surgery,  car- 
diology, gastroenterology,  cardiac 
surgery,  podiatry,  oncology, 
obstetrics  and  gynecology. 

Of  the  20  custom-designed 
medical  suites  in  the  building  only 
two,  first-floor  suites  remain  avail- 
able for  purchase  as  either  shell 
space  or  will  be  finished  to  your 
specifications. 


Southside 
Medical  Center 

120  Dudley  Street,  Providence 

Southside  is  an  established 
medical  building  located  next  door 
to  Women  and  Infants  Hospital. 
This  superb  location  provides  you 


with  suite  selections  to  choose 
from  for  purchase  or  lease.  These 
suites  range  in  size  from  885 
square  feet  to  1350  square  feet. 

Presently,  Southside 's  medical 
practitioners  have  backgrounds  in 
sports  medicine,  surgery,  cardiol- 
ogy, internal  medicine,  cytology, 
physical  therapy,  as  well  as  hand 
and  plastic  surgery. 


Both  Bayside  and  Southside 
also  offer  comprehensive  labora- 
tory, radiology,  and  pharmacy  ser- 
vices which  will  meet  your  specific 
needs. 

Besides  the  excellent  location 
and  ample  parking  for  you  and 
your  patients,  other  important 
considerations  in  ownership  in 
either  Bayside  or  Southside  are 
equity  build-up,  depreciation,  re- 
sale value,  and  capital  gains 
treatment. 

Schedule  an  office  visit  today. 
Call  J.E.J.  Realty  Corporation  at 
274-7920. 


J.EJ.  Realty 
274-7920 
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Representation 


One  of  the  more  common  topics  in  conversation 
I have  had  with  colleagues  this  year  is  the  issue 
of  how  well  the  Rhode  Island  Medical  Society 
represents  the  individual  doctor.  In  the  eyes  of 
the  public,  the  Society  represents  all  of  the  doc- 
tors in  the  state.  I would  like  to  clarify  the  process 
by  which  this  occurs. 

A basic  policy  of  the  Rhode  Island  Medical 
Society  is  that  no  one  other  than  an  officer  of  the 
Society  may  speak  for  the  Society  unless  specif- 
ically authorized  to  do  so.  Such  authorizations 
usually  relate  to  the  work  of  a specihc  committee. 
In  those  situations  the  chairperson  of  the  com- 
mittee or  an  alternate  speaks  to  the  media  or  in 
public.  Generally,  however,  the  president  voices 
the  position  of  the  Society.  The  president  (or 
other  spokesperson)  may  not  speak  his  or  her 
personal  views.  If  the  president  has  views  diver- 
gent from  those  of  the  Society,  they  may  not  be 
expressed  publicly  as  the  perception  of  the  public 
is  that  the  president  is  always  speaking  for  the 
Society.  In  the  event  that  the  personal  views  of 
the  president  (or  other  spokesperson)  are  in  such 
conflict  with  the  view  of  the  Society  that  he  can- 
not in  good  faith  support  the  Society’s  position, 
then  that  person  cannot  speak  at  all  or  must  re- 
sign his  office  and  speak  out  as  an  individual. 
This  process  insures  that  the  official  position  of 
the  Rhode  Island  Medical  Society  is  always  rep- 
resented accurately. 

It  is  essential  that  the  Society  operate  according 
to  a set  of  specific  policies.  This  insures  that  the 
work  of  the  Society  will  progress  in  a consistent 
and  productive  fashion  and  not  be  subject  to  the 
vagaries  of  an  ever-changing  leadership.  The 
policies  must  be  dynamic,  however,  and  respon- 
sive to  changing  times.  I perceive  the  Job  of  the 
officers  to  be  twofold.  First,  they  must  provide 
leadership  in  the  formation  of  new  policies.  Sec- 
ond, they,  with  the  assistance  of  staff,  must  carry 
out  these  policies  to  the  best  of  their  abilities. 

The  position  of  the  Society  on  a specihc  issue 
is  arrived  at  in  an  orderly  and  democratic  fash- 


ion. All  members  may  (and  should)  participate 
in  this  process.  The  basic  policies  of  the  Society 
must  be  approved  by  the  House  of  Delegates. 
The  House  is  comprised  of  representatives  from 
all  geographic  areas,  hospitals,  and  specialties. 
Although  only  official  delegates  may  vote,  any 
member  may  attend  the  meetings  and  speak.  The 
House  meets  three  times  a year.  Special  sessions 
may  be  called  if  necessary. 

The  Council  of  the  Society  is  composed  of  the 
officers  and  representatives  from  each  county 
medical  society.  The  Council  meets  six  times 
yearly  in  alternate  months.  Fhe  Council  makes 
decisions  on  policy  matters  using  the  previous 
decisions  of  the  House  as  precedent  and  in  ac- 
cordance with  the  known  objectives  of  the  Soci- 
ety. All  Council  actions  are  presented  to  the 
House  for  approval.  In  the  alternate  months 
when  the  Council  is  not  meeting,  the  Executive 
Committee,  consisting  of  the  officers,  meets  to 
carry  on  the  business  of  the  Society.  All  actions 
of  the  Executive  Committee  are  sent  to  the  Coun- 
cil for  approval. 

There  are  two  categories  of  issues  which  re- 
quire policy  decisions.  First  are  the  broad  issues 
of  national  concern.  Examples  include  the  mal- 
practice crisis  and  the  health  hazards  of  smoking. 
On  these  issues,  the  Rhode  Island  Medical  So- 
ciety must  rely  on  outside  help  to  formulate  spe- 
cihc policies  and  approaches.  When  I assumed 
the  presidency  last  May,  it  became  apparent  that 
the  Society  had  no  stated  policies  in  many  of 
these  areas.  At  my  request  the  Council  and  sub- 
sequently the  House  approved  the  proposal  that 
the  Society  adopt  the  policies  of  the  AMA.  The 
process  by  which  the  AMA  decides  its  policies  is 
similar  to  ours.  The  House  of  Delegates  which 
meets  twice  a year  approves  all  policy  decisions. 
The  AMA  publishes  its  policies  yearly  and  issues 
supplements  as  needed.  The  availability  of  a pol- 
icy book  has  been  of  great  help  in  replying  to 
media  (juestions  in  a consistent  and  intelligent 
manner.  The  policy  book  was  distributed  to  the 
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('-ouncil  and  nol  one  of  the  positions  was  (]iies- 
tioned.  In  llic  event  of  {lisagreeinent,  the  jioliey 
can  I)e  reversed  f>y  the  Society  in  tlie  protess 
descrif)ed  aliove.  In  actual  fact,  the  jiolicies  of  tlie 
AMy\  are  well  researclied  and  have  been  of  ines- 
tiniafile  value  to  ns.  It  is  of)viousIy  ini[iossif)le  for 
a small  society  such  as  onrs  to  duplicate  this  ef- 
fort. If  yon  have  any  (|nestions  al)ont  these  |)ol- 
icies,  please  call  or  w'l  ite. 

Second  are  issues  of  local  interest  only.  In  these 
areas,  the  decisions  are  made  locally  and  we  have 
constructed  onr  own  policy  Ijook.  Such  issues  in- 
clude our  1 elationshij)  with  PRO,  our  decisions 
regarding  impaired  j)hysicians,  local  peer 
review,  and  so  forth.  If  you  have  (juestions  about 
these  policies,  please  call  or  write. 

rhe  medical  society  position  on  an  issue  thus 
represents  the  best  collective  view  we  can  obtain 
of  what  is  good  for  our  patients  and  ourselves. 
As  in  any  democratic  organization,  not  everyone 
will  be  satisfied  with  every  policy.  If  you  are  not 
satished,  don’t  complain  to  your  friends  in  the 
corridor.  Complain  to  me  or  your  representative 
to  the  Council.  We  shall  be  happy  (even  eager) 


to  apjjoint  you  to  a committee  or  task  force  so 
that  your  energy  can  he  channeled  into  efforts 
to  ini|)rove  the  j)olicies  of  the  Society. 

In  my  role  as  spokesman  for  the  Society,  I have 
tried  to  exjjress  the  policies  of  the  Society.  In  one 
instance  I called  a special  meeting  of  the  council 
to  clarify  a controversial  recommendation  before 
S|)eaking  on  it. 

W’hile  the  jjresident  is  inijjortant  in  terms  of 
leadership  and  the  formulation  of  policies  and 
perhaps  critical  in  terms  of  his  effectiveness  in 
media  relations,  he  remains  the  spokesperson  for 
the  Society’s  positions.  His  loyalty  and  allegiance 
to  the  positions  of  the  Rhode  Island  Medical  So- 
ciety and  the  interest  of  the  members  must  re- 
main absolute.  Personal  views  and  loyalties  to 
other  organizations  must  be  subordinate. 

I think  that  the  individual  physician  as  well  as 
the  community  of  physicians  is  well  represented 
by  the  Rhode  Island  Medical  Society.  Phe  mech- 
anism described  above  is  the  best  guarantee  that 
the  representation  is  and  will  continue  to  be  of 
high  quality  and  in  the  best  interests  of  all  of  us. 


There  must  be  a good  reason  why 

we’ve  become  the 


mNim) 

SURGICAL  CENTERS 


The  Professionals  in 
Home  Health  Care  Equipment 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


We  carryjust  about  EVERYTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convalescent  needs  to  implement  the 
doctor's  treatment  directions.  For  Ostomy  and 
O.xygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we  re  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered  ".  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  F’rocessed. 


(401)781-2166 

OPEN  DAILY  8 to  5:30  • SATURDAY  8 to  1 


380  WARWICK  AVE..  WARWICK  RI 02888 

At  the  Cmnston/Warwtck  City  Line 
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INDERAL  LA  and 


Hours  after  dose  (steady  state) 


- INDERAL  LA 
avoids  the  sharp  peaks 
seen  with  atenolol 


Blood  pressure  controlled. 


Smooth  blood  pressure 
control  and  well  tolerated 


juinivutMiiy 

INDERALLA 

(PROPRmmHCi)  Capsules 


Once-daily  INDERAL  LA  (propranolol  HCl)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24-hour  blood  pressure  control.  Convenient  and  well 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol." 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information 


atenolol  over  24  hours*^ 


80  mg  INDERAL  LA 


1 16  20  24 

♦Plasma  concentrations  in  relation  to  the  mean. 


■ Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

■ Full,  24-hour  blood 
pressure  control 

with  INDERAL  LA 


and  feeling  good. 


Added  blood  pressure 
control  with  the  preferred 
diuretic 


When  more  than  one  antihypertensive  agent  is  needed, 

once-daily  INDERIDE  LA  enhances  patient  compliance 

to  improve  long-term  control.  Patients  receive  all  the  ■ ■■ 

benefits  of  controlled-release  INDERAL  LA  and  V 

standard-release  hydrochlorothiazide  (HCTZ),  for  

comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone.^  '^ 


INDERIDE  LA 


As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
IS  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Once-daily 

inderalla 

(mmaoLHOi 


LONG  ACTING 
CAPSULES 


The  appearance  ol  these  capsules 

80  mg  ,120  mg  r . 160  mg  's  a registered  trademark 

^ ^ ^ ot  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMAIION.  SEE  PACKAGE  CIRCULARS) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL  - LA)  and  HYDRO 
CHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  i .apsules  should  not  be  considered  simple  mg  tor-mg  substi 
tutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car 
dtogenic  shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block.  3)  bronchial  asthma. 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu 
lation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  arid  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

INPATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism  There- 
fore. abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures 

Nonallergic  Bronchospasm  (eg«  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nen/ous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug  related  tumorigenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 
Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Diiutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis.  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypotension, 
paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short  term  memory  loss,  emotional  lability;  slightly  clouded  sensorium;  and 
decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation, mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic.  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 
Miscellaneous  Alopecia;  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence;  and 
Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation, 
jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis. 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis;  anaphylactic  reactions 
Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm;  weakness,  restlessness, 
transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Disease-Specific  Mortality  Rates  Were  Inversely  Proportional  to  Family  Income 
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An  inverse  relationship  between  economic  status 
and  mortality  rate  has  been  noted  repeatedly. 
Income,  or  economic  status,  it  is  argued,  is  a fac- 
tor determining  living  standards,  environmental 
conditions  such  as  nutrition,  housing  and  cloth- 
ing, and  access  to  advanced  medical  care,  which 
collectively  influence  life  expectancy. 

Because  some  forms  of  disease  appear  to  be 
more  affected  by  conditions  of  living  standards 
than  others,  a question  necessarily  arises  as  to 
whether  this  inverse  relationship  between  in- 
come and  mortality  is  constant  for  all  forms  of 
organic  illness  or  only  those  which  appear  to  be 
more  sensitive  to  economic  status  and  living 
standards.  These  same  studies  noted  a decrease 
in  the  income  differential  in  mortality  rates  when 
proceeding  from  middle  to  old  age.  Accordingly, 
a further  question  arises  as  to  whether  this  age- 
related  decrease  in  the  income  differential  in 
mortality  rates  is  similar  in  all  groups  of  organic 
disorders  or,  if  not,  whether  these  additional  dif- 
ferences are  dependent  upon  economic  status. 

Materials  and  Methods 

To  answer  these  questions,  the  authors  studied 
the  national  sample  survey  of  deaths  in  the  United 
States  for  1966-1968."  The  causes  of  death  in 
this  sample  were  grouped  into  three  major  di- 
agnostic categories,  each  with  unique  patho- 
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physiologic  characteristics  (see  Table  1).  Group 
A represents  selected  infectious  and  probably  in- 
fectious diseases,  including  those  of  bacterial, 
viral,  and  parasitic  etiology.  Some  entities,  such 
as  granulomatous  disease  and  asthma,  have  been 
included  since  they  carry  a strong  likelihood  of 
infectious  origin.  Group  B embraces  identifiable 
forms  of  diffuse  or  localized  disease  of  arteries, 
especially  those  with  atherosclerotic  alterations. 
Diabetes  mellitus  was  included  in  this  group  be- 
cause this  metabolic  disorder  is  a major  risk  fac- 
tor for  diffuse  atherosclerosis.  Group  C-1 
represents  malignant  neoplasms,  the  incidence 
rates  of  which  are  not  known  to  be  affected  sig- 
nificantly by  environmental  conditions.  Other 
malignant  neoplasms  which  are  said  to  have  a 
degree  of  association  with  environmental  influ- 
ences (malignant  neoplasms  of  buccal  cavity, 
pharynx,  respiratory  system,  and  urinary  tract 
origins)  were  placed  in  group  C-2. 

The  data  on  deaths  in  Table  2 are  derived 
from  the  National  Mortality  Survey  (NMS),  con- 
ducted and  compiled  by  the  Division  of  Vital  Sta- 
tistics, National  Center  for  Health  Statistics,  for 
the  years  1966-1968."  This  national  survey  of 
17,014  deaths  in  persons  aged  25-84  years  was 
obtained  from  a review  of  death  certificates.  The 
family  income  of  the  decedent  was  obtained  by 
mail  questionnaire  directed  to  the  person  listed 
on  the  death  record  as  the  informant.  Neither 
the  underlying  cause  of  death  nor  family  income 
were  independently  verified  by  the  authors  of 
the  survey. 

Data  from  the  death  certificates  were  available 
from  the  entire  sample.  Data  on  family  income 
obtained  by  questionnaire  were  incomplete.  Re- 
sponses on  family  income  were  received  for  ap- 
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proxiinatdy  88  per  cent  of  cases.  Following  its 
usual  practice,  the  National  (Center  for  Health 
Statistics  imputed  values  for  all  data  which  were 
missing,  whether  as  a result  of  case  non-resj)onse 
or  item  iion-i  espouse. 

The  population  base  for  calculating  mortality 
rates  which  are  used  in  this  study  ( Fable  S)  were 
obtained  from  the  current  j)opulation  survey 
conducted  by  the  Bureau  of  the  (iensus  in  March 
1968.'^  Because  the  central  dates  for  the  two  sur- 
veys used  here  are  not  identical,  the  rates  com- 
j)uted  are  not  accurate  rates  for  the  period 
covered.  However,  our  interest  is  in  comparing 
rates  among  groups  and  not  in  estimating  levels 
of  mortality.  These  comparisons  should  he  af- 
fected only  to  a negligible  degree  by  the  eighth- 
month  discrepancy  between  Jidy  1967  (the  cen- 
tral date  for  the  NMS)  and  March  1968  (the  cen- 
tral date  for  the  current  population  survey).  The 
current  population  survey  does  not  cover  insti- 
tutional populations.  Accordingly,  deaths  of  this 
institutional  population  were  similarly  excluded 
from  the  National  Mortality  Survey. 

The  total  sample  size  used  here  is  17,014 
deaths.  Deaths  in  the  three  groups  of  causes  men- 
tioned above  represent  78.3  per  cent  of  all  the 
deaths  in  the  National  Mortality  Survey.  Group 
A represents  5.0  per  cent  of  all  deaths,  group  B 
52.5  per  cent,  group  C-1  15.6  per  cent,  and  group 
C-2  5.2  per  cent.  Excluded  from  this  analysis  are 
the  following  diagnostic  categories:  motor  vehi- 
cle and  other  accidents  (3.9  per  cent);  suicide  and 
homicide  (1.5  per  cent),  senility  and  related  dis- 
orders (1.5  per  cent),  cirrhosis  of  the  liver  (1.9 
per  cent),  and  all  other  miscellaneous  and  un- 
specified causes  (12.9  per  cent). 

Age-specific  mortality  rates  for  each  group  are 
calculated  by  D„/P^  x k where  = the  number 
of  deaths  in  age  category  a,  = population  base 
for  age  category  a,  and  k - 10,000.  The  income 
differential  in  mortality  rates  is  measured  by  the 
ratio  of  the  lowest  income  level  (ie,  under  $3,000) 
mortality  rate  to  highest  income  level  (ie,  $10,000 
and  over)  mortality  rate  (INC/INCd- 

Results 

Tables  4-7  present  age-specific  and  income-spe- 
cific mortality  rates  and  ratios  for  each  of  the 
three  diagnostic  groups  as  defined  and  described 
above. 

Table  4 is  limited  to  deaths  caused  by  group 
A disorders  (infectious  diseases)  per  10,000  pop- 
ulation stratified  by  family  income  and  age.  The 
ratios  of  the  mortality  rates  in  families  with  in- 


Table  1.  — Selected  Diseases 


Group  A:  Selected  infectious,  parasitic,  and  granulomatous 
diseases: 

Respiratory  infections,  non-tuberculous 
Asthma  (241) 

Influenza  (480-483) 

Pneumonia  (490-493) 

Bronchitis  (500-502) 

Non-respiratory  infections,  non-tuberculous 
Septicemia  and  pyemia  (053) 

Meningococcal  infections  (057) 

Infectious  hepatitis  (092) 

Meningitis,  except  meningococcal  and  tuberculous  (340) 
Infections  of  kidney  (600) 

Chronic  infections,  tuberculous,  parasitic,  granulomatous 
Tuberculosis  of  respiratory  system  (001-008) 
Tuberculosis,  other  forms  (010-019) 

Syphilis  and  its  sequelae  (020-029) 

Other  infectious  and  parasitic  diseases 

Group  B:  Selected  hypertensive,  cardiovascular,  and  cere- 
brovascular diseases  and  diabetes  mellitus: 

Hypertensive,  cardiovascular  diseases 
Hypertensive  heart  disease  (440-443) 

Other  hypertensive  disease  (444-447) 

Arteriosclerotic  heart  disease  including  coronary  disease 
(420) 

General  arteriosclerosis  (450) 

Other  diseases  of  circulatory  system  (451-468) 
Cerebrovascular  disease 

Vascular  lesions  affecting  central  nervous  system  (330- 
334) 

Diabetes  mellitus  (260) 

Group  C-1 : Selected  neoplasms: 

Malignant  neoplasms  of  digestive  organs  and  peritoneum 
(150-156.1,  157-159) 

Malignant  neoplasms  of  breast  (170) 

Malignant  neoplasms  of  genital  organs  (171-179) 
Malignant  neoplasms  of  other  and  unspecified  sites  (1 56.2, 
165,  190-199) 

Lymphosarcoma  and  other  neoplasms  of  lymphatic  and 
hematopoietic  tissues  (200-203) 

Group  C-2:  Selected  neoplasms: 

Malignant  neoplasms  of  buccal  cavity  and  pharynx  (MO- 
MO) 

Malignant  neoplasms  of  respiratory  system,  not  specified 
as  secondary  (160-164) 

Malignant  neoplasms  of  urinary  organs  (180,  181) 


comes  under  $3,000  (INC,)  to  families  with  in- 
comes $10,000  or  more  (INC/,)  are  also  included 
in  the  table. 

The  income  differential  in  mortality  rates  in 
the  younger  ages  is  striking.  The  mortality  rate 
associated  with  the  lowest  income  category  at  age 
35-44  years  is  23  times  higher  than  the  mortality 
rate  of  the  highest  income  category  in  this  age 
range.  The  income  differential  (expressed  as  the 
ratio  of  INC,  to  INC/,)  declines  with  increasing 
age. 
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Table  2.  — Deaths  Stratified  by  Family  Income  and  Age:  National  Mortality  Survey  Sample 

Family 

Income 

35-44 

45-54 

Age  (years) 
55-64 

65-74 

75-84 

Total 

Under 

705 

858 

1,274 

1,969 

1,801 

6,607 

$ 3,000 

(38.8)* 

$ 3,000- 

505 

584 

798 

834 

576 

3,297 

4,999 

(19.4) 

$ 5,000- 

522 

586 

660 

392 

295 

2,455 

6,999 

(14.4) 

$ 7,000- 

478 

622 

550 

309 

253 

2,212 

9,999 

(13.0) 

$10,000 

459 

653 

647 

373 

311 

2,443 

& Over 

(14.4) 

Total 

2,669 

3,303 

3,929 

3,877 

3,236 

17,014 

(15.7) 

(19.4) 

(23.1) 

(22.8) 

(19.0) 

(100.0) 

* numbers  in  parenthesis  represent  marginal  percentage  values. 

Table  3. 

— US  Population  by  Family  Income  and  Age;  1968^^ 

Family 

Income 

35-44 

45-54 

Age  (years) 
55-64 

65-74 

75-84 

Total 

Under 
$ 3,000 

1 ,724* 

2,011 

3,465 

5,027 

2,985 

15,211 

(18.8) 

$ 3,000- 
4,999 

2,120 

2,301 

2,813 

2,488 

835 

10,556 

(13.1) 

$ 5,000- 
6,999 

3,457 

3,057 

2,762 

1,379 

433 

1 1 ,088 
(13.7) 

$ 7,000- 
9,999 

6,224 

5,095 

3,494 

1,286 

461 

16,560 

(20.5) 

$10,000 
& Over 

10,246 

9,896 

5,235 

1,483 

602 

27,462 

(34.0) 

Total 

23,771 

22,361 

17,769 

1 1 ,662 

5,316 

80,878 

(29.4) 

(27.6) 

(22.0) 

(14.4) 

(6.6) 

(100.0) 

* in  thousands 

t numbers  in  parentheses  represent  marginal  percentage  values. 


Table  4.  — Deaths  Per  10,000  Caused  by  Group  A Diseases,  by  Family  Income  and  Age,  and  Ratios  of 
INC,  to  INC„:  US,  1966-68 


Age  (years) 


Family  Income 

35-44 

45-54 

55-64 

65-74 

75-84 

Under  $3,000 

9.2* 

14.4* 

14.9* 

23.9 

38.6 

$3,000-9,999 

1.7* 

3.0* 

6.2 

13.9* 

33.9* 

$10,000  & Over 

0.4* 

1.0* 

3.3* 

16.5* 

15.4* 

INC, /INC, 

23.00 

14.40 

4.52 

1.45 

2.51 

P 

<0.01 

<0.01 

<0.01 

<0.01 

<0.01 

* Fewer  than  100  deaths  in  the  NMS  sample. 
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Table  5 summarizes  the  mortality  rates  of  in- 
dividuals dying  as  a result  ot diseases  assigned  to 
group  B.  Diseases  in  this  grouj)  constitute  52.5 
per  cent  of  all  deaths  in  the  sample.  In  each  age 
category,  the  mortality  rates  are  inversely  related 
to  the  family  income  range.  1 his  range  differ- 
ential (INC/INC.y,)  is  greatest  in  the  youngest  age 
group  studied  (55-44  years)  and  diminishes  pro- 
gressively as  age  increases. 

I’ahle  6 presents  mortality  rates  for  those  in- 
dividuals dying  of  neoplasms  listed  in  category 
C-1,  according  to  family  income,  age,  and  ratios 
of  INC^,  to  INC/,.  The  inverse  relationship  be- 
tween income  and  mortality  rates  exhibited  in 
tables  4 and  5 is  again  apparent  although  the 
ratios  are  not  as  great;  nor  does  this  inverse  re- 
lationship appear  to  prevail  in  the  older  age  cat- 
egories. 

Table  7 represents  mortality  rates  for  the  neo- 
plasms in  group  C-2  by  family  income,  age,  and 
ratios  of  INC/ to  INC/,.  Patterns  similar  to  those 
noted  above  are  again  observed.  As  in  the  case 
of  tables  5 and  6,  the  inverse  relationship  be- 
tween stated  income  and  mortality  rate  dimin- 
ishes beyond  the  age  of  65  years  and  disappears 
beyond  the  age  of  75  years. 

Similar  patterns  are  observed  in  each  of  the 


four  tables  above,  grouped  according  to  major 
causes  of  death;  mortality  rates  increase  pro- 
gressively with  increasing  age;  the  mortality  rates 
observed  in  each  age  category  are  inversely  re- 
lated to  family  income  with  this  relationship  most 
apjjarent  in  the  youngest  age  group.  I'he  influ- 
ence of  family  income  upon  these  differential 
mortality  rates  diminishes  progressively  with  in- 
creasing age.  The  influence  (jf  income  differ- 
ential upon  mortality  rate  appears  to  be  greatest 
in  group  A diseases  and  least  in  group  C-1  dis- 
eases. 

In  tables  4 to  7,  each  vertical  column  of  data 
was  treated  as  a sej^arate  contingency  table  and 
a chi-square  test  was  applied,  with  degrees  of 
freedom  equal  to  one  fewer  than  the  number  of 
items  in  the  column.  When  p<0.()l,  it  was  so 
indicated  in  each  table;  when  p^  0.01,  the  ab- 
breviation ns  (not  significant)  was  used. 

Discussion 

The  tables  indicate  that  when  the  mortality  dif- 
ferential relating  to  income  is  high,  as  in  the 
younger  ages,  the  differential  for  those  cause- 
specific  categories  of  death  which  are  believed  to 
be  the  most  affected  by  differences  in  standard 
of  living  (ie,  infectious,  parasitic,  and  granu- 


Table  5.  — Deaths  Per  10,000  Caused  by  Group  B Diseases,  by  Family  Income  and  Age,  and  Ratios  of 
INC/ to  INC/,:  US,  1966-68 


Age  (years) 


Family  Income 

35-44 

45-54 

55-64 

65-74 

75-84 

Under  $3,000 

30.9 

76.6 

129.3 

209.2 

426.5 

$3,000-9,999 

10.0 

34.5 

76.8 

162.6 

468.9 

$10,000  & Over 

3.5 

12.3 

47.9 

128.8 

337.1 

INC, /INC, 

8.83 

6.23 

2.70 

1.62 

1.27 

P 

<0.01 

<0.01 

<0.01 

<0.01 

n.s. 

Table  6.  — Deaths  Per  10,000  Caused  by  Group  C-1  Diseases,  by  Family  Income  and  Age  and  Ratios  of 

INC/ to  INC/,:  US,  1966-68 

Age  (years) 

Family  Income 

35-44 

45-54 

55-64 

65-74 

75-84 

Under  $3,000 

11.0* 

25.4 

39.6 

63.5 

78.3 

$3,000-9,999 

6.2 

13.7 

28.7 

53.1 

87.4 

$10,000  & Over 

2.5 

7.4 

15.9* 

46.0* 

75.0* 

INC, /INC, 

4.40 

3.43 

2.49 

1.38 

1.04 

P 

<0.01 

<0.01 

<0.01 

<0.01 

n.s. 

* Fewer  than  100  deaths  in  the  NMS  sample 
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Table  7.  — Deaths  Per  10,000  Caused  by  Group  C-2  Diseases,  By  Family  Income  and  Age  and  Ratios  of 
INC, to  INC„;  US,  1966-68 


Age  (years) 


Family  Income 

35-44 

45-54 

55-64 

65-74 

75-84 

Under  $3,000 

3.3* 

14.1 

15.9 

18.0 

22.3 

$3,000-9,999 

1.1* 

5.6 

12.7 

16.9 

23.4 

$10,000  and  Over 

0.7* 

1.9* 

6.9 

15.7* 

13.6* 

INC, /INC, 

4.71 

7.42 

2.30 

1.15 

1.64 

P 

<0.01 

<0.01 

<0.01 

n.s. 

n.s. 

* Fewer  than  100  deaths  in  the  NMS  sample. 


Table  8.  Ratios  of  Mortality  Rates  in  Low  Income  Group  (INC,  to  High  Income  Group  (INC^)  by  Major  Cause  of 
Death  and  Age:  US,  1966-68 


Cause  of 
Death 

Percent 
of  All 
Deaths 

35-44 

45-54 

55-64 

65-74 

75-84 

Total 

Population 

100.0 

9.17 

6.34 

3.00 

1.55 

1.30 

Group  A 

5.0 

23.00 

14.40 

4.52 

1.45 

2.51 

Group  B 

52.5 

8.83 

6.23 

2.70 

1.62 

1.27 

Group  C-1 

15.6 

4.40 

3.43 

2.49 

1.38 

1.04 

Group  C-2 

5.2 

4.71 

7.42 

2.30 

1.15 

1.64 

lomatous  disease)  are  substantially  greater  than 
the  differential  for  causes  of  death,  which  at  our 
current  level  of  appreciation,  seem  to  be  less  af- 
fected by  standards  of  living  (ie,  group  C-2  rep- 
resenting certain  malignant  neoplasms). 

A higher  income,  in  addition  to  improved  en- 
vironmental living  conditions,  generally  provides 
greater  access  to  tertiary  type  medical  care;  and 
the  income  differential  for  disorders  in  group  B 
(ie,  hypertensive,  cardiovascular,  and  cerebro- 
vascular disease  as  well  as  diabetes  mellitus)  which 
are  probably  less  affected  by  socioeconomic  fac- 
tors than  the  causes  in  group  A,  but  more  effec- 
tively treatable  by  contemporary  medical  care 
than  causes  in  groups  C-1  and  C-2,  lies  between 
these  two  groups.  It  is  interesting  that  income 
differential  ratios  are  higher  for  those  neoplasms 
(Group  C-2)  which  have  been  shown  to  bear  an 
etiologic  link  with  environmental  factors  (eg,  lung 
disease)  than  for  those  neoplasms  (Group  C-1) 
which  have  not  as  yet  been  shown  to  be  depend- 
ent upon  some  exogenous  factor  or  factors. 

For  all  diagnostic  groups,  the  income  differ- 
ential in  mortality  diminishes  with  age  and  ac- 
cordingly becomes  increasingly  insensitive  to  the 


influence  of  income.  The  decrease  of  income  dif- 
ferential (as  measured  by  the  ratio  INC, to  INC,,) 
signifies,  therefore,  that  younger  adults  are  more 
selectively  vulnerable  to  diseases  which  are  more 
related  to  living  conditions  than  are  older  per- 
sons. Such  findings  suggest  that  some  selective 
factors  are  operative:  The  magnitudes  of  vul- 
nerability are  obviously  greatest  in  the  youngest 
age  groups  where  biologic  heterogeneity  is  most 
marked.  As  selective  attrition  operates  with  in- 
creasing age,  the  biologic  differences  in  vulner- 
ability will  necessarily  be  diminished  by  virtue  of 
this  process  of  selection  and  the  residual,  elderly 
population  will  be  somewhat  more  homogene- 
ous. Moreover,  the  socioeconomic  factors  which 
may  influence  mortality  in  youth  are  clearly  less 
influential  upon  the  essentially  sedentary  shel- 
tered existences  of  the  senior  years.  Both  factors 
(non-random  mortality  selection  in  the  middle 
decades  of  life  and  sheltered  existence  in  the  el- 
derly decades)  may  serve  to  neutralize  any  sub- 
stantial influence  exerted  by  family  income  upon 
mortality  rates  in  the  older  years  of  life. 

Finally,  it  should  be  emphasized  that  these  ret- 
rospective data  (deaths  occurring  in  1966-1968) 
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reflect  access  to  and  (|nality  of  health  care  ren- 
dered prioi  to  the  estal)lishinent  of  Medicaid  and 
Medicare,  social  programs  which  reduced  many 
of  tlie  income-generated  inec|uities  of  general 
medical  care.  It  w'onld  he  interesting  to  study 
more  recent  death  samples  to  detei mine  whether 
the  income-related  patterns  described  in  this  j)a- 
per  have  diminished. 

Summary 

rhe  National  Mortality  Survey  of  17,014  deaths 
in  the  United  States  for  1966-19(')8  was  studied 
to  determine  the  existence  and  character  of  re- 
lationships between  family  income  and  mortality 
rates.  Selected  causes  of  death  were  assigned  to 
three  major  diagnostic  categories:  infectious  dis- 
eases, cardiovascular  and  cerebrovascular  dis- 
eases; and  certain  neoplastic  diseases.  In  general, 
the  disease-specific  mortality  rates  were  inversely 
proportional  to  the  stated  family  income.  In  each 
diagnostic  category  the  income  differential  was 
most  evident  in  the  youngest  age  groups,  pro- 
gressively diminishing  to  a nonsignificant  differ- 
ence beyond  the  age  of  75  years.  Within  this 
sample,  the  sensitivity  of  mortality  rates  to  family 
income  was  most  apparent  in  those  deaths  caused 
by  infectious  disease  and  least  apparent  in  those 
dying  of  neoplastic  disease. 
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cefaclor 


250-mg  Pulvules®  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  lor  prescribing 
information 

Indications  and  Usage  Ceclor'  (cefaclor.  Lilly)  is  indicated  in  trie 
treatment  of  trie  foilowino  infections  when  caused  try  susceptible 
strains  of  trie  designated  microorganisms 
Lower  resDitatorir  mteciiqn^  including  pneumonia  caused  by 
Streptococcus  pneumoniae  lOipiococcus  pneumoniae)  Haemoph 
ilus  infiueniae  and  S ptrogenes  igroup  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  allergenicity  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides  semisynthetic 
penicillins  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
seventy  from  mild  to  lile-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toiin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  aniioioiic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy  appropriate  bacteriologic 
studies  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  tor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - It  an  allergic  reaction  to 
Ceclor'  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  If  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  or  the  patient  is 
essential  if  supennfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  aniiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs’  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling  s solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy  ~ Pregnancy  Category  B - Reproduction 
studies  have  been  performed  m mice  and  rats  at  doses  up  to  12 
limes  the  human  dose  and  in  ferrets  given  three  limes  the  maiimum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  (Ceclor*  (cefaclor.  Lilly)  There  are 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  it  clearly  needed 
Nursing  Mofhers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 id.  0 20.  0 21  and  0 lo  mcg/mi  at  two 
three,  tour,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is^ administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  |1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
Mrcent  of  patients  and  include  morbiliform  eruptions  11  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  l in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  (or  the  physician 

Hepatic  - Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  ~ Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  4o) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

(061762RI 


Note  Ceclor*  icefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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SPECIAL  REPORT 


Hospital'Medical  Staff  Joint 
Ventures:  Current  Concepts 


Hospital-medical  staf  f joint  ventures  are  viewed 
as  a method  of  keeping  patients  from  being  lost 
to  another  health  plan  or  as  a means  of  facili- 
tating participation  in  other  health  plans  on  a 
stronger,  more  competitive  basis.  In  addition, 
these  joint  ventures  are  intended  to  provide  in- 
vestment opportunities  and  tax  shelters  for  both 
physicians  and  hospitals. 

Except  for  anecdotal  information  and  a few 
case  studies,  there  are  very  few  data  available  on 
the  nature  and  extent  of  hospital-medical  staff 
joint  ventures.  A 1984  survey  conducted  by  the 
American  Hospital  Association  (AHA)  suggests 
that  these  joint  ventures  are  still  very  much  the 
exception  rather  than  the  rule.  Less  than  12  per 
cent  of  the  hospital  respondents  were  involved 
in  any  of  the  ten  most  common  hospital-physi- 
cian joint  ventures  in  January  1984.  These  were 
preferred  provider  arrangements  (PPOs)  (4  per 
cent)  and  medical  office  buildings  (3.3  per  cent). 
The  other  types  of  joint  ventures  mentioned  in 
the  survey  were  health  maintenance  organiza- 
tions (2.2  per  cent),  primary  or  ambulatory  care 
centers  (2.2  per  cent),  independent  practice  as- 
sociations (2.1  per  cent),  freestanding  minor 
emergency  centers  (1.5  per  cent),  freestanding 
imaging  centers  (1.1  per  cent),  ambulatory  sur- 
gical centers  (0.9  per  cent),  freestanding  labo- 
ratories (0.8  per  cent),  and  home  health  agencies 
(0.5  per  cent).  The  survey  did  not  cover  a num- 
ber of  less  prevalent  joint  venture  activities,  such 
as  birthing  centers,  women’s  health  centers,  eye- 
glass dispensaries,  and  answering  services. 

The  majority  of  joint  venture  activities  re- 
ported in  the  survey  were  located  in  four  geo- 
graphic areas:  the  Pacific  states  (18.72  per  cent), 
the  mountain  states  (15.02  per  cent),  New^  Eiig’ 


This  paper  is  adapted  from  a report  of  the  Board  of 
Trustees,  American  Medical  Association,  Interim  Meet- 
ing, December  8-11,  1985,  Washington,  DC. 


land  (17.26  per  cent),  and  the  east  north  central 
states  (16.94  per  cent).  However,  the  popularity 
of  various  types  of  joint  ventures  differs  among 
these  regions.  In  the  Pacific  and  mountain  states, 
preferred  provider  organizations  were  most 
common;  in  New  England,  HMOsand  IPAs  were 
most  prevalent;  and  in  the  east  north  central 
states,  PPOs  and  medical  buildings  were  equally 
popular. 

I he  surveyors  cautioned  that  their  data  are 
undoubtedly  an  understatement  of  the  current 
number  of  operational  joint  ventures,  since  the 
survey  is  based  on  joint  ventures  in  existence  as 
of  January  1984.  Nevertheless,  they  pointed  out 
that  even  if  the  number  of  these  activities  has 
doubled  since  January  1984,  the  number  of  hos- 
pital-medical staff  joint  ventures  would  be  only 
approximately  1,200. 

The  survey  predicts  that  it  is  likely  that  large, 
nongovernmental,  nonteaching  hospitals  in  large 
urban  areas,  especially  in  the  four  geographic 
areas  discussed  above,  will  continue  to  develop 
joint  ventures.  The  changing  financing  environ- 
ment and  the  increasing  supply  of  physicians 
suggest  that  the  number  of  hospital-medical  staff 
joint  ventures  will  increase  in  those  parts  of  the 
country  where  the  competition  for  patients  is 
greatest. 

Types  of  Joint  Ventures 

There  are  great  variations  in  the  structure  of 
hospital-medical  staff  joint  ventures,  depending 
on  the  various  needs  and  opportunities  in  each 
locality.  In  fact,  the  distinguishing  feature  of  these 
joint  ventures  is  their  diversity.  The  hospital  may 
participate  in  the  joint  venture  directly,  through 
a for-proht  or  nonproht  subsidiary,  a parent  cor- 
poration, or  a separate  subsidiary  of  the  parent. 
The  physician  participants  may  decide  to  form 
a partnership  or  incorporate  or  they  may  indi- 
vidually sign  one  joint  venture  agreement  with 
the  hospital. 
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I'he  hos|)ital  and  the  j)hysician  group  then  es- 
tahlish  tlieii  joint  venture  organization,  a jointly- 
owneci  structure  whicli  may  l)e  a corjjoration;  a 
general  j)artnership,  in  which  the  hospital  and 
the  physicians  share  profits  and  losses  e(|ually 
and  have  ecpial  rights  concerning  management 
decisions;  or  a limited  j)artnership,  in  which  the 
limited  partners  do  not  j)articij)ate  in  the  control 
of  the  business,  (ienerally,  the  tyjje  of  structure 
chosen  depends  on  the  type  activity  being 
planned.  The  Joint  venture  may  develop  all  of 
these  structures  if  the  particij^ants  intend  to  un- 
dertake more  than  one  Ixisiness  venture  and  the.se 
ventures  re(|uire  different  investment  vehicles. 
Another  Joint  venture  structural  arrangement 
would  establish  a central  organization,  usually  a 
for-profit  or  nonproht  corjioration,  and  then  es- 
tablishes suhentities  in  the  appropriate  structures 
as  needed.  In  all  of  these  arrangements  there 
may  be  variations  in  the  percentage  of  the  entity 
that  either  party  owns. 

Legal  Considerations 

The  antitrust  issues  faced  by  various  forms  of 
hospital-physician  Joint  ventures  include  price- 
fixing liability,  degree  of  market  power,  and  the 
foreclosure  of  actual  or  potential  competition. 
Before  resigning  as  Assistant  Attorney  General 
in  charge  of  the  Antitrust  Division  of  the  US 
Department  of  Justice  in  April  1985,  J.  Paul 
McGrath  announced  that  the  Justice  Department 
would  release  its  hrst  detailed  analysis  of  antitrust 
aspects  of  provider-sponsored  and  other  PPO 
Joint  ventures.  Although  formal  detailed  guide- 
lines have  yet  to  appear,  McGrath  outlined  a 
number  of  basic  considerations  of  importance  to 
the  Justice  Department  in  a series  of  speeches  he 
delivered  before  leaving  office. 

In  these  speeches,  McGrath  said  that  PPOs 
controlled  by  insurance  companies,  third-party 
administrators,  or  independent  contractors  have 
“real  pro-competitive  potential  and  pose  little  risk 
of  anti-competitive  harm.”  PPOs  controlled  by 
providers  present  somewhat  more  of  an  antitrust 
risk  and  therefore  are  subject  to  greater  scrutiny, 
but  his  agency  recognized  that  provider  PPOs 
“generally  provide  signihcant  competitive  bene- 
hts.” 

According  to  McGrath,  the  Antitrust  Division’s 
general  approach  to  analyzing  provider  con- 
trolled PPOs  used  principles  similar  to  those  ap- 
plicable to  Joint  ventures  generally.  He  stated  that 
at  a minimum,  a Joint  venture  among  competi- 
tors must  satisfy  three  elements  to  survive  anti- 


trust scrutiny:  (1)  the  agreements  among 
physicians  setting  price  and  utilization  standards 
must  he  reasonably  related  and  ancillary  to  a co- 
operative activity  that  promotes  competition;  (2) 
the  market  share  of  the  joint  venture  must  not 
he  large  enough  to  foreclose  effective  competi- 
tion; and  (8)  the  j)arties  must  have  no  anticcmi- 
petitive  purpose.  l o meet  the  first  element,  ie, 
that  agreements  among  competitors  are  reason- 
ably related  and  ancillary  to  the  new  joint  ven- 
ture, the  provider-controlled  PPO  should  be  able 
to  show  that  it  offers  economic  integration  and 
efficiencies  that  outweigh  the  potential  harm  from 
lessening  conijtetition  among  jjroviders.  Mc- 
Grath elaborated  by  stating  that  although  prov- 
iders typically  do  not  share  risks,  some  aspects 
of  PP()  agreements  that  would  work  in  favor  of 
a conclusion  that  an  efhciency-enhancing  inte- 
gration is  present  include:  an  agreement  to  treat 
patients  on  a fee-for-service  basis  at  reduced  or 
discounted  levels  or  pursuant  to  some  fee  sched- 
ule with  no  balance  billing;  an  agreement  to  abide 
by  some  limitation  of  the  practices  of  the  phy- 
sicians in  the  form  of  utilization  review;  an  agree- 
ment to  administer  claims  and  Jointly  market  their 
venture;  and  an  agreement  to  select  a group  of 
limited  size  to  engage  in  bidding  for  contracts 
against  other  panels. 

The  second  element  of  the  antitrust  scrutiny 
concerns  the  PPO’s  market  share.  McGrath  stated 
that  the  Antitrust  Division  was  unlikely  to  chal- 
lenge a provider-sponsored  PPO  with  fewer  than 
20  per  cent  of  the  physicians  in  private  practice 
in  the  particular  market.  Moreover,  he  stated  that 
provider-sponsored  PPOs  with  more  than  20  per 
cent  of  the  market  would  not  automatically  fail 
antitrust  muster  but  would  be  subject  to  a mar- 
ket-specific analysis  to  assess  the  PPO’s  likely 
competitive  effects  in  its  market.  From  an  anti- 
trust perspective,  McGrath  said,  PPOs  need  not 
be  overly  concerned  about  excluding  physicians 
and  hospitals  as  participants.  “The  essential  fea- 
ture of  a PPO  is  its  selectivity,  and  the  primary 
competitive  risks  associated  with  PPO  formation 
. . . are  with  overinclusiveness  rather  than  exclu- 
sion.” 

Third,  the  Antitrust  Division  would  look  closely 
at  evidence  of  anticompetitive  intent  and  at  col- 
lateral arrangements  that  bear  no  relationship  to 
the  PPO’s  success  and  that  pose  a competitive 
problem.  According  to  McGrath,  any  attempt  to 
influence  the  PPO  will  raise  antitrust  questions. 
Efforts  to  prevent  physicians  and  hospitals  from 
associating  with  other  health  care  plans  or  to  dis- 
courage them  from  granting  similar  or  greater 
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price  concessions  to  otiier  PPOs  also  will  be  care- 
fully examined.  “In  short,  consistent  with  con- 
ventional analysis  of  ancillary  restraints,  the  PPO 
agreement  must  he  no  broader  than  necessary  to 
promote  the  legitimate  purposes  ol  the  venture.” 

Further  Antitrust  Considerations 

In  a related  development,  the  Attorney  Cieneral 
of  Wisconsin  recently  released  an  opinion  re- 
garding health  care  providers’  joint  ventures  un- 
der the  Wisconsin  and  US  antitrust  laws.  The 
Attorney  General  stated  that  health  care  provi- 
ders can  best  insulate  themselves  from  antitrust 
liability  by  jointly  cooperating  through  the  use  of 
a truly  independent  intermediary.  He  thought 
that  antitrust  exposure  could  he  “virtually  elim- 
inated” through  the  use  of  an  independent  in- 
termediary if  certain  conditions  were  met, 
including  the  following:  (1)  the  intermediary  dealt 
individually  with  each  provider;  (2)  the  individ- 
ual provider-intermediary  agreements  were  non- 
exclusive; (3)  the  market  share  for  the  provider’s 
groups  services  involved  in  the  intermediary’s  plan 
was  limited  to  a moderate  share  of  the  relevant 
market;  (4)  the  intermediary  was  used  only  for 
a particular  contract  or  contracts  and  not  for  all 
of  the  contracting  of  the  chosen  providers;  (5) 
the  cooperating  providers  did  not  agree  among 
themselves  on  prices  and  other  terms  they  would 
he  willing  to  offer  to  the  intermediary;  and  (6) 
the  providers  involved  would  not  pressure  the 
intermediary  to  limit  participation  in  the  inter- 
mediary’s plans  to  particular  members  of  the 
provider  group.  The  provider  group  members 
could  approach  potential  intermediaries  and  in- 
dicate their  desire  to  participate  in  such  an  in- 
termediary-sponsored plan  without  signihcant 
antitrust  exposure  provided  they  do  not  agree 
on  the  prices  and  other  terms  they  would  accept 
from  the  intermediary  and  provided  they  do  not 
compromise  the  intermediary’s  independence  by 
such  overtures. 

According  to  the  Wisconsin  Attorney  General, 
a Joint  venture  of  health  care  providers  which 
does  not  use  an  independent  intermediary  in- 
volves greater  antitrust  exposure.  What  may  save 
this  arrangement  from  being  deemed  a per  se 
violation  of  the  antitrust  laws  is  the  fact  that  the 
price  setting  function  may  be  ancillary  or  nec- 
essary to  the  creation  of  a new  competitive  entity. 
“However,”  he  adds,  “where  the  colluding  pro- 
viders are  already  viable  competitors  in  the  spe- 
cific market  for  which  the  new  joint  venture  is 
created,  it  is  doubtful  that  such  joint  action  could 


be  taken  out  of  the  per  se  category.”  I'he  price 
setting  would  appear  to  be  simj)ly  a naked  re- 
straint of  trade  and  not  ancillary  to  any  new  pro- 
competitive  venture.  Where  providers  cannot  in- 
dividually compete  and  where  providers  create 
a rrew  conrpetitive  errtity  rro  larger  tharr  rrecessary 
to  errter  a given  health  care  nrarket,  the  joirrt 
actiorr  would  most  likely  not  be  declared  per  se 
illegal  but  would  be  analyzed  irnder  the  rule  of 
reasorr.  In  other  words,  the  burden  would  be  orr 
the  provider  gr  oup  to  demonstrate  that  they  could 
not  sitccessfully  compete  individually  irr  the  spe- 
cific markets  at  issire.  These  standards  appear  to 
be  more  oneroits  than  the  guidelines  articulated 
by  McCirath. 

Antifraud  and  Abuse  Statutes 

In  addition  to  the  antitrust  problems  facing  joint 
ventures,  the  Medicare  and  Medicaid  antifraud 
and  abuse  statutes  prohibit  the  krrowing  and  will- 
ful solicitation,  receipt,  offer  or  payment  of  any 
remuneration  in  return  for  the  referral  of  pa- 
tients or  customers  or  the  generatiorr  of  business 
for  the  party  furnishirrg  remuneration.  Such  re- 
muneratiorr  inchrdes  kickbacks,  bribes,  and  re- 
bates given  or  accepted  in  cash  or  in  kind,  directly 
or  indirectly,  and  overtly  or  covertly.  The  sta- 
tutory language  irrdicates  the  intent  of  Gongress 
is  to  include  practices  that  the  federal  govern- 
ment believed  were  causing  unnecessary  utili- 
zation and  costing  billions  of  dollars  in 
unnecessary  and  frairdulent  claims. 

If  br  oadly  construed,  the  antifraud  and  abuse 
statutes  would  prohibit  certain  types  of  common 
joint  venture  activities.  Many  hospital-physician 
joint  ventures  incorporate  “risk-sharing”  or  “in- 
centive” features  under  which  the  hospital  re- 
wards attending  physicians  whose  care  of  patients 
results  in  hospital  costs  that  fall  short  of  the  ap- 
plicable DRG  amount  under  the  Medicare  pro- 
spective payment  system.  In  these  arrangements, 
the  hospital  usually  pays  a per  centage  of  its  ex- 
cess URG  payment  to  the  attending  physician 
directly,  or  credits  the  arnourrt  to  a special  ac- 
count maintained  on  behalf  of  the  physiciarr 
group  that  is  its  partner  in  the  joirrt  venture. 
Inasmuch  as  such  payments  may  be  viewed  as 
remuneration  for  the  referral  or  admission  of 
patients  by  physicians  participating  in  the  joint 
ventirre,  they  constitute  potential  violations  of 
the  Medicar  e and  Medicaid  statutes. 

Other  types  of  hospital-physician  joint  venture 
arrangements  involve  the  creatiorr  of  corpora- 
tions or  partnerships  to  finance  arrd  operate 
health  care  facilities  or  equipment.  Frequently 
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such  joint  ventures  are  dependent  u|)on  hospital 
contrihutions  in  the  form  of  caj)ital,  loan  guar- 
antees, hospital-owned  land,  management  serv- 
ices, financial  and  data  services,  hilling  and 
collection  services,  or  ancillaiy  health  care  serv- 
ices. The  physicians’  receipt  of  such  henefils  f rom 
the  hospital,  if  related  to  the  patterti  of  teferrals, 
may  constitute  j)rohihited  forms  of  “remunera- 
tion” under  the  Medicare  and  Medicaid  laws.  Fa- 
cility or  e(|uipment  lease  transactions  in  which 
j)ayments  are  related  to  the  numbei  of  patients 
a physician  refers  to  the  contracting  hospital,  or 
the  number  or  value  of  services  ptovided  to  j)a- 
tients  may  he  held  to  violate  the  antifraud  and 
al)use  statutes. 

A number  of  decisions  indicates  that  the  De- 
partment of  Health  and  Human  Services  (DHHS) 
and  the  courts  interpret  these  statutes  broadly. 
The  most  recent  decision.  United  States  v Greber, 
concerned  a cardiologist  whose  company,  Car- 
dio-Med,  Inc,  provided  physicians  with  diagnos- 
tic services.  At  issue  in  this  case  was  the  Holter- 
monitor  service  provided.  Cardio-Med  hilled 
Medicare  for  the  monitor  service  and  forwarded 
a portion  (40  per  cent  but  not  to  exceed  $65.00 
per  patient)  of  the  payment  received  to  the  re- 
ferring physician.  The  fees  were  described  as 
payment  to  the  referring  physician  for  explain- 
ing the  results  to  the  patients.  There  was  evi- 
dence that  the  referring  physicians  received  their 
payments  even  though  Greber  actually  evaluated 
the  Holter-monitor  results.  The  court  found  that, 
according  to  the  language  and  purpose  of  the 
statute,  if  the  payments  to  the  referring  physi- 
cians were  intended  to  induce  those  physicians 
to  use  Cardio-Med’s  services,  the  statute  was  vi- 
olated, even  if  the  payments  were  also  intended 
to  compensate  for  professional  services. 

Greber  and  earlier  decisions  reflect  an  inclina- 
tion by  the  courts  to  accept  DHHS’s  determina- 
tions that  specihe  financial  arrangements  violate 
the  illegal  remuneration  laws.  According  to  one 
expert,  the  following  guidelines  may  be  helpful: 

(1)  DHHS  and  the  courts  will  look  beyond  the 
form  of  the  relationship  to  its  substance. 

(2)  A violation  occurs  when  any  remuneration, 
whether  it  is  called  a bribe,  kickback,  or  re- 
bate, is  offered  or  solicited,  given  or  received 
in  exchange  for  the  referral  of  patients  or 
the  generation  of  business  — even  if  the  pay- 
ment is  a reasonable  return  for  the  service 
provided. 

(3)  DHHS  has  instructed  its  carriers  to  detect 


and  rej)ort  to  the  Office  of  the  Inspector 
(ieneral  all  cases  involving  jjayments  to  j^er- 
sons  who  are  in  a j^osition  to  refer  patients 
or  to  generate  business  for  the  person  mak- 
ing the  payment. 

(4)  When  the  patties’  intent  has  to  be  imjdied 
fiom  the  suirounding  facts,  the  following 
jK)intsare  f re(|uently  considered:  (a)  whether 
the  |)ractice  has  a tendency  to  encourage  un- 
neces.sai  y utili/ation;  (h)  whether  the  j)ractice 
causes  either  increased  costs  or  has  the  po- 
tential of  increasing  costs  to  the  government; 
and  (c)  whether  the  amount  of  remuneration 
is  related  tcj  the  number  of  referrals,  the  dol- 
lar amount  of  the  business  generated,  or  a 
previously  agreed-to  amount  which  does  not 
vary  according  to  fluctuations  in  referrals  or 
business. 

(5)  Whether  there  are  legitimate  business  rea- 
sons for  the  payment,  and  the  jiayment  is  a 
reasonable  value  for  the  goods,  facilities,  or 
services  provided,  and  such  goods,  facilities, 
or  services  are  rea.sonably  necessary. 

Each  joint  venture  must  be  structured  to  avoid 
these  problem  areas  or  at  least  to  minimize  the 
risk.  Physicians  contemplating  participation  in  a 
joint  venture  should  obtain  knowledgeable  legal 
counsel  to  analyze  the  particular  details  of  the 
arrangement  and  to  structure  the  business  re- 
lationships to  comply  with  these  laws. 


Conclusion 

At  this  time,  there  is  a great  deal  of  interest  in 
hospital-medical  staff  joint  ventures,  but  rela- 
tively few  are  in  operation  as  yet.  Those  that  are 
operational  are  relatively  new  and  structurally 
varied,  so  that  there  is  little  significant  experience 
to  evaluate.  The  legal  and  regulatory  climate  for 
hospital-physician  joint  ventures  is  quite  turbu- 
lent at  the  present  time,  and  there  is  no  expec- 
tation of  more  consistent  policies  in  the  immediate 
future.  Physicians  contemplating  participation  in 
these  joint  ventures  should  obtain  the  advice  of 
legal  counsel  and  financial  advisers  before  taking 
action  in  order  to  minimize  the  risks  of  antitrust 
liability  and  violation  of  the  Medicare  and  Med- 
icaid fraud  and  abuse  statutes,  and  also  to  eval- 
uate all  other  legal  and  financial  issues.  Physicians 
should  appraise  the  benefits  and  risks  of  each 
joint  venture  opportunity  in  light  of  their  indi- 
vidual circumstances. 
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The  Medical  Malpractice  Crisis 


The  Insurance  Liability  Crisis  Pervades  All  Segments  of  Our  Population 


Charles  E.  Millard,  MD 
Wendy  J.  Smith 


In  recent  years  the  possibility  of  a malpractice 
suit  has  haunted  many  physicians  throughout  the 
country.  Increasingly,  the  physician  is  acutely 
aware  of  the  potential  for  legal  liability  each  time 
he  or  she  treats  a patient.  This  fear  is  well 
f ounded.  The  number  of  claims  and  suits  against 
physicians  and  hospitals  has  mushroomed.  Set- 
tlements and  awards  have  broken  all  records  with 
million-dollar  payouts  becoming  increasingly 
common.  As  a result,  physicians’  costs  for  profes- 
sional liability  insurance  have  risen  to  extraor- 
dinary levels  in  some  areas,  threatening  to  divert 
some  physicians  from  their  major  specialties  and 
barring  young  physicians  from  practicing  in  spe- 
cialties or  places  in  which  premiums  are  espe- 
cially high.  Today’s  professional  liability  climate 
threatens  to  restrict  patients’  access  to  quality 
medical  care. 

Together  with  the  multiplying  claims  and  ris- 
ing premiums,  there  is  a growing  aw^areness  that 
many  physicians  are  resorting  to  the  practice  of 
“defensive  medicine’’  — ordering  additional  tests 
and  procedures  in  diagnosis  and  treatment  — to 
protect  against  charges  of  omission  and  to  justify 
their  actions  should  any  claims  later  be  hied.  This 
concern  was  heightened  in  Rhode  Island  when 
the  Supreme  Court  ruled  in  the  1982  decision 
Wilkinson  v Vesey  that  “if  a physician,  as  an  aid  to 
diagnosis,  does  not  avail  himself  of  all  the  sci- 
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entihc  means  available  to  him,  he  can  be  consid- 
ered to  be  negligent.”  While  the  decision  was 
modified  five  years  later  to  require  physicians  to 
jierform  all  reasonable  tests  and  procedures 
(Schenck  v Roger  Williams  General  Hospital),  the 
issue  of  def  ensive  medicine  remains  very  real  for 
most  Rhode  Island  physicians.  It  has  been  esti- 
mated that  defensive  medicine  may  add  any- 
where from  $15  billion  to  $40  billion  annually  to 
health  care  costs  nationally.  These  costs  are  largely 
borne  by  society  as  a whole  at  a time  when  there 
is  nationwide  pressure  to  reduce  health  care  costs. 

Historical  Developments 

Professional  liability  suits  did  not  begin  to  ma- 
terialize in  signihcant  numbers  until  the  1930s 
— a development  that  paralleled  the  birth  of 
modern  medicine  and  its  sophisticated  technol- 
ogy. There  was  an  increase  in  the  number  of 
claims  until  World  War  II  and  then  a temporary 
decline. 

After  World  War  II,  the  problem  surfaced 
again,  increasing  in  the  late  19b0s  and  early  1970s. 
The  federal  Commission  on  Medical  Malpractice 
in  1973  attributed  the  growing  number  of  claims 
to  several  factors.  First,  many  more  people  dur- 
ing the  post-war  period  were  able  to  afford  health 
care,  automatically  increasing  the  exposure  to  in- 
cidents that  could  lead  to  suits.  At  the  same  time, 
the  health  care  system  had  become  much  more 
complex  as  the  result  of  medical  innovations. 
Some  of  the  new  diagnostic  and  therapeutic  pro- 
cedures were  associated  with  new  risks  of  injury; 
as  drugs  became  more  potent,  hazards  increased. 
The  Commission’s  hndings  concerning  the 
growth  of  claims  and  awards  merely  underscored 
a trend.  “Between  1935  and  1975  — in  that  40- 
year  period  — 80  per  cent  of  all  medical  mal- 
practice suits  were  filed  in  the  final  hve  years  of 
that  period,”  Elvoy  Raines,  a lawyer  with  the 
American  Society  of  Law  and  Medicine  told  the 


April,  1986  — Vol.  69 


177 


Scnale  (Committee  on  Lal)oi  and  I Inman  Re- 
sources on  July  10,  1084. 

As  the  wave  of  claims  began  to  mount  in  the 
early  107()s,  some  prolessional  liability  caiiieis 
hc'gan  to  reconsider  their  involvement  in  what 
had  become  a highly  volatile  line  ot  business.  In 
New  \'ork,  tor  examjde,  Kmj)loyers  Insurance  of 
Wansan,  Wisconsin,  which  had  nnderwiitten  the 
medical  society’s  prolessional  liability  piogram 
lor  25  years,  pulled  out  of  this  maiket  in  1073. 
New  York  physicians,  sciamhling  for  another 
carrier,  engaged  Argonaut  Insurance  Company 
to  j)rovide  the  coverage.  Argonaut  agreed  but 
increased  the  rates  03.5  per  cent.  Late  in  1074 
Argonaut  rec|uested  another  200  ]ier  cent  in- 
crease and  shortly  thereafter  withdrew  from  the 
market  altogether.  The  St.  Paul  Conijjanies, 
which  in  1075  wre^te  professional  liability  insur- 
ance for  48,000  physicians  in  48  states,  started 
to  withdraw  f rcim  the  market  after  estimating  the 
potential  claims  at  5,000  in  1075  — a 225  per 
cent  increase  over  the  1,538  claims  hlled  against 
the  company  in  1070.  The  carriers  were  unpre- 
pared for  such  massive  litigation  and  many  were 
driven  out  of  the  medical  malpractice  market. 
For  physicians  in  many  states,  including  Rhode 
Island,  there  was  a sudden  “crisis  of  availability” 
when  it  became  impossible  to  purchase  insurance 
coverage  at  any  price. 

The  Crisis  of  the  1970s 

Two  major  developments  took  place  in  the  mid- 
1070s.  First,  physicians  in  many  states  mounted 
campaigns  to  enact  legislation  to  ease  the  crush- 
ing liability  burden  — shortened  statutes  of  lim- 
itation, ceilings  on  amounts  of  awards,  limits  on 
lawyers’  contingency  fees,  arbitration,  pre- 
screening panels,  tightened  medical  discipline, 
and  others.  In  Rhode  Island,  the  following 
changes  in  the  tort  system  were  enacted  during 
1075  and  1076: 

Ad  damnum:  Before  1075,  plaintiffs  could  sue  for 
a specific  dollar  amount  of  damages.  This  pro- 
vision was  eliminated,  and  Judges  and  juries  now 
are  responsible  for  awarding  damages. 

Informed  consent:  The  1076  malpractice  law  re- 
visions changed  the  doctrine  of  informed  con- 
sent to  a preliminary  question  of  fact  by  the  court 
rather  than  the  jury. 

Res  Ipsa  loquitur:  Also  changed  in  1076  was  the 
doctrine  of  res  ipsa  loquitur  to  a preliminary  ques- 
tion of  fact  by  the  court  rather  than  the  jury. 

Collateral  source  rule:  This  was  changed  to  permit 


but  not  mandate  disclosure  of  other  sources  to 
j)ievent  duj)licate  j)aymeiit  for  damages. 

Statute  of  limitations:  Iti  1075,  the  statute  of  lim- 
itations was  changed  to  two  years  from  the  in- 
cident, discovery,  or  both,  and  to  18  years  of  age 
foi  minois.  1 his  later  was  modified  to  three  years. 

Screening  panels:  I he  intent  of  screening  panels 
was  to  eliminate  frivolous  suits.  Originally,  the 
screetrirrg  parrels  irrcluded  two  attorrreys  atrd  orre 
physiciatr.  Fither  the  deferrdarrt  or  plairrtif  f could 
refitse  to  accejjt  the  firrdirrgs  of  the  j^atrel  atrd 
proceed  to  a jury  tr  ial.  Itr  art  atterrrjit  to  “stream- 
litre”  the  parrels,  the  Oetreral  Assetrrbly  passed  art 
anretrdmerrt  itr  1082  chatrgitrg  the  conrpositiorr 
of  the  j)arrel  to  a sitrgle  judge.  I he  rulitrg  of  the 
judge  was  absolute  atrd  not  subject  to  a|)peal  or 
jury  trial.  Fhe  Rhode  Islarrd  Suj^rerrre  Court  in 
April  1083  found  the  jjanels  to  be  urreonstitu- 
tiorral,  thereby  elirnirrating  them  from  the  sys- 
tem. 

Measures  to  increase  control  over  the  quality 
of  medical  care  wer  e erracted  through  establish- 
ment of  the  Board  of  Medical  Review,  which  was 
futrded  by  an  assessment  of  Rhode  Island  phy- 
sicians and  hospitals,  and  a continuing  medical 
education  requirement  for  relicensure  on  a trien- 
nial basis.  Both  of  these  r emain  in  effect  today. 

Second,  the  crisis  of  the  mid- 1070s  spawned 
alternative  forms  of  coverage.  In  a few  states, 
physicians,  frustrated  by  huge  premiums  charged 
by  commer  cial  carriers  arrd  resistant  to  restricted 
insur  ance  policies,  created  physician-owired  non- 
profit companies  to  provide  pr  ofessional  liability 
protectiorr.  By  the  errd  of  1077  there  were  15 
rrredical  society  created  physiciarr-owrred  com- 
panies furretionirrg  irr  the  rration,  coverirrg  some 
76,000  physiciarrs,  arrd  five  others  were  in  the 
plarrrrirrg  stages.  That  count  did  not  include  sev- 
eral other  physiciarr-owrred  conrpanies  and  pro- 
grarrrs,  such  as  the  California-based  Doctors’ 
Corrrparry,  which  had  rro  direct  ties  to  rrredical 
societies. 

Sorrre  legislatures,  irrcludirrg  the  Rhode  Islarrd 
Gerreral  Asserrrbly,  created  joirrt  urrderwriting  as- 
sociatiorrs  to  provide  professiorral  liability  pro- 
tectiorr to  physiciarrs  and  hospitals  irr  states  irr 
which  the  rrrarket  had  evapor  ated.  Effective  June 
16,  1975,  the  Departrrrerrt  of  Busirress  Regulation 
adopted  Errrergetrcy  Regulatioir  XXI  which  es- 
tablished the  Medical  Malpractice  Joint  Under  - 
writitrg  Associatiorr  of  Rhode  Islarrd  (JUA).  The 
Gerreral  Asserrrbly  later  approved  legislatiorr 
which  authorized  the  Departrrrerrt  to  prorrrulgate 
regulatiorrs  relatirrg  to  rrredical  rrralpractice  in- 
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surance  and  validating  Emergency  Regulation 
XXE  The  intent  ot  these  two  actions  was  to  pro- 
vide a continuing  stable  source  of  medical  mal- 
practice insurance  and  incidental  coverage  for 
all  providers  of  health  care  in  Rhode  Island. 

The  Crisis  of  the  1980s 

Despite  the  tort  reforms  enacted  in  the  mid-1970s 
and  the  insurance  protection  offered  by  the  JUA, 
the  malpractice  crisis  has  continued  to  burgeon. 
Between  1980  and  1985,  the  JUA  requested  a 
total  of  588  per  cent  in  malpractice  premium 
increases  from  the  Department  of  Business  Reg- 
ulation. Only  139  per  cent  in  rate  hikes  were 
granted,  leaving  the  JUA  with  a $100  million 
dehcit.  In  1976,  the  JUA  paid  $400,000  in  set- 
tlements compared  to  $1 1,492,000  in  1984.  Ehe 
number  of  indemnity  claims  escalated  from  one 
in  1976  to  145  in  1984.  And  the  average  loss  per 
claim  rose  from  $4,000  in  1976  to  $79,000  in 
1984. 

To  American  physicians  in  general  and  some 
specialists  in  particular,  it  was  becoming  increas- 
ingly clear  that  a new  “crisis”  was  developing  as 
insurance  premiums  rose  to  new  levels.  In  May 
1982,  Doctor  Ivan  Neubauer,  then  chairman  of 
the  board  of  NORCAL  Mutual  Insurance  Com- 
pany, San  Francisco,  described  the  situation  from 
the  physician’s  point  of  view:  “We  are  facing  a 
‘crisis  of  affordability.’  We  need  adequate  rates 
of  coverage  and  sometimes  are  forced  to  collect 
obscene  premiums  that  continue  to  climb.  There 
doesn’t  seem  to  be  any  relief  in  sight.”  W’hen  the 
National  Association  of  Insurance  Commission- 
ers analyzed  claims  for  the  year  beginning  July 
1,  1985  through  June  30,  1986  — a “crisis”  year 
— there  were  a total  of  14,074  claims  against 
physicians  and  surgeons.  By  1983,  the  total  num- 
ber of  claims  against  these  professionals  rose  to 
more  than  40,000. 

The  Costs  of  the  Malpractice  Crisis 

Since  June  1982,  the  American  Medical  Associ- 
ation Committee  on  Professional  Liability  has 
been  conducting  an  in-depth  continuing  study  of 
the  direct  and  indirect  costs  of  professional  lia- 
bility. The  committee  predicted  that  in  1982  pre- 
miums paid  for  protection  against  professional 
liability  would  range  from  $1.43  billion  to  $1.47 
billion.  By  1983,  the  committee  estimated,  these 
premiums  would  range  from  $1,645  billion  to 
$1.75  billion.  This  is  just  the  price  of  purchasing 
insurance  protection  and  does  not  include  the 
costs  of  the  resolution  of  claims  by  the  courts  nor 
many  other  hidden  costs. 


Among  these  costs  is  the  price  tag  associated 
with  “defensive  medicine,”  estimated  l)y  the  AMA 
to  be  some  $15.1  billion  annually.  These  calcu- 
lations were  made  after  reviewing  an  earlier  AMA 
study  indicating  that  40  per  cent  of  responding 
physicians  reported  that  they  prescribed  addi- 
tional diagnostic  tests  and  27.2  per  cent  that  they 
provided  additional  treatment  procedures  in  re- 
sponse to  the  increased  risk  of  malpractice  suits. 
Other  surveys  have  estimated  that  defensive 
medicine  constitutes  25  to  50  per  cent  of  the  cost 
of  treatment.  I4ie  problem  was  further  exacer- 
bated for  Rhode  Island  doctors  after  the  1972 
Supreme  Court  decision  previously  noted  al- 
though this  was  later  modified. 

I’he  committee  further  calculated  that  physi- 
cians who  had  claims  hied  against  them  in  the 
past  hve  years  spent  a total  of  3.7  days  in  dep- 
ositions and  court  appearances  taking  them  away 
from  their  practices.  “The  projected  total  income 
loss  here  could  be  estimated  to  range  from  $10 
million  to  $44.7  million,”  the  committee  pointed 
out. 

The  greatest  cost  of  the  crisis  is  not  one  that 
can  be  calculated  in  dollars,  but  is  reflected  in 
the  emotional  toll  on  physicians.  Nearly  28  per 
cent  of  the  respondents  in  a recent  Rhode  Island 
Medical  Society  survey  indicated  that  they 
planned  to  retire  early  as  a result  of  the  mal- 
practice crisis.  An  additional  15  per  cent  planned 
to  curtail  their  specialty  practices  and  nine  per 
cent  would  seek  employment  where  malpractice 
coverage  is  offered  as  a fringe  beneht.  Four  per 
cent  reported  they  would  leave  Rhode  Island 
while  three  per  cent  planned  to  practice  without 
insurance.  The  survey,  which  generated  more 
than  700  replies,  was  taken  in  response  to  a re- 
quest from  the  Legislative  Commission  on  Med- 
ical Malpractice. 

Particularly  disturbing  are  the  figures  con- 
cerning early  retirement.  Approximately  39  per 
cent  of  the  1,821  physicians  actively  practicing 
medicine  as  of  December  31,  1983  were  55  years 
or  older.  The  retirement  of  a significant  portion 
of  this  group  would  be  serious  at  a time  when 
the  rate  of  growth  of  the  physician  population 
in  Rhode  Island  is  the  lowest  of  all  50  states. 
During  the  period  1980-1983,  the  rate  of  growth 
was  5.7  per  cent  in  contrast  to  10.8  per  cent  in 
Massachusetts,  12  per  cent  in  Maine,  10.5  per 
cent  in  Connecticut,  14.6  per  cent  in  New  Hamp- 
shire, and  9.8  per  cent  in  Vermont.  Moreover, 
Rhode  Island  has  222  physicians/ 100,000  pop- 
ulation while  the  New  England  average  is  287/ 
100,000. 
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Federal  Moves  Toward  Reform 
While  the  ledeial  goveinincnl  traditionally  has 
delegated  the  responsibility  for  insurance-re- 
lated issues  to  state  legislatures  and  local  coin  ts, 
there  are  j)ositive  indications  that  this  “hands- 
oir’  approach  to  malpractice  may  change  in  the 
near  f uture  because  of  the  cost  imjjact  on  federal 
j)rograms  such  as  Medicare  and  Medicaid.  Sen- 
ator Orrin  Hatch  (R.,  Utah)  has  introduced  a 
professional  liability  bill  which  would  j^rovide 
federal  incentives  for  states  to  adopt  malj)ractice 
reform.  Senator  Claiborne  Pell  is  a co-s])onsor. 
Under  the  hill,  a state  would  he  eligible  to  receive 
federal  grants  if  the  following  reforms  are 
adopted  by  the  state  and  applied  to  cases  involv- 
ing health  care  malpractice: 

• Mandatory  periodic  payments  for  awards  of 
future  damages  greater  than  $100, 000 

• Reduction  of  awarcis  by  the  amount  cd  com- 
pensation received  from  other  sources 

• Limitation  of  awards  of  non-economic  dam- 
ages to  $250,000 

• Limitation  c:>f  attorneys’  contingency  fees  to  10 
per  cent  of  any  awards  in  excess  of  $200,000 

The  bill  also  requires  expanded  peer  review' 
activities  by  state  medical  societies,  active  risk 
management  programs  by  hospitals  and  insur- 
ance companies,  and  closer  liaison  between  mal- 
practice carriers  and  state  disciplinary  agencies. 
Moreover,  licensing  fees  from  health  care  profes- 
sionals would  be  allocated  to  state  disciplinary 
agencies. 

An  altogether  different  approach  has  been 
proposed  by  legal  expert  Jeffrey  O’Connell, 
know'n  for  his  development  of  the  “no-fault”  au- 
tomobile insurance  concept.  While  the  no-fault 
approach  is  most  appropriate  for  industrial  or 
automobile  accidents  where  a dearly  dehnable 
mishap  has  occurred,  O’Connell  contends  that  it 
can  be  extended  to  other  liability  cases.  The  Med- 
ical Offer  and  Recovery  Act,  introduced  by  US 
Representatives  Henson  Moore  (R.,  Louisiana) 
and  Richard  Gephardt  (D.,  Missouri),  would  en- 
courage a health  care  provider  to  offer  a settle- 
ment within  six  months  of  the  alleged  incident. 
The  settlement  would  cover  payment  for  such 
“net  economic  losses”  as  out-of-pocket  expenses, 
including  the  costs  of  medical  care,  lost  wages, 
rehabilitation  expenses,  and  reasonable  legal  fees. 
Once  the  offer  had  been  made,  the  patient  would 
lose  all  rights  to  judicial  review  except  possibly 
to  dispute  the  amount  of  economic  loss  as  it  ac- 
crues. There  would  be  no  provision  for  punitive 


damages  or  awards  for  “pain  and  suf  fering.” 

f f no  seltlement  of  fer  is  imufe,  the  case  would 
be  adjudicated  under  the  current  tort  system. 
The  jtatient  would  have  full  access  to  the  courts 
and  could  seek  non-economic  damages  in  addi- 
tion to  an  award  for  economic  losses.  While  an 
earlier  version  of  the  f)ill  transferred  the  burden 
of  proof  to  the  defendant,  the  current  j)roj>osal 
leaves  it  with  the  plaintiff. 

I he  bill  gives  individual  states  the  option  of 
passing  such  a law.  But  in  those  states  which  had 
not  acted  by  January  1,  1988,  the  federal  bill 
would  ajjply  to  j^atient  care  paid  for  by  the  fed- 
eral government.  Lhese  jtatients  include  Medi- 
care beneficiaries,  military  personnel,  veterans, 
and  federal  employees. 

Reform  on  the  State  Level 

Tw'o  Rhode  Island  groups  have  held  an  intensive 
series  of  meetings  to  address  the  professional  li- 
ability crisis  on  the  state  level.  Lhe  Legislative 
Commission  on  Medical  Malpractice  heard  tes- 
timony from  physicians,  attorneys,  the  Joint  Un- 
derwriting Association,  the  Board  of  Medical 
Review,  legal  expert  Jeffrey  O’Connell,  con- 
sumer advocate  Ralph  Nader,  and  hospitals.  More 
than  300  people  attended  an  open  hearing  of  the 
Commission  on  February  5,  1986.  The  18-mem- 
ber Commission,  which  issued  its  report  to  the 
General  Assembly  earlier  this  spring,  includes 
eight  attorneys,  six  of  whom  are  plaintiff  s attor- 
neys; one  judge;  three  physicians;  one  insurance 
claims  manager;  one  hospital  association  execu- 
tive; one  housewife;  one  retardation  center  ex- 
ecutive; and  two  college  professors.  It  was 
appointed  by  the  General  Assembly  in  1984  in 
lieu  of  acting  on  a hve-part  malpractice  reform 
package  introduced  by  the  Rhode  Island  Medical 
Society. 

Meanwhile,  under  the  aegis  of  the  Hospital 
Association  of  Rhode  Island  (HARl),  a group  of 
17  organizations  in  Rhode  Island  met  weekly 
throughout  the  fall  and  winter  to  get  a handle 
on  the  crisis.  Included  in  the  Rhode  Island  Med- 
ical Liability  Coalition  were  representatives  of  the 
Rhode  Island  Medical  Society,  HARI,  Aetna  Life 
Sc  Casualty,  St.  Paul  Fire  8c  Marine  Insurance  Co., 
Rhode  Island  Business  Croup  on  Health,  AFL- 
CIO,  Rhode  Island  Federation  of  Chambers  of 
Commerce,  Ocean  State  Physicians’  Health  Plan, 
Rhode  Island  Croup  Health  Association,  JUA, 
Blue  Cross  8c  Blue  Shield,  Starkweather  8c 
Shepley  Insurance  Co.,  and  the  Rhode  Island 
Society  of  Hospital  Risk  Managers,  among  oth- 
ers. Meetings  were  held  with  physicians,  attor- 
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neys,  hospitals,  insurers,  and  officials  from  the 
(iovenior’s  office  and  Department  of  Business 
Regulation.  The  Coalition  has  endorsed  several 
reform  projjosals,  including  a $250, ()()()  cap  on 
awards  for  pain  and  suffering,  reduction  of  the 
rate  and  effective  date  for  interest  payments  on 
awards,  and  a limitation  on  attorneys’  contin- 
gency fees. 

As  of  this  writing,  it  is  not  clear  what  action, 
if  any,  the  General  Assembly  will  take  on  the  two 
sets  of  proposals. 

Conclusion 

file  medical  professional  liability  crisis  is  a se- 
rious one,  af  fecting  physicians,  hospitals,  and  pa- 
tients and  the  delivery  and  cost  of  medical  care. 
Any  legislative  and  judicial  reform  should;  (1) 
assure  fair  and  adequate  compensation  for  in- 
juries arising  from  medical  negligence;  (2)  re- 
solve professional  liability  claims  speedily  and 
efficiently;  (3)  recognize  the  unusual  vulnerabil- 
ity of  physicians;  and  (4)  provide  a reasonable 
degree  of  protection  from  frivolous  suits  so  that 
access  to  care  and  the  costs  of  care  are  not  ad- 
versely affected.  The  purpose  of  these  reforms 
is  not  to  protect  physicians  and  reduce  their  in- 
surance premiums.  Rather  it  is  to  cut  the  waste 
and  unf  airness  of  a legal  system  that  has  become 
outrageously  expensive  and  imprecise  in  deter- 
mining liability  and  assessing  damages. 

The  insurance  liability  crisis  is  not  limited  to 
the  medical  profession,  but  is  a societal  problem 
pervading  all  segments  of  our  population.  Last 
year  in  the  United  States,  there  were  16.6  million 
lawsuits  costing  $60  billion.  In  1962  there  was 
only  one  $1  million  award  while  in  1984  there 
were  400.  The  magnitude  of  the  crisis  is  clearly 
demonstrated  in  the  following  examples:  One 
insurance  company  must  pay  $260  million,  plus 
$1,400  a month,  to  a man  who  was  injured  when 
he  fell  through  a skylight  while  attempting  to 
break  into  a school.  New  York  City  recently  set- 
tled a case  out  of  court  for  $650,000  with  a man 
who  had  been  seriously  injured  in  a suicide  at- 
tempt by  jumping  in  front  of  a subway  car.  The 
man  claimed  that  the  train  operator  failed  to  stop 
the  train  in  time  to  prevent  his  injuries.  Many 
municipalities  now  hnd  that  the  cost  of  liability 


insurance  is  ex(^rbitantly  high  or  not  available  to 
protect  their  employees.  Ski  areas,  colleges,  and 
high  schools  cannot  obtain  insurance  for  athletic 
programs.  Restaurants  and  bars  find  themselves 
in  a similai'  positicm  as  they  have  been  found 
liable  for  drinking  patrons. 

According  to  the  president  of  the  newly-formed 
American  Tort  Reform  Association,  “Liability 
awards  show  no  relationship  with  fact,  fault,  or 
fairness.  Soon  no  one  will  write  insurance  at  any 
price,  and  we  will  face  bankruptcy,  liquidation, 
or  the  deadly  game  of  litigation  roulette.”' 

William  McGill  has  observed,  “The  problem  of 
malpractice  insurance  is  but  one  form  of  a more 
general  problem,  the  adversary  character  of 
modern  American  life.  Iffie  problem  of  mal- 
practice insurance  must  be  seen  in  its  larger  phil- 
osophical context,  because  it  has  great 
implications  not  only  for  the  practice  of  medi- 
cine, but  for  the  functioning  of  society.  As  we 
begin  to  solve  the  malpractice  problem,  we  shall 
begin  to  solve  many  other  problems  of  an  equally 
divisive  character.  It  will  probably  take  longer 
than  a life-time  to  conclude  such  a monumental 
healing  effort  because  the  evil  we  now  confront 
has  been  developing  more  than  four  decades. 

And  Hans  Sennholz  has  put  the  crisis  in  per- 
spective: “It  is  futile  to  search  for  a scapegoat  for 
this  liability  and  insurance  dilemma.  It  is  fruitless 
to  blame  patients  for  turning  into  ‘adversaries’ 
eager  to  sue.  The  people  are  not  ‘out  to  get’  their 
doctors.  It  is  absurd  to  make  lawyers  the  favorite 
scapegoats,  to  deride  them  as  opportunistic  par- 
asites preying  on  the  fears  of  patients  and  pock- 
eting the  lion’s  share  of  the  awards.  Attorneys 
are  no  worse  than  their  clients,  without  whom 
they  have  no  case.  Similarly,  it  is  foolish  to  con- 
clude that  every  doctor  is  careless  or  incompe- 
tent. To  search  for  an  explanation  of  the 
malpractice  insurance  crisis,  which  is  at  least  a 
decade  old,  is  to  seek  for  changes  in  economic 
doctrines  and  social  mores  that  distinguish  con- 
temporary Americans  from  their  forebears.”^ 

References 

' American  Medical  News,  February  7,  1986,  p.  16 
2 Columbia  College  Today,  Wbnter  1985-1986.  13(1):24 
^ Private  Practice,  February  1986,  p.  26 


106  Francis  Street 
Providence,  Rhode  Island  02903 


April,  1986  — Vol.  69 


181 


...Parsons  Medical  Center!  If  not,  he  Should  be! 

Are  you  a physician  contemplating  a move  or  opening  up  a practice  in  the 
near  future?  Consider  Parsons  Medical  Center.  Currently  under  construc- 
tion, this  ultra-modern  facility  will  feature  1 ,000  to  8,000  square  foot  office 
space  designed  for  tenants  engaged  in  the  medical  profession. 

While  under  construction  you  have  an  opportunity  to  request  modifica- 
tions to  meet  your  special  needs  and  negotiate  highly  favorable  terms  and 
arrangements  that  will  not  be  available  once  completed. 

Naturally  a decision  of  this  magnitude  is  not  made  without  a great  deal  of 
investigation  and  review.  We  invite  your  inquiry  and  look  forward  to 
showing  you  this  building  on  the  corner  of  Plain  and  Crary  Streets  in 
Providence  near  Women  and  Infants  Hospital  and  Rhode  Island  Hospital. 


ParsonsuMedical 
Center 

861-5656  or  272-0500^ 
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BOOK  REVIEW 


Rhinitis 


Rhinitis,  edited  by  Guy  A.  Settipane,  the  New 
England  and  Regional  Allergy  Proceedings, 
Providence,  Rhode  Island,  1984,  167  pp. 

Books  devoted  entirely  to  rhinitis  are  rare.  A 
Rhode  Islander,  Doctor  Guy  A.  Settipane,  has 
hlled  the  void.  This  work  is  a collection  of  papers 
previously  published  in  the  New  England  and 
Regional  Allergy  Proceedings,  a quarterly  med- 
ical journal  of  which  Doctor  Settipane  is  editor- 
in-chief.  Cohesiveness,  rare  in  this  kind  of  col- 
lective work,  is  insured  by  the  editor’s  introduc- 
tory chapter  as  well  as  by  four  other  chapters 
specifically  written  for  this  book.  It  is  dividecl  into 
three  parts:  basic  science,  clinical  science,  and 
unusual  cases  that  can  be  associated  with  rhinitis. 

The  basic  science  section  reviews  basic  nasal 
anatomy  including  newly-described  neural  re- 
flexes. Physiology  and  pathology  are  fully  cov- 
ered. The  allergic  section  describes  in  detail 
anaphylaxis,  ie,  antibodies,  pollens  and  molds, 
epidemiology,  and  genetics.  A clear  review  of 
skin  testing  is  presented  together  with  the  im- 
portance of  clinical  interpretation  in  understand- 
ing the  technique. 

The  nose,  an  interface  between  “lung  and  am- 
bient air,”  its  function  in  modifying  the  air  we 
breathe,  and  its  effect  on  the  lungs  are  clearly 
explained  by  Doctor  Donald  F.  Proctor  in  his 
chapter  on  this  subject. 

Several  features  of  nasal  rhinomanometry  and 
experimental  nasal  challenges  are  reviewed  in  an 
interesting  chapter  by  Doctor  James  A.  McLean. 
This  is  the  best  review  I have  read  on  the  subject. 
Since  this  book  is  intended  at  least  in  part  for  the 
specialist,  it  is  regrettable  that  a description  of 
methodology  has  not  been  included. 

The  grouping  of  clinical  sciences  should  be  of 
interest  to  the  average  reader  who  deals  with 
these  common  disorders  on  a daily  basis.  Based 
on  the  previous  basic  science  chapter,  explana- 
tions are  given  for  traditional  treatment  modal- 


ities. A chapter  is  devoted  to  the  pediatric  aspect 
of  allergic  rhinitis  and  will  be  of  especial  interest 
to  pediatricians  to  whom  early  recognition  may 
be  important  to  forestall  future  morbidity  in 
adulthood.  The  chapter  on  controlled  studies  of 
immunotherapy  in  allergic  rhinitis  contributes  a 
critical  review  by  Doctor  William  D.  Franklin. 
The  effectiveness  of  immunotherapy  is  sup- 
ported by  well-designed  experimental  studies, 
using  random  assignment  of  patients,  placebo, 
and  blind  evaluation.  This  chapter  is  particularly 
instructive  for  those  who  have  questioned  the 
value  of  or  the  proper  timing  for  this  form  of 
therapy. 

The  last  four  chapters  contain  reports  of  un- 
usual cases.  Each  case  is  well  documented  and 
fully-worked  up,  describing  the  disadvantages  of 
possible  misdiagnosis.  They  are  of  general  inter- 
est, but  especially  so  to  specialists  in  the  field. 

While  overlapping  of  material  cannot  be 
avoided  in  a multiple  author  book,  it  has  been 
kept  to  a minimum.  Despite  the  24  chapters,  four 
case  reviews,  and  a meticulous  index,  the  book 
occupies  only  167  j)ages.  It  is  at  the  present  time 
the  most  comprehensive  up-to-date  survey  of  the 
field  and  should  interest  the  scientist  as  well  as 
the  clinician  because  of  the  good  balance  between 
the  basic  science  and  the  clinical  sections. 

The  average  Journal  reader  who  surveys  the 
table  of  contents  may  have  the  impression  that 
this  book  is  reserved  for  specialists  in  the  field. 
As  one  goes  beyond  the  titles,  however,  each 
cha])ter  has  an  abstract  and  is  written  in  a clear, 
concise,  easy-to-read  manner.  Rhinitis,  by  no 
means  a rare  entity,  is  of  interest  to  the  general 
medical  public  as  well  as  to  the  specialist. 

Toussaint  A.  Leclercq,  MD 
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Now  here’s 

a loan  approval  committee 
you  can  work  with. 


Dick  Boenning,  Vice  President,  Fleet  Private  Banking  Group 


At  Fleet’s  Private  Banking  Group,  you  never  deal  with  committees.  You  deal 
with  your  own  personal  financial  counselor.  A finance  professional  who  has  the  power 
to  give  you  immediate  loan  approvals.  And  the  experience  to  help  structure  a sophisti- 
cated management  program  for  all  your  finances. 

The  Private  Banking  Group  at  Fleet  was  set  up  specifically  for  high  earning 
professionals  like  you.  To  assure  you  of  complete  personal  and  professional  banking 
services  as  a preferred  client.  With  high  priority  status.  And  a noticeable  absence  of 
red  tape. 


So  why  deal  with  committees,  when  you  can  do  business  with  your  own  per- 
sonal Private  Banking  counselor?  A professional  like  Dick  Boenning  who  can  provide 
a superior  level  of  financial  service.  And  give  you  direct  access  to  the  resources  of 


bank.  To  find  out  what  Private  Banking 
at  Fleet  can  mean  for  you,  call  Dick 
Boenning  at  278-6537,  or  Jo-Ann  Jayne, 
Assistant  Vice  President,  at  278-6527. 

You’ll  find  that  they’re  both  very 
easy  to  work  with. 


Fleet  National  Bank 

NEW  ENGLAND’S  FINANCIAL  RESOURCE 

Member  F.  D.I.C. 

Equal  Opportunity  Lender 
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HAVE  YOU  HEARD?  . . . 


Noting  that  the  results  of  violence  in  television 
series  and  motion  pictures  are  not  accurately  por- 
trayed, the  American  College  of  Emergency 
Physicians  has  urged  producers  of  television  and 
motion  pictures  to  decrease  the  number  of  vio- 
lent acts  and  to  convey  the  results  of  violence 
realistically.  Moreover,  the  College  also  has  en- 
couraged the  motion  picture  and  television  in- 
dustries to  show  all  passengers  in  vehicles  wear- 
ing seat  belts.  A common  scene  in  top-rated  ac- 
tion series  involves  a high-speed  chase,  resulting 
in  a car  crash.  The  characters  walk  away  from  the 
accident  with  little  or  no  injury,  even  though  they 
were  not  wearing  seat  belts. 

Emphasizing  the  pervasive  impact  of  television 
on  the  general  public,  especially  children.  Doctor 
Richard  L.  Stennes,  ACEP  President,  said,  “Many 
of  our  popular  television  shows  and  movies  con- 
tain a lot  of  violence.  Because  children  and  young 
adults  make  up  a large  part  of  the  viewing  audi- 
ence, it  is  important  that  they  know  what  is  and  is 
not  realistic  in  a violent  scene  so  they  will  not 
endanger  their  lives  and  others  because  they  do 
not  understand  the  end  results  of  their  acts.” 

According  to  Doctor  Stennes,  potentially 
harmful  or  even  fatal  acts  of  violence  are  taken 
too  lightly.  A television  series  will  show  someone 
getting  shot.  The  injury  is  treated  as  if  it  were  a 
minor  flesh  wound,  and  the  character  is  shown  as 
healthy  as  ever  in  the  next  scene. 

• • • 

General  Electric  Medical  Systems  has  recently  in- 
troduced a high-speed,  high-density  optical  stor- 
age and  retrieval  system  for  images  made  on  its 
CT  9000  scanner.  The  CT  90()0  Optical  Disk 
Unit®  features  two-sided  disk  cartridges  approx- 
imately the  size  of  a 12-inch  phonograph  record, 
capable  of  permanently  storing  12,000  images, 
which  normally  would  require  30  magnetic  tapes 
or  1,000  floppy  disks.  A specific  examination  can 
be  located  in  five  seconds  from  a fully-loaded 
cartridge  and  transferred  to  the  operator  console 
in  about  four  seconds  per  image.  The  non- 
erasable disk  cartridges  have  a minimum-useful 
data  life  of  ten  years.  The  CT  9000  database  func- 
tions permit  examination  retrieval  by  combina- 
tions of  patient  identification,  patient  name,  age, 
sex,  orientation,  and  date.  The  optical  storage 
unit  consists  of  a disk  drive  and  associated  elec- 


A highly  professional  firm 
with  the  expertise  necessary 
to  provide  a full  range  of  tax 
and  accounting  related  services 

Members  of 

The  International  Group  of  Accounting  Firms  (IGAF) 
Private  Companies  Practice  Section  of 
American  Institute  of  Certified  Public  Accountants 
Rhode  Island  Society  of  Certified  Public  Accountants 


310  Reservoir  Avenue, 
Providence,  Rhode  Island 
(401)  461-CPAS(2727) 


ADAMS  8c  DeCAPORALE 
COUNSELORS  AT  LAW 

General  Law  Practice 
Medical  Collections 


Herbert  M.  Adams 
Joseph  L.  DeCaporale,  Jr. 

Governor  Financial  Center 
285  Governor  Street 
Providence,  Rhode  Island  02906 
401-421-1364 
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ATTENTION... 

• PHYSICIANS  • HOSPITALS  • 

• NURSING  HOMES  • 

• COMPUTER  BILLING  FIRMS  • 

LOOKING  FOR 

AAedicare  Claim  Forms 
HCFA 1500 
Call  946-3527 


HCFA  1500 

Package 

Price 

Single  Sheet 

500 

$22.50 

2-Part  Snapout 

250 

26.00 

1-Part  Continuous 

2500 

47.50 

2-Part  Continuous 

1400 

45.25 

3-Part  Continuous 

1000 

49.00 

CALL  FOR  LARGE  QUANTITY  DISCOUNT 


RO.  BOX  8283 

CRANSTON,  RHODE  ISLAND  02920 


Rhode  Island 
Circulation 
Treatment 
Center 

Non-Invasive 
Vascular  Laboratory 

Investigating  Arterial  and 
Venous  Disease 

1086  Smith  Street 
Providence,  Rl  02908 
272-1026 

President;  Michael  S.  Barrett,  MD 


ironies  in  a small  Irccstaiuling  tabincM.  I lic  (;  I' 
9000  scanning  syslein,  recently  introduced  by 
(ieneral  Klectric,  can  lit  into  an  area  as  small  as 
400  sejuare  feel,  making  it  an  ideal  choice  for 
clinics  or  hospitals  with  limited  space  or  for 
mobile  use. 

• • • 

1 ff()MS()N-(X>R  Medical  (Corporation  recently 
launched  a multimillion  dollar  national  jmhlic 
awareness  and  education  campaign  to  build  rec- 
ognition and  acceptance  of  the  benefits  of  mam- 
mography for  the  earl)  detection  of  breast  cancer 
in  women.  1 he  campaign,  encompassing  all  ma- 
jor aspects  of  public  communication,  begins  this 
month  and  will  continue  throughout  1986.  ft  will 
include  advertisements  in  both  broadcast  and 
print  media  as  w'ell  as  a broad  range  of  public  and 
community  relations  activities. 

The  theme  of  the  campaign  centers  on  supjjcjiT 
by  and  testimonials  from  famous  American 
women  on  the  benefits  of  mammography,  fhe 
first  television  and  print  advertisements  feature 
actress  Diahann  Carroll  discussing  the  benefits 
and  importance  of  the  early  detection  of  breast 
cancer.  These  were  broadcast  on  Good  Morning 
America  and  the  Todav  Show,  among  others. 
They  will  appear  on  television,  in  leading 
women’s  magazines,  and  in  professional  and  sci- 
entific publications.  In  addition  to  technical  and 
informational  articles  in  national  publications, 
public  relations  activities  will  focus  on  national 
health-care  awareness  and  educational  pro- 
grams. These  include  community  relations  pro- 
grams, presentations  and  seminars  for  women’s 
and  civic  organizations,  speaking  engagements 
before  medical  and  health-care  associations,  de- 
veloping and  distributing  various  informational 
materials,  and  support  for  a variety  of  programs 
and  organizations  working  to  expand  the  availa- 
bility of  mammography  screening  to  the  general 
population. 

According  to  the  American  Cancer  Society, 
only  five  per  cent  of  the  nearly  52  million  US 
women  over  age  35  have  undergone  mammogra- 
phy screening. 

• • • 

In  a major  postmarketing  surveillance  study  re- 
cently published  by  Stuart  Pharmaceuticals, 
Tenoretic®,  a new  beta-blocker  diuretic  product 
combining  Tenorimin®  (atenolol)  with  chlor- 
thalidone, was  found  to  control  the  blood  pres- 
sure in  85  per  cent  of  all  patients  evaluated.  Re- 
sults in  26,892  patients  were  consistently  good 
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regardless  of  race,  age,  sex,  or  j)revioiis  kind  of 
antihyperteusive  therapy.  The  patients  studied 
represented  the  fidl  spectrum  of  hypertensive 
Americans.  A total  of  7,009  of  f ice-based  jjrimary- 
care  physicians  collected  the  data  and  an  inde- 
pendent agency  analyzed  it.  The  Tenoretic  Eval- 
uation Program  was  designed  to  measure  the 
effects  of  this  new  treatment  on  both  blood  pres- 
sure and  general  condition.  The  assessments 
were  based  on  the  reports  of  patients  and  their 
physicians.  Patients  already  being  treated  for 
hypertension  discontinued  all  other  anti- 
hvpertensive  drugs  and  took  only  Eenoretic  for 
28  days. 

The  principal  findings  were  that  Eenoretic  re- 
duced blood  pressure  significantly,  regardless  of 
the  patient’s  race,  age,  sex,  or  kinds  of  anti- 
hypertensive drugs  he  had  taken  before.  Mean 
blood  pressure  of  the  26,892  patients  fell  from 
161/99  mm  Hg  before  Tenoretic  treatment  to 
140/86.  Moreover,  black  and  elderly  patients  re- 
sponded as  well  as  white  and  younger  patients. 

Tenoretic  contains  50  mg  or  100  mg  Tenor- 
imin  (atenolol)  and  25  mg  chlorthalidone,  an 
established  thiazide-like  diuretic.  Since  each  drug 
acts  for  24  hours,  Tenoretic  is  taken  only  once  a 
day.  The  combination  is  indicated  for  treating 
mild  to  moderate  hypertension.  Tenoretic  50, 
providing  50  mg  Tenorimin,  was  used  in  the 
study.  Because  patients  feel  so  well  during 
Tenoretic  treatment  and  have  the  convenience  of 
taking  their  medicine  only  once  a day,  company 
officials  believe  that  they  are  more  likely  to  follow 
their  antihypertensive  regimen.  This  would  elim- 
inate a major  cause  of  apparent  “failures”  of 
treatment. 

• • • 

The  American  Institute  for  Cancer  Research 
(AICR)  has  more  than  doubled  its  research  grant 
funding  for  fall  1985  with  a total  of  more  than 
$1.3  million  approved  for  cancer  research  relat- 
ing to  diet  and  nutrition  at  hospitals  and  universi- 
ties across  the  country.  The  Institute  has  been 
awarding  cancer  research  grants  for  the  past 
three  years  for  the  study  of  cancer  prevention 
through  diet  and  nutrition.  Its  total  commitment 
to  cancer  research  has  reached  more  than  $4.4 
million. 

The  new  AICR  grants  will  fund  a variety  of 
scientific  approaches  to  the  study  of  nutritional 
influences  on  cancer  promotion.  Among  them 
will  be  a study  at  Johns  Hopkins  University 
School  of  Medicine  on  the  role  of  such  non- 
nutritive dietary  additives  as  preservatives,  fla- 
vorings, and  food  colors  as  possible  inhibitors  of 
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WILLIAM  E.  BLACKSTONE 
MEDICAL  BUILDING 
MEDICAL  OFFICE  SUITES 
FOR  SALE/LEASE 

525  Broad  Street 
Cumberland,  Rhode  Island 

Looking  to  expand  or  open  a new  ofBce? 

Have  you  considered  joining  other  medical  profes- 
sionals in  addressing  the  need  for  physicians  in 
Northern  RI? 

Consider  the  recently  restored  and  expanded  Wil- 
liam E.  Blackstone  Medical  Building. 

Features  include: 

• Suites  544  to  942  sq.  ft. 

• Each  suite  contains  private  lavette,  carpeting  and/or 
linoleum  tile 

• Handicapped  accessible  including  elevator 

• Full  service  laboratory  and  radiology  facility 

• Historic  tax  credits  on  some  units 

• Convenient  to  5 hospitals  and  elderly  housing 

• Densely  populated  — Public  transportation 

• Proven  need  for  medical  professionals  all  specialties. 

For  further  information  please  call: 

Marilyn  A.  Dolan 
Syndications,  Inc. 

(401)-728-7425 
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CREATING  MEANING 
IN  CLINICAL  PRACTICE 

9th  Annual  Meeting  of  the  American 
Holistic 

Medical  Association 

JUNE  2-8,  1986 

Southwest  Missouri  State  University 
Springfield,  Missouri 

Co-sponsored  by  Forest  Institute  of  Professional  Psy- 
chology, Holos  Institutes  of  Health,  Institute  of  Lo- 
gotherapy  and  others.  Keynote  speakers  include  Dr. 
William  H.  Masters,  president  of  the  Board  of  Di- 
rectors, Masters  & Johnson  Institute.  Forty  compre- 
hensive presentations,  lectures,  intensive  workshops. 

Information,  brochure: 

Ms.  Jody  Trotter 

Rt.  1,  Box  127  — Fair  Grove,  MO  65648  — 
(417)  467-2900 


PROFESSIONAL 
OFFICE  SPACE 
FOR  RENT 

410  North  Broadway 
East  Providence,  Rhode  Island 


Newly  renovated  — Private  offices 
Conference  room  — Parking 
Convenient  to  I-195  and  1-95 
Will  modify  space  for  specific  use 
Call  401/434-8300 


cancel.  Another  study,  to  he  conducted  at 
Wasliington  Stale  University,  will  examine  how 
the  resti  iction  of  some  amino  acids  can  both  block 
tumor  growth  and  jtrevent  resistance  to  drug 
therapy.  Several  of  the  AK^R-funded  studies  will 
examine  means  lor  retarding  growth  of  human 
tumors  through  dietary  means.  One  such  study  at 
Harvaid  Medical  School  by  Doctor  Kenneth  H. 
kalchuk  will  study  the  role  of  zinc  and  other  met- 
als in  tumor  growth.  Doctor  Andrew  R.  Hoffman 
will  conduct  a study  at  Stanford  University  to 
examine  whether  certain  of  the  body’s  own  pep- 
tides can  l)e  used  to  retard  tumor  growth.  A con- 
tinuing study  at  the  Wistar  Institute  in  Phil- 
adelphia will  probe  the  relationship  between  fi- 
ber intake  and  colon  cancer,  with  an  emjthasis  on 
determining  guidelines  for  fiber  intake  for  those 
persons  at  risk  for  colon  cancer. 

• • • 

The  American  Annson  Company  recently  intro- 
duced its  AnnsonResponse®  practice  manage- 
ment software  package  that  improves  productiv- 
ity by  computerizing  much  of  the  hilling  work  in 
medical  group  practices.  Specifically  designed 
for  group  practices  of  five  or  more  physicians, 
AnnsonResponse®  helps  to  increase  cash  flow, 
facilitate  insurance  reimbursement  and  patient 
payments,  and  reduce  the  incidence  of  lost 
charges  because  it  eliminates  much  of  the  time 
and  error  of  manual  entry.  T he  system  runs  on 
the  IBM/System  36  family  of  minicomputers  and 
is  an  enhancement  of  the  company’s  micro- 
computer-based “Doctor’s  Office  Manager”  prac- 
tice management  software  for  smaller  practices. 

All  patient  medical,  financial,  and  insurance 
information  is  entered  into  the  system  at  the  time 
of  the  first  visit,  eliminating  the  duplication  of 
information  on  insurance  forms,  ledger  cards, 
patient  statements,  and  mailings.  Office  cash  flow 
is  increased  because  the  system  automatically 
assigns  charges  based  on  procedures  and  auto- 
matically generates  patient  and  insurance  bills. 
AnnsonResponse®  improves  cash  flow'  by  track- 
ing the  differences  between  fee  charges  and 
actual  reimbursement  and  automatically  generat- 
ing bank  deposit  slips.  Moreover,  company  offi- 
cials claim  that  physicians  are  better  able  to  man- 
age their  time  with  a computer  capability  that 
provides  round  sheets  by  hospital  in  sequential 
room  order.  Both  patient  and  physician  routing 
sheets  can  be  used  as  input  documents  for  di- 
agnosis and  procedures  performed. 
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Thank  you  for  your  loyal  support 


DVAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 


« SKGF  CO. 


Aft€ra  nitrate, 
addlSOPnfC 

(verapamil  HCl/Knoll) 


I 

i. 
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To  protect  your  patients,as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vasculardisease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers;  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antiangmal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications;  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g,,  election  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker,  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used,  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge, Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g,  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis)  Treatment  is  usually 
D,C, -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN, 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol,  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension, Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization,  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents, 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk,  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions;  Hypotension  (2,9%),  peripheral  edema  (1 ,7%),  AV  block, 
3rd  degree  (0  8%),  bradycardia:  HR  < 50/min  (1,1%),  CHF  or  pulmonary 
edema  (0,9%),  dizziness  (3,6%),  headache  (1,8%),  fatigue  (1,1%),  constipa- 
tion (6,3%),  nausea  (1,6%),  elevations  of  liver  enzymes  have  been  reported, 
(See  Warnings.)  The  following  reactions,  reported  In  less  than  0 5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984,  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  1 
can  do  the  same  for  my  kids.” 
—Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

—Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to;  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 

US.  SAVINGS  BONDsS^ 

Paying  BetterThan  Ever ' 

A public  service  of  this  publication. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


I . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 

. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 

Psychiatrist 

Calitornia 

. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff 

Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  If  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 


15-mg/30-mg 

capsules 
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brand  of 

flurazepam  HCI/Roche  (g 

Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  tolling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Controindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damoge  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  ot  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
ot  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnohcy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressohts  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  tor 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  ot 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  ovoided  with  grodual  tapering  of  dosoge  for  those 
patients  on  medication  for  a prolonged  period  ol  lime  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  ot 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  ether  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, ar  in  those  with  impaired  renal  ar  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
arientatian  and  coma,  probably  indicative  at  drug  intolerance 
ar  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences ot  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg 
excitement,  stimulation  and  hyperactivity 
Dosage:  Ihdividualize  for  maximum  beneficial  effect  AOuHs 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patienfs 
Elderly  or  debilitated  potients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Produefs  Inc 
Monafi,  Puerto  Rico  00701 


*A  FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  #1  for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  faii  asieep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety’  ® As  always,  cautian  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  page  for  summary  of  product  Information 

DALMANE 
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flurazepam  HCI/Roche  ® 

sleep  that  satisfies 
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SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties 

General  Surgery 
Pediatrics 
Internal  Medicine 
Psychiatry 
Opthamology 


we  have  computerized 

Cardiovascular  & 
Thoracic  Surgery 

Obstetrics 

Gynecology 


in  the  local  area  are: 

Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 


®1986  The  Upjohn  Company 


Motrin 800 rf^ 

ibuprofen 


“High 

blood  pressure 
should  be  a 
red  flag  to 

screen  for 

cholesterol...”' 


Wyeth  Laboratories 

' i Philadelphia.  PA  19101 


UJ' 


The  Framingham  Heart  Study^  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  145  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL. 

While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease^ 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased 
risk  of  coronary  heart  disease. 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


Specifically,  “...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30% 
rise  in  cardiovascular  risk.’’^*  “...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent.”^ 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials® 
it  caused  a slight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyidopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  13%  of  patients. 


'guanabenz  acetke) 


See  important  information  on  following  page. 


References;  1 Glueck  CJ:  Remarks  in  the  symposium,  Blood  Pressure,  Cholesterol  and  Coronary  Heart  Disease,  Washington,  DC.  March  31,1 985.  2 The  Framingham 

Study,  An  epidemiological  investigation  of  cardiovascular  disease.  Section  28.  U S Dept  of  Health.  Education,  and  Welfare  3 National  Institutes  of  Health  Consensus 
Development  Conference  Statement.  1 984:  Vol  5,  No  7,  p 4 4 Chobanian  AV:  The  influence  of  hypertension  and  other  hemodynamic  factors  in  atherogenesis.  Progress  in 

Cardiovascular  Diseases,  XXVI  (3)  177,  Nov/Dec.  1 983  5 Castelli  WP  Remarks  in  the  symposium,  Blood  Pressure,  Cholesterol  and  Coronary  Heart  Disease,  Washington,  D C . 
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ViM&fis/n 

(guanabenz  acetate) 


Antihypertensive  therapy 

that  (Joes  not  increase  cholesterol 


Brief  Summary 

Before  prcKrlbing,  ronsuh  (he  complete  package  circular. 

Indications  and  Usage:  Treatmcni  of  hypertension,  alone  or  in  combinattun  with 
i thiazide  diuretic 


( ontraindlcatioo:  Known  sensitivity  to  (he  drug 

Precautions:  1 Sedation  Causes  sedation  or  drowsiness  in  a large  fraciK>n  of  pa 
lienis  When  used  with  centrally  active  depressants,  c g . phenoihia/mes,  harhitu 
rates  and  benzodiazepines,  consider  potential  for  additive  sedative  effects  2 
Patients  with  vascular  insufficiency  Like  other  antihypertensives  use  with  caution 
in  severe  coronary  insufficiency,  recent  myocardial  infarction. cerebrovascular dis 
ease,  or  severe  hepatic  or  renal  failure  ^ Rebound  Sudden  cessation  of  therapy 
with  central  alpha  agonists  like  Wytenslo  may  rarely  result  in  "overshoot*  hyper 
tension  and  more  commonly  produces  increase  in  serum  catecholamines  and  sub 
jective  symptomatology 

INhOKMATION  hOR  PATIENTS  Advise  patients  on  Wyteosin  to  exercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  become  drowsy  or  dizzy  Warn  patients  that  tolerance  for  alcohol  and  other 
(.NS  depressants  may  be  diminished  Advise  patients  not  to  discontinue  therapy 
abruptly 

l^b  TESTS  In  clinical  trials,  no  clinically  significant  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  CB(..  urinalysis,  electro 
lytes.SGOT.  bilirubin,  alkaline  phosphatase,  uric  ac  id.  Bl'N,  creatinine,  (^ucose.  cal 
cium,  phosphorus,  icxal  protein,  and  (.combs'  lest  During  long  term  use  there  was 
small  (Jecrease  m serum  cholesterol  and  total  trtglvcerides  without  change  m high 
density  lipoprotein  fraction  In  rare  instances  occasional  nonprogressivc  increase 
in  liver  enzymes  was  observed,  but  no  clinical  evidence  of  hepatic  disease 
DRUG  INTERA(  TIONS  Vytensin  was  not  demonstrated  to  cause  drug  interac  tions 
when  given  with  other  drugs,  c g . digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinllammaiory  or  antiinfective  agents,  in  clinical  trials  However,  potential  for  in 
creased  sedation  when  given  concomitantly  with  CN.S depressants  should  be  noted 
DRl'(>/LAB  TEJiT  INTERAC  TIONS  No  lab  test  abnormalities  were  identified  with 
Wytensin  use 

(.ARCINO(»ENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILIfy  No  evidence  of 
carcinogenic  potential  emerged  in  rats  during  a two  year  oral  study  with  Wyteosin 
at  up  to  9 S mg/kg/day,  i c . about  lU  times  maximum  recommended  human  dose  In 
ihesalmoncllamicrosomc  mutagenicity  (Ames)  test  system,  Wytensin  at  200-SO0 
megper  plateor  at  50  S0mcg'ml  msuspensiongavedose-related  increases  in  num 
her  of  mutants  in  one  (TA  1S)7)  of  five  Salmonella  ivphtmurium  strains  with  or 
without  inclusion  of  rat  liver  microsomes  No  mutagenic  activity  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microorganism,  .Schizo5<acchar 
omyces pombe.  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture  In  another  eukaryotic  system.  Saccharomyces  cerevtsiae. 
Wytensin  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage  Reproductive  studies  showed  a decreased  pregnancy  rate  in  rats  given  high 
oral  doses  (9  6 mg  kg),  suggesting  impairment  of  fertility  Fertility  of  treated  males 
( 9 6 mg/kg  I may  also  have  been  affected,  as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  only  during  last  third  of  pregnancy 
PREGNANCY  Pregnanev  Categorv  C Vt'YTENMN*  MAY  HAVE  ADVERSE  EFFECTS 
ON  FETl'S  U HEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  study  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  Wytensin  is  given 
orally  at  doses  ^ to  6 times  maximum  recommended  human  dose  of  I 0 mg'kg 
These  abnormalities,  principallv  costal  and  vertebral,  were  not  noted  in  similar 
studies  in  rats  and  rabbits  However,  increased  fetal  loss  has  been  observed  after 
oral  Wytensin  given  to  pregnant  rats  ( M mg'kg ) and  rabbits  ( 2U  mg'kg ) Repro 
ductive  studies  m rats  have  shown  slightiv  decreased  live-birth  indices,  decreased 
fetal  survival  rate,  and  decreased  pup  body  weight  at  oral  doses  of  6 4 and  9 6 mg 
kg  There  are  no  adequate,  well  controlled  studies  in  pregnant  women  Wytensin 
should  be  used  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to 
fetus 


NURSING  MOTHERS  Because  no  information  is  available  on  Wytensin  excretion 
in  human  milk,  it  should  not  be  given  to  nursing  mothers 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  less  than  12  years  of  age  have 
nut  been  demonstrated,  use  in  this  age  group  cannot  be  recommended 
Adverse  Reactions:  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  in  U S and  is  based  on  data  from  8S9  patients  on  Wytensin  for  up 
to  3 years  There  is  some  evidence  that  side  effects  are  dose-related  Following  table 
shows  incidence  of  adverse  effects  m at  least  3%  of  patients  in  study  comparing 
Wytensin  to  placebo,  at  starting  dose  of  K mg  b i d 


Adverse  Effect 

Placebo  (% ) 
n = 102 

WyicQslo  {%  ) 

n = 109 

Dry  mouth 

7 

26 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

17 

Weakness 

■» 

10 

Headache 

6 

5 

In  other  controlled  clinical  trials  at  starting  dose  of  16  mgdav  in  476  patients,  in 
cidence  of  dry  mouth  was  slightly  higher  ( .38%  ) and  dizziness  was  slightly  lower 
( 12%  ),  but  incidence  of  most  frequent  adverse  effects  was  similar  to  placebo  con 
trolled  trial  Although  these  side  effects  were  not  serious,  they  led  to  disconiinua 
non  of  treatment  about  15%  of  the  time  In  mure  recent  studies  using  an  initial  dose 
of  8 mgday  in  274  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin 
guishable  from  placebo  effects  and  occurring  with  frequency  of  3%  or  less  Car 
diovascular — chest  pain,  edema,  arrhythmias,  palpitations  Gastrointestinal  — 
nausea,  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort 
Central  nervous  system — anxiety,  ataxia,  depression,  sleep  disturbances  ENT  dis- 
orders— nasal  congestion  Eye  disorders — blurring  of  vision  Musculoskeletal — 
aches  in  extremities,  muscle  aches  Respiratory— dyspnea  Dermatologic— rash, 
pruritus  Urogenital— urinarv  frequency,  disturbances  of  sexual  function  Other— 
gynecomastia,  taste  disorders 

Drug  Abuse  and  Dependence  No  dependence  or  abuse  has  been  reported 
Overdosage:  Accidental  ingestion  caused  hypotension,  somnolence,  lethargy,  irrit- 
ability. miosis,  and  bradycardia  in  two  children  aged  one  and  three  years  Gastric 
lavage  and  pressor  substances,  fluids,  and  oral  activated  charcoal  resulted  in  com 
plete  and  uneventful  recovery  within  12  hours  in  both  Since  experience  with  ac- 
cidental overdosage  is  limited,  suggested  treatment  ismainly  supportive  while  drug 

15  being  eliminated  and  until  patient  is  no  longer  symptomatic  Vital  signs  and  fluid 
balance  should  be  carefully  monitored  Adequate  airway  should  be  maintained  and, 
if  indicated,  assisted  respiration  instituteci  No  data  arc  available  on  WyieosiD 
dialyzability 

Dosage  and  Admioistratioo:  Individualize  dosage  A starting  dose  of  4 mg  b i d 
1$  recommended,  whether  used  alone  or  with  a thiazide  diuretic  Dosage  may  be 
increased  in  increments  of  4 to  8 mg/day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  has  been  32  mg  b i d . but  doses  this  high  are 
rarely  needed 

How  Suppiied-  (guanabenz  acetate ) TaWeG,  4 mg,  bottles  of  HKIand  SOD.  8 mg  and 

16  mg.  bottles  of  100  Revised  2/14/8S 
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TWEIVE 
IMPECCABlf 
EXCUSES 
FOR  NOT  GIVING 
BIOOD. 


4ki  . 1 think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  .six 
months  ago. 

5.1  ju.st  got  back 
from  Monac'o. 

6.  The  lines  are 
thirteen  bkx:ks 
long. 

7.  My  mother  -won’t 
let  me. 

8.1  didn’t  sign  up. 

9. I’m  going  out 

of  town. 

10.  Asthma  runs  in 
my  family. 

1 1 . 1  forgot  to  eat 
this  morning. 

12.  I’m  allergic 
flowering 
magnolia. 


Each  one’s  a doozy, 
but  we're  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 

EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 

American 
Red  Cross 
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HODE  ISLAND  MEDICAL  SOCIETY 
ay  1986 


Herbert  Rakatansky,  MD,  President 
Wendy  J.  Smith,  Editor 


ANNUAL  MEETING  TO  BE  HELD  MAY  30 

Invitations  are  in  the  mail  to  the  175th 
Annual  Meeting  of  the  Rhode  Island  Medical 
Society,  to  be  held  Friday,  May  30,  1986, 
Biltmore  Plaza  Hotel,  Providence. 

The  day-long  affair  will  begin  at  noon  with 
a luncheon  session  featuring  Doctor  John  J. 
Coury,  Jr. , President-Elect  of  the  Ameri- 
can Medical  Association.  The  House  of  Dele- 
gates will  meet  at  2:00  pm,  followed  by  the 
general  membership  meeting  at  3:30  pm. 

The  1986  Charles  V.  Chapin  Orator  will  be 
William  J.  Curran,  Frances  Glessner  Lee 
Professor  of  Public  Health,  Harvard  Uni- 
versity. Professor  Curran  is  a frequent 
contributor  to  the  New  England  Journal  of 
Medicine.  The  inauguration  of  new  offi- 
cers will  take  place  in  a special  ceremony 
at  6:00  pm  and  will  include  an  address  by 
Doctor  Herbert  Rakatansky,  President,  Rhode 
Island  Medical  Society. 

The  gala  dinner  dance  will  begin  at  7:00 
with  a reception.  The  featured  dinner 
speaker  will  be  Senator  John  Chafee  who 
will  address  national  influences  on  medical 
care.  Entertainment  will  be  by  the  Debbie 
Waldman  Group. 

For  registration  materials  and  additional 
information,  call  the  Society's  offices 
at  331-3207. 


SENATE  APPROVES  MALPRACTICE  PACKAGE 

,The  Rhode  Island  Senate  recently  approved 
an  omnibus  bill  which  contains  31  recommended 
^reforms  developed  by  the  Legislative  Gommis- 
sion  on  Medical  Malpractice  to  alleviate 
the  medical  liability  insurance  crisis. 

Nearly  two-thirds  of  the  recommendations 
address  the  Board  of  Medical  Review,  the 
state  disciplinary  agency  for  Rhode  Island 
physicians . 


Under  the  version  approved  by  the  Senate 
and  forwarded  to  the  House  for  its  consi- 
deration, licensure  and  disciplinary  acti- 
vities would  be  merged  into  one  Board  of 
Licensure  and  Discipline  functioning  under  j 
the  aegis  of  the  Rhode  Island  Department 
of  Health.  The  new  board  would  be  required  I 
to  investigate  all  formal  complaints  and  j 

notices  of  clinical  privilege  reductions  | 

and  prepare  an  annual  report  citing  the  | 

number  of  complaints  and  the  number  of  i 

cases  investigated.  Although  the  board's 
proceedings  would  be  confidential,  all 
disciplinary  actions  would  be  made  public. 

As  a result,  all  hospitals  would  be  re- 
quired to  inform  the  board  of  any  restric- 
tions of  privileges  or  other  disciplinary 
actions  taken  against  health  care  person- 
nel. The  board  would  be  required  to  noti- 
fy all  licensed  hospitals  of  any  restric- 
tions placed  on  health  care  providers  by 
the  board  or  other  hospitals. 

Two  reforms  were  included  to  encourage  wit- 
nesses of  malpractice  to  report  the  inci- 
dent to  the  appropriate  peer  review  or  hos- 
pital boards.  The  first  reform  would  pro- 
vide immunity  from  civil  liability  for  any 
good  faith  reporting  of  suspected  malprac- 
tice. The  second  would  provide  that  no 
action,  such  as  firing,  be  taken  against 
any  employee  of  a licensed  health  care 
provider  for  a good  faith  report. 

A similar  bill  introduced  at  the  request 
of  Governor  Edward  D.  DiPrete  has  died  on 
the  Senate  side  although  a companion  ver- 
sion is  still  under  consideration  by  the 
House  Judiciary  Committee.  The  Rhode 
Island  Medical  Society  had  vigorously  ob- 
jected to  several  provisions  in  the  Di 
Prete  bill  which  would  have  required  phy- 
sicians to  incriminate  themselves.  Another 
provision  would  have  permitted,  rather  than 
mandated,  the  governor  to  seek  advice  from 
the  Society  concerning  appointments  to  the 
Board.  A third  objectionable  section 
would  have  allowed  the  Director  of  Health 
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MALPRACTICE  REFORM  (continued) 

rather  than  the  Board,  to  appoint  staff  and 
legal  counsel. 

Other  important  reforms  in  the  omnibus  pack- 
age include: 

• Prejudgment  interest  would  accrue  from 
the  date  a suit  is  filed  or  formal 
notification  of  a suit  is  given  rather 
than  from  the  date  of  the  alleged  in- 
cident . 

• Expert  witnesses  would  be  board  certi- 
fied in  the  appropriate  specialty. 

• Plaintiffs  filing  frivolous  suits  would 
be  responsible  for  the  defendant's 
legal  expenses. 

• Periodic  payments  for  awards  greater 
than  $100,000  would  be  considered. 

• The  collateral  source  rule  would  be 
amended  to  preclude  duplicate  payments. 

• Cases  with  a potential  for  substantial 
settlements  would  be  placed  on  an 
accelerated  court  schedule. 

RIMS  President  Doctor  Herbert  Rakatansky 
emphasized  that  the  bill  provides  only  a 
starting  point  for  significant  tort  re- 
form. The  Commission  notably  failed  to 
act  regarding  caps  on  awards  for  pain  and 
suffering  or  limits  on  attorneys'  contin- 
gency fees.  The  Society  and  the  Medical 
Liability  Coalition  had  recommended  a 
$250,000  cap  on  awards  for  non-economic 
losses  and  that  contingency  fees  be  limited 
on  a sliding  scale  with  ten  per  cent  of  all 
awards  greater  than  $200,000. 

The  Senate  omnibus  package  presently  awaits 
consideration  by  the  House  Judiciary  Com- 
mittee which  has  received  an  extension  of 
its  deadlines  because  of  the  Belivacqua 
impeachment  proceedings. 

SENATE  APPROVES  FREEZE  ON  JUA  PREMIUMS 

Citing  the  recent  request  by  the  Joint 
Underwriting  Association  (JUA)  as  "goug- 
ing the  physicians  of  this  state,"  Senator 
Michael  D.  Forte,  D,  Tiverton,  introduced 
a measure  which  would  freeze  malpractice 
insurance  rates  for  one  year  starting 


May  1,  1986.  The  measure  passed  the  Sen- 
ate and  was  sent  to  the  House  for  consid- 
eration. 

The  JUA  had  filed  a request  with  the  Depart- 
ment of  Business  Regulation  (DBR)  for  a 
rate  hike  that  would  have  doubled  the  pre- 
miums paid  by  1,800  Rhode  Island  physicians 
and  other  health  care  providers.  The  JUA 
had  sought  a 104.6  per  cent  increase  in 
premiums  with  claims  limits  of  $100,000/ 
$300,000,  and  115.2  per  cent  for  claims 
limits  of  $1  million/$3  million.  If  en- 
acted, the  annual  premium  for  obstetricians, 
orthopedic  surgeons,  and  other  "high  risk" 
specialists  would  reach  approximately 
$51,600  per  year.  A separate  surcharge 
ordered  by  the  Department  of  Business 
Regulation  would  have  raised  this  figure 
to  more  than  $60,000. 

"The  JUA's  request  would  have  driven  doc- 
tors out  of  the  practice  of  medicine  and 
severely  affected  the  quality  of  medical 
care  available  in  Rhode  Island,"  said 
Doctor  Herbert  Rakatansky,  presidenc  of 
the  Rhode  Island  Medical  Society,  who 
added, "We  are  pleased  with  the  Senate's 
action  for  it  demonstrates  the  serious- 
ness of  the  crisis  and  its  impact  on  health 
care. " 

Between  1980  and  1985,  the  JUA  requested 
a total  of  588  per  cent  in  malpractice 
premium  increases  from  the  Department  of 
Business  Regulation.  Only  139  per  cent 
in  rate  hikes  were  granted,  leaving  the 
JUA  with  a $100  million  deficit.  In  1976, 
the  JUA  paid  $400,000  in  settlements  corn- 
ered to  $11,492,000  in  1984.  The  number 
of  claims  paid  with  indemnity  escalated 
from  one  in  1976  to  145  in  1984.  The 
average  loss  per  claim  rose  from  $4,000 
in  1976  to  $79,000  in  1984. 


COUNCIL  AUTHORIZES  LEGAL  ACTION 
AGAINST  JUA 

The  Council  recently  authorized  legal  ac- 
tion to  stop  a mandatory  contribution  by 
all  Joint  Underwriting  Association  policy- 
holders to  the  JUA's  stabilization  reserve 
fund.  In  1985,  the  Department  of  Business 
Regulation  ordered  the  JUA  to  assess  all 
current  policyholders  16-2/3  per  cent  of 
their  renewal  premiums  and  all  new  policy- 
holders 50  per  cent  of  their  initial  pre- 
mium as  a mandatory  contribution  to  the 
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:OUNCIL  SEEKS  LEGAL  ACTION  (continued) 

stabilization  reserve  fund.  When  the  JUA 
vas  established  in  1975,  all  policyholders 
vere  required  to  pay  a 33  per  cent  assess- 
nent.  The  reserve  fund  acts  as  a buffer 
Detween  any  deficits  incurred  by  the  JUA 
and  a direct  assessment  of  the  participa- 
ing  insurance  companies. 

[n  other  actions  concerning  the  JUA,  the 
Council  also  requested  that  the  carrier 
seek  the  guidance  of  the  Society  in  devel- 
jping  its  proposed  merit-rating  system. 

!’he  Department  of  Business  Regulation  has 
>rdered  the  JUA  to  develop  a means  of 
lerlt-rating  policyholders  so  that  physi- 
iians  with  a higher  level  of  settlements 
?ould  pay  higher  premiums.  The  Council 
ilso  said  that  any  rating  system  should 
e related  to  fault  as  determined  by 
eer  review  and  should  be  prospective 
n nature.  Points  should  be  assessed, 
he  Council  continued,  for  actual  claims 
ettled  rather  than  suits  filed.  The 
ouncil  also  called  for  the  JUA  Board 
o adopt  an  installment  plan  for  JUA 
remiums,  effective  with  the  July  1986 
illing. 

n other  actions  taken  at  its  April  7 
eeting,  the  Council: 

opposed  a bill  submitted  at  the  request 
of  Governor  Edward  D.  DiPrete  to  merge 
the  Board  of  Medical  Review  with  the 
state  licensure  agency  unless  provisions 
requiring  physicians  to  report  them- 
selves under  certain  circumstances 
were  eliminated. 

withdrew  an  endorsement  of  a disability 
income  insurance  program  sponsored  by 
New  England  Life  Insurance  Company.  At 
the  recommendation  of  the  Medical  Eco- 
nomics Committee,  the  Council  previously 
had  endorsed  the  program  provided  no 
RIMS  members  lost  their  current  coverage, 
It  was  later  discovered  that  New  England 
Life  will  not  issue  policies  to  physi- 
cians older  than  60  years  and  that  some 
RIMS  members  currently  insured  under  the 
Society's  program  could  lose  their  co- 
verage. 

received  an  interim  report  from  the  Long- 
Range  Planning  Committee.  A preliminary 
report  will  be  presented  at  the  Annual 


Meeting  on  May  30,  1986. 

approved  bylaws  changes  which  create  a 
category  of  direct  membership,  add 
three  new  standing  committees  to  the 
Society,  and  include  the  presidents  of 
constituent  societies  as  voting  members 
of  the  Council. 

voted  not  to  endorse  the  application  of 
Health  Care  Review,  Inc  as  the  desig- 
nated professional  review  organization 
for  the  state 

re-elected  Doctors  Frank  W.  Sullivan 
and  Daniel  Moore,  Jr.  to  the  Benevolence 
Fund  for  terms  ending  in  1988  and  1989 
respectively . 


AMA  TO  SPONSOR  WORKSHOP  FOR  EMPLOYED 
PHYSICIANS 

The  American  Medical  Association  is  spon- 
soring a workshop  for  employed  physicians 
immediately  preceeding  the  1986  Annual 
Meeting  in  Chicago.  The  prisiary  purpose 
of  the  one-day  program,  to  be  held  June  14, 
1986,  is  to  provide  an  open  forum  for  com- 
munication between  the  increasing  number 
of  physicians  whose  major  form  of  practice 
is  under  an  employment  arrangement  and 
organized  medicine.  Between  1983  and  1985 
the  number  of  non-federal  patient  care  phy- 
sicians identified  as  being  employed  rose 
from  23  to  26  per  cent. 

The  first  half  of  the  forum  will  provide 
an  overview  of  the  future  of  health  care 
and  medicine  from  an  economic,  sociological, 
and  business  perspective.  Featured  spea- 
kers include  Doctors  James  H.  Sammons,  AMA 
Executive  Vice-President;  Uwe  Reinhart, 
Professor  of  Economics,  Princeton  Univer- 
sity; Elliot  Freidson,  Professor  of  Socio- 
logy, New  York  University;  Royce  Dienar, 
American  Medical  International,  Inc;  and 
Richard  Robinson,  California  Medical  Asso- 
ciation. During  the  second  half,  confer- 
ence participants  will  identify  common 
needs,  share  concerns,  and  develop  solu- 
tions to  professional  problems. 

There  is  no  registration  charge.  For  addi- 
tional information,  call  or  write  the 
American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610 
(312/645-4987) . 
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PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH; 


IMPROVING  TELEPHONE  ACCESSIBILITY 

Availability  implies  accessibility  by  phone  as  well  as  through  convenient 
office  hours.  Twice  as  many  married  women  are  full-time  employees  as  was 
the  case  25  years  ago.  Many  practitioners  have  largely  Ignored  this  signi- 
ficant demographic  change  in  the  United  States.  As  a result,  it  may  be 
increasingly  difficult  for  some  patients  to  reach  your  practice.  Approxi- 
mately 65  per  cent  of  all  married  women  are  full-time  employees.  Fifty  per 
cent  of  all  women  with  children  under  five  years  of  age  work  full  time. 

How  does  this  trend  affect  your  practice?  For  many  practices,  most  of  the 
appointment  calls  are  made  by  women  for  themselves  and  for  family  members. 

It  is  increasingly  difficult  for  working  people  to  reach  your  offices  during 
their  working  hours.  According  to  AT&T,  fewer  than  50  per  cent  of  all  workers 
have  access  to  telephones  because  many  employees  work  in  factories,  stores, 
and  offices  where  outgoing  calls  are  restricted. 

Practice  management  consultants  suggest  that  most  medical  offices  should 
have  someone  answering  the  telephone  approximately  one  hour  before  normal 
working  hours  in  your  community.  This  does  not  mean  that  you  are  available 
for  patient  visits.  Being  accessible  does  not  require  anything  more  than  one 
employee  coming  to  work  earlier  than  usual.  If  your  phones  are  not  covered 
before  the  traditional  starting  hours,  the  patient  encounters  yet  another 
obstacle.  The  hour  preceding  normal  starting  hours  for  most  medical  offices 
is  also  the  busiest  hour  for  answering  services.  Patients  calling  your 
office  may  have  to  let  the  phone  ring  several  times  before  it  is  answered. 

New  patients  may  not  bother  to  wait.  The  same  problem  occurrs  if  your  office 
is  "closed”  for  lunch. 

Other  phone  availability  ideas:  Many  practices  close  for  four  days  over 

the  Thanksgiving  weekend.  While  a vacation  may  provide  a much-needed  break 
after  a busy  autumn,  it  may  be  wise  to  ask  one  employee  to  go  to  the  office 
the  day  after  Thanksgiving  to  cover  Incoming  phone  traffic. 

Some  physicians  feel  that  their  practices  should  not  be  on  answering  service 
for  four  sequential  days.  Even  a good  answering  service  is  not  a substi- 
tute for  a competent  employee  representing  the  practice  itself.  Some  of 
the  practices  which  have  a person  covering  the  phone  on  the  Friday  follow- 
ing Thanksgiving  give  that  employee  a bonus  day  off  during  the  Christmas 
holidays . 

Some  practices  may  observe  religious  holidays  that  are  not  uniform  for  the 
community.  Consideration  should  be  given  to  having  an  employee  at  the 
office  managing  the  phone  on  such  days  as  the  Jewish  holidays,  Washington's 
birthday.  Good  Friday,  Columbus  Day,  Election  Day,  and  Veteran's  Day. 

It  may  also  be  beneficial  if  employee  hours  are  staggered  so  that  the 
telephones  are  covered  for  one  hour  at  the  close  of  the  day.  For  a 
minimal  charge,  the  business  office  of  New  England  Telephone  will  evaluate 
your  phone  line  to  determine  which  periods  are  the  busiest. 
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Medical  Diagnostics 

limillll  IMAGING  SPECIALTIES  llllllllll 

469  Centerville  Road  • Suite  103 

Warwick,  Rl  02886 

Telephone  (401)  738-9002 

A HIGHLY  PROFESSIONAL  MEDICAL  OFFICE 

SPECIALIZING  IN  MAMMOGRAPHY  AND  ULTRASOUND 

• State-of-the-art  equipment 

• Emergency  services 

ULTRASOUND 

MAMMOGRAPHY 

• endorectal  sonography  (prostate) 

• xerography 

• pelvic/obstetrical/amniocentesis 

• film  screen 

• thyroid 

• testes 

• breasts 

• kidneys/bladder  volume 

• abdomen  (liver/spleen/GB/biliary  tract/pancreas/aorta) 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 


• 24  Hour  Star  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 
Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  A.c  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bi.-  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CRANSION  STRHI^T,  CRANSION,  RI  02920 

943-1211 

RI  TOLL  FREE  1-800-942-1011 
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DOES  YOUR  ELDERLY  PATIENT 
REALLY  NEED  A NURSING  HOME? 


Our  sheltered  eare  liomes  provide: 

• Assistance  with  mental  or  physical  disabilities 

• Keasonahle  rates  in  licensed  faeilities 

• Short-  or  long-term  placements 

• Good  home-eooked  meals 

• Help  with  medications 

• Social  contact  with  peers 

• 24-hour  supervision 


EDGELEA 

32  Broad  Street,  Warren 
245-2626 


EDGEMONT 


24  Buflalo  Avenue,  W'arren 
245-2624 


The  Next  Best  Thing  to  Home 


Staffing  • Private  Duty  • Home  Care 

WHY  HAVE  WE  GROWN  TO  BE  ONE  OF 
THE  LARGEST  PROVIDERS  OF  NURSING 
PERSONNEL  IN  RHODE  ISLAND? 


• We  have  one  of  the  largest  statewide  staffs  of  registered  and  licensed  practical  nurses  available  in 
Rhode  Island. 

• Our  Social  Service  and  Nursing  Departments  work,  around  the  clock,  everyday,  to  meet  specific  patient 
needs. 

• Most  major  hospitals  and  extended  care  facilities  rely  on  us  for  their  supplemental  staffing  needs. 

• More  physicians  than  ever  before  are  recommending  our  Agency  with  confidence  to  patients  who  need 
PRIVATE  DUTY  NURSING  CARE  in  the  hospital,  home  or  nursing  home. 


Providing: 

Registered  Nurses 
Licensed  Practical  Nurses 
Nursing  Assistants  and  Orderlies 
Homemakers  — Home  Health  Aides 


The  Friendly  Health  Care  Professionals 


When  Private  Duty  Nursing  Care  is  needed  call 

L M Nursing  Services  Inc. 

Providence  401-751-2440  Pawtucket  401-728-9898 


24  HOURS  A DAY  7 DAYS  A WEEK 


The  changes  are  all  around 
us.  New  HMO’s.  Increasing  numbers 


of  medical  school  graduates.  Pyramiding 
patient  insurance  headaches.  Lack  of  dedicated 
personnel.  Increasing  malpractice  suits  and  pre- 
miums. 

This  is  a special  invitation  for  you  to  Aim  High  as 
a member  of  the  Air  Force  Health  Care  Team. 

One  of  the  advantages  you  would  enjoy  with  us  is 
time.  Time  for  your  patients.  Time  to  keep  profes- 
sionally current.  Time  to  relax.  30  days  of  vacation 
with  pay  each  year. 

Another  advantage  is  peace  of  mind — financial 
security  now,  and  a generous  retirement  if  you 
qualify. 

Leave  the  administrative  hassles  to  others.  Find 
out  about  an  Air  Force  practice  by  calling  me  in 
complete  confidence. 

TSgt  Bill  Cavalieri 
380  Westminster  Mall 
Providence,  Rl  02903 
(401 ) 528-4043 


A great  way  of  life 


May,  1986  — Vol.  69 


205 


Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  Otolaryngol' 
ogists,  orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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Dx:  recurrent 

« tAST  HIGH  SI 


HeRpecm-iiri 

f. 


herpes  labiolis 

"HERPECIN-L  Is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  iow  risk/high  benefits.”  MO,  FL 

“Used  at  prodromai  symptoms  . . . blisters 
never  formed  . . . remarkable.”  OH,  MA 

“(in  clinical  trials) . . . response  was  dramatic. 
HERPECiN-L  . .proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromai  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Rhode  Island,  HERPECIN-L  Is  available  at  all  Brooks, 
CVS  Drug  Stores  and  other  select  pharmacies. 


SEEKONK  PROFESSIONAL  CENTER 

1563  Fall  River  Avenue  (Route  6)  Seekonk,  Massachusetts 

For  Lease 

• One  1,260-square  foot  unit  in  modern  cedar  one-story  contemporary.  Will 
be  finished  with  tenant  opportunity  to  request  modifications.  No  tenant 
costs  to  finish.  Forty-five  day  occupancy. 

• Five  minutes  to  1-195  and  downtown  Providence 

• Nicely  landscaped  on  one  acre  park  setting 

• Completed  units  available  for  inspection 

• Favorable  leasing  arrangements 

• Last  unit  available  in  this  building  located  in  a thriving  suburban  com- 
munity 

Contact:  Aubin  Corp. 

Robert  E.  Aubin 
1960  Fall  River  Avenue 
Seekonk,  Massachusetts  02771 
617/336-4000 


Keflex^ 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


May,  1986  — Vol.  69 


209 


...Parsons  Medical  Center!  If  not,  he  Should  be! 

Are  you  a physician  contemplating  a move  or  opening  up  a practice  in  the 
near  future?  Consider  Parsons  Medical  Center.  Currently  under  construc- 
tion, this  ultra-modern  facility  will  feature  1 ,000  to  8,000  square  foot  office 
space  designed  for  tenants  engaged  in  the  medical  profession. 

While  under  construction  you  have  an  opportunity  to  request  modifica- 
tions to  meet  your  special  needs  and  negotiate  highly  favorable  terms  and 
arrangements  that  will  not  be  available  once  completed. 

Naturally  a decision  of  this  magnitude  is  not  made  without  a great  deal  of 
investigation  and  review.  We  invite  your  inquiry  and  look  forward  to 
showing  you  this  building  on  the  corner  of  Plain  and  Crary  Streets  in 
Providence  near  Women  and  Infants  Hospital  and  Rhode  Island  Hospital. 


ParsonsuMedical 
Center 

861-5656  or  272-0500/ 


r 
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EDITORIAL 


Quality  Assessment  of  Medical  Care 

Until  recent  years  physicians  of  this  country  en- 
joyed wide  freedoms  regarding  most  aspects  of 
the  practice  of  medicine.  By  the  middle  of  this 
century  the  medical  j)rofession  had  gained  an 
exceptional  degree  of  control  over  those  as})ects 
of  medicine  which  pertain  to  patient  care.  Paul 
Starr’s  dehnitive,  yet  skeptical  treatise,  The  Social 
Transformation  of  American  Medicine,  recently  out- 
lined this  historic  development.  During  the  pres- 
ent decade,  however,  several  new  forces  entered 
the  medical  arena  and  began  to  challenge  the 
primacy  of  the  medical  profession  over  many  as- 
pects of  medial  care.  Rapidly  emerging  technol- 
ogies began  to  accelerate  costs  and  thereby 
attracted  the  attention  of  those  who  bore  the  h- 
nancial  consequences.  An  increasingly  skeptical 
public  began  to  view  doctors  less  charitably.  As 
a result  malpractice  litigation  and  the  consequent 
posture  of  “defensive”  medicine  began  to  influ- 
ence the  way  physicians  managed  their  patients. 
The  federal  government,  through  Medicare  and 
more  recently  the  DRCis,  is  exerting  pressure  on 
hospitals  ancl  physicians  to  adapt  medical  prac- 
tice to  economic  strictures.  I’he  increasing  influ- 
ence of  corporations  and  health  maintenance 
organizations  has  also  raised  jjotential  conHicts 
between  hnancial  and  medical  responsibilities.  In 
this  unsettling  environment,  the  dominance  of 
physicians  over  their  activities  is  less  certain  than 
before.  It  is  becoming  increasingly  difhcult  to 
maintain  an  excellent  level  of  medical  care. 

When  considering  potential  responses,  one 
thing  is  clear:  as  long  as  physicians  continue  to 
insist  on  the  highest  standards  of  medical  care 
for  their  patients,  we  are  on  solid  ground  and 
ultimately  in  accord  with  the  demands  of  society. 
Since  it  is  impossible  to  turn  back  the  clock,  ef- 
forts to  maintain  these  standards  should  be  made 
in  a spirit  of  cooperation  with  the  newer  players 
in  the  arena. 

The  Rhode  Island  Medical  Society  is  forming 
a Quality  Assessment  Committee  which  will  at- 
tempt to  evaluate  the  impact  of  these  recent  de- 
velopments. It  will  be  the  Committee’s  role 
primarily  to  gather  information  from  practition- 
ers of  medicine  regarding  the  ef  fects  of  govern- 
ment reimbursement  policies,  health  care 


providers,  and  health  maintenance  organiza- 
tions. It  will  act  as  a reference  point  for  jdiysi- 
cians  of  Rhode  Island  more  accurately  to  (lelineate 
the  impact  of  the  “new  players.”  I hese  findings 
will  be  organized,  analyzed,  and  reported  to  the 
membership  of  the  Rhode  Island  Medical  Soci- 
ety. d'he  Committee  will  also  meet  with  repre- 
sentatives of  these  organizations  to  jnesent  its 
findings  and  attenqit  to  correct  adverse  trends. 
A number  of  other  groujis  are  studying  these 
developments,  notalily  the  American  Society  of 
Internal  Medicine  and  the  American  Medical  As- 
sociation. However,  the  focus  of  the  Quality  As- 
sessment (Committee  will  be  on  problems 
encountered  in  Rhode  Island  with  its  uni(jue  eco- 
nomic and  demograjihic  character.  While  focus- 
ing on  problems  that  exist  within  the  boundaries 
of  the  state,  the  Quality  Assessment  (Committee 
will  also  remain  in  touch  with  other  state  societies 
and  the  American  Medical  Association,  and  will 
capitalize  on  similar  efforts  that  are  being  initi- 
ated throughout  the  country. 

Physicians  of  the  Rhode  Island  Medical  Society 
will  soon  be  recei\  ing  questionnaires  that  attempt 
to  survey  the  impact  of  these  developments.  In- 
cluded will  be  a section  in  which  specific  examj)les 
of  adverse  (or  beneficial)  effects  may  be  reported. 
Every  physician  is  encouraged  to  complete  at  least 
the  general  portion  of  the  form,  so  that  a truly 
accurate  picture  of  Rhode  Island’s  climate  can 
be  obtained.  Indeed,  we  are  under  some  obliga- 
tions to  do  this  if  we  are  in  fact  truly  interested 
in  assessing  criticaUy  the  many  forces  that  influ- 
ence our  medical  behavior.  It  is  hoped  that  the 
Quality  Assessment  Committee  will  complement 
other  recent  ef  forts  of  the  Rhode  Island  Medical 
Society,  such  as  the  committee  to  evaluate  the 
comj)etency  of  jDhysicians  and  the  well-estab- 
lished Impaired  Physicians  Committee.  As  these 
efforts  develop  Rhode  Island  physicians  will  more 
effectively  shape  their  professional  destiny  and 
continue  in  the  uncertain  years  ahead  to  safe- 
guard the  interest  of  our  patients. 

Boyd  P.  King,  MI) 

Chairman 

Quality  Assessment  Committee 
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giving 
medidne 
a thorough 
examination. 

The  Rhode  Island  Medical  Society  175th  Annual  Meeting. 

May  30, 1986.  Begins  12:30  RM. 

Speakers; 

12:30  P.M.  John  J.  Coury,  jr.,  President-Elect, 

American  Medical  Association 
“Tlie  National  Perspective:  Events 
Affecting  the  Medical  Climate.” 

4:00  P.M.  William  J.  Curran,  J.D.,  LL.M.,  S.M.HYG. 

Professor  Eegal  Medicine,  Harvard  University 
Tlie  Charles  V.  Chapin  Oration 
“The  Impact  of  Law  on  Medical  Practice: 
Some  Principles  to  Stem  the  Tide.” 

6:00  P.M.  Herbert  Rakatansky,  MD,  President, 

Rhode  Island  Medical  Society 
“Tlie  Present  Condition  of  Medical  Practice 
in  Rhode  Island  and  the  Outlook 
for  the  Euture.” 

8:00  P.M.  Tlie  Honorable  John  H.  Chafee 
United  States  Senator 
“Eederal  Public  Policies  and  Their  Effect 
on  Health  Care.” 

Biltmore  Plaza  Hotel 

Providence,  Rhode  Island 

For  Further  Information  Call  33 1-3207 
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Now  here’s 

a loan  approval  committee 
you  can  work  with. 


Dick  Boenning,  Vice  President,  Fleet  Private  Banking  Group 


At  Fleet’s  Private  Banking  Group,  you  never  deal  with  committees.  You  deal 
with  your  own  personal  financial  counselor.  A finance  professional  who  has  the  power 
to  give  you  immediate  loan  approvals.  And  the  experience  to  help  structure  a sophisti- 
cated management  program  for  all  your  finances. 

The  Private  Banking  Group  at  Fleet  was  set  up  specifically  for  high  earning 
professionals  like  you.  To  assure  you  of  complete  personal  and  professional  banking 
services  as  a preferred  client.  With  high  priority  status.  And  a noticeable  absence  of 
red  tape. 


So  why  deal  with  committees,  when  you  can  do  business  with  your  own  per- 
sonal Private  Banking  counselor?  A professional  like  Dick  Boenning  who  can  provide 
a superior  level  of  financial  service.  And  give  you  direct  access  to  the  resources  of 
Rhode  Island’s  largest,  most  experienced 


bank.  To  find  out  what  Private  Banking 
at  Fleet  can  mean  for  you,  call  Dick 
Boenning  at  278-6537,  or  Jo-Ann  Jayne, 
Assistant  Vice  President,  at  278-6527. 

You’ll  find  that  they’re  both  very 
easy  to  work  with. 


Fleet  National  Bank 

NEW  ENGLAND’S  FINANCIAL  RESOURCE" 

Member  F.  D.I.C. 

Equal  Opportunity  Lender 
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Schedule  An 
Office  Visit  Today 


Bayside 

Medical  Building 

235  Plain  Street,  Providence 

Bayside  is  a new  five-story 
condominium  medical  building 
overlooking  Rhode  Island  Hospital 
and  the  new  Women  and  Infants 
Hospital  complexes. 

Residing  in  Bayside  is  a full 
complement  of  medical  prac- 
titioners with  specialties  in  inter- 
nal medicine,  general  surgery,  car- 
diology, gastroenterology,  cardiac 
surgery,  podiatry,  oncology, 
obstetrics  and  gynecology. 

Of  the  20  custom-designed 
medical  suites  in  the  building  only 
two,  first-floor  suites  remain  avail- 
able for  purchase  as  either  shell 
space  or  will  be  finished  to  your 
specifications. 


Southside 
Medical  Center 

120  Dudley  Street,  Providence 

Southside  is  an  established 
medical  building  located  next  door 
to  Women  and  Infants  Hospital. 
This  superb  location  provides  you 


with  suite  selections  to  choose 
from  for  purchase  or  lease.  These 
suites  range  in  size  from  885 
square  feet  to  1350  square  feet. 

Presently,  Southside’s  medical 
practitioners  have  backgrounds  in 
sports  medicine,  surgery,  cardiol- 
ogy, internal  medicine,  cytology, 
physical  therapy,  as  well  as  hand 
and  plastic  surgery. 


Both  Bayside  and  Southside 
also  offer  comprehensive  labora- 
tory, radiology,  and  pharmacy  ser- 
vices which  will  meet  your  specific 
needs. 

Besides  the  excellent  location 
and  ample  parking  for  you  and 
your  patients,  other  important 
considerations  in  ownership  in 
either  Bayside  or  Southside  are 
equity  build-up,  depreciation,  re- 
sale value,  and  capital  gains 
treatment. 

Schedule  an  office  visit  today. 
Call  J.E.J.  Realty  Corporation  at 
274-7920. 


J.EJ.  Realty 
274-7920 


PRESIDENT’S  PAGE 


I 


“Inherently  Reasonable” 
Is  Not  Reasonable 


The  federal  government  seems  to  liave  a facility 
j lor  inventing  new  j)hrases  and  refining  old  ones, 
i 1 he  present  Medicare  regulations  state  that  all 
■ payments  must  be  “reasonable.”  At  present  the 
1 reasonable  charge  is  considered  to  he  the  lowest 
I of  the  following:  1 ) the  actual  charge;  2)  the  cus- 
' tomary  charge  made  by  the  usual  sujiplier;  or  3) 
the  prevailing  charge,  which  is  defined  as  the 
75th  percentile  of  customary  charges  in  the  lo- 
cality. 

On  February  18,  a proposed  rule  was  j)ub- 
I lished  in  the  Federal  Register  which  would  change 
the  definition  of  “reasonable”  to  “inherently  l ea- 
sonahle.”  The  new  criteria  would  include  the  fol- 
lowing: (1)  Price  mark-ufj:  This  would  include 
comparison  between  wholesale  costs  and  retail 
prices  in  the  entire  region  or  nation.  For  ex- 
ample, laboratory  charges  in  a doctor’s  office 
i could  be  based  on  the  costs  of  reagents  and  niark- 
, uj)s  for  large  national  laboratories;  (2)  Utilization: 
A limit  on  certain  ser\ices  may  be  imjHited  to 
I obtain  cost  effectiveness.  Limits  could  be  set  on 
j the  number  of  certain  jirocedures  (eg,  lens  re- 
inijilants);  (3)  Charges  made  to  others:  Medicare 
could  comjiare  charges  of  individuals  to  charges 
made  to  large  institutions  by  large  \<)hunes  jiro- 
viders;  (4)  Costs:  The  charge  could  be  comjiared 
with  the  cost  of  providing  the  service;  and  (5) 
Area  of  charges:  Charges  would  be  comjiared 
I against  other  areas  or  even  national  averages, 
j There  are  a number  of  objections  to  this  new 
i scheme.  \’ou  should  become  familiar  with  them 
^ as  we  shall  soon  be  in  a fight  to  jirevent  these 
I changes  from  being  implemented. 

( 1 )  The  Medicare  law  establishes  the  mecha- 
nism by  which  the  reasonable  charge  is  made. 

; 1 here  is  no  provision  in  the  law  which  gi\es  the 


Herbert  Rakatansky,  MD 


Secretary  of  Health  and  Human  Services  the  right 
to  change  these  jiroxisions  bv  regidation. 

(2)  ft  is  apjiarent  that  the  intent  of  this  regu- 
lation is  to  save  money,  and  the  charges  will  be 
lowered  to  the  lowest  possible  level  based  on  the 
above  five  criteria.  4 his  is  an  arbitrary  and  “in- 
herently unreasonable”  method  of  fixing  charges, 
as  it  does  not  take  into  account  the  variable  eco- 
nomic and  non-economic  factors  in  different 
areas. 

(3)  4 he  entire  regulation  is  couched  in  \ ague 
terms.  The  Health  Ckire  Financing  Administra- 
tion (HCFA)  will  have  the  right  to  determine  if 
a charge  is  “unreasonably  excessive.”  Fhese  words 
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have  no  tonsistcnl  definition  and  will  be  delined 
by  1 Kd'  A at  ibeir convenience.  No  statnlory  right 
of  appeal  is  included.  The  cai  i iei  may  grant  ex- 
ceptions only  if  specific  guidelines  (not  yet  j)nb- 
lisbed)  are  met.  I bere  is  no  re(|uirement  that 
tbeie  he  any  guidelines  at  all.  Other  vague  pro- 
posed terms  include  “unjustified  differential” 
(between  cost  and  charge),  “cost-effective,”  and 
“other  relevant  factors.” 

( f)  The  law  reciuires  that  any  regulation  which 
w ill  1 lave  an  effect  on  the  economy  in  excess  of 
$100  million  must  carry  a statement  with  it  de- 
scribing its  impact.  I he  1087  projiosed  budget 
estimates  savings  of  Over  $100  million.  The  jiro- 
posed  regulation  does  not  carry  any  such  state- 
ment. I here  probably  will  he  a significant  imjiact 
on  the  provision  of  medical  care  in  this  country. 
Consumers  and  jiroviders  both  will  be  affected. 
Such  a program  should  not  be  imjilemented 


without  knowing  what  its  impact  will  be. 

ft  is  ajijiarent  that  we  should  not  like  sheep 
accept  these  changes  without  jirotest.  Our  hope 
comes  fiom  the  free  and  democratic  society  in 
which  we  live.  If  each  member  of  the  Rhode  fs- 
land  Medical  Society  were  to  write  to  our  reji- 
resentatives  and  senators,  we  would  have  a strong 
voice.  1 he  AMA  and  the  Society  are  expressing 
these  thoughts  to  DHffS,  but  additional  sujijiort 
from  individual  members  will  make  our  views 
more  likely  to  j)ievail. 

Please  write  and  send  a copy  of  yoiu'  letter  to 
me  at  the  Society. 

Finally,  as  this  is  my  last  opportunity  to  adtlress 
you,  my  colleagues,  in  this  format,  f shcjuld  like 
to  thank  you  foi  the  |Ji  ivilege  of  exjiressing  my- 
self in  this  rather  personal  and  unfettered  man- 
ner on  a vat  iety  of  toj^ics  which  f have  considered 
important. 


There  must  be  a good  reason  why 

we’ve  become  the 


isNim) 

SURGICAL  CENTERS 


The  Professionals  in 
Home  Health  Care  Equipment 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


We  carrv’just  about  EVERYTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convaJescent  needs  to  implement  the 
doctor  s treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs, Walkers  and  Hospital  Beds,  we  re  here  to 
serv'e  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplvlng  exactly  "what  the 
doctor  ordered".  We've  been  doing  it  dependably 
for  many  years. 

Thai's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 


(401)  781-2166 

OPEN  DAILY  8 to  5:30  • SATURDAY  8 to  1 


380  WARWICK  AVE..  WARWICK  RI 02888 

At  the  Cmnston/Warwlck  City  Line 
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An  Agenda  for  Rhode  Island  Children 


Program  Focuses  on  Maternal  Health,  Insurance  Coverage  for  Preventive  Care, 
Day  Care  Centers,  and  Adolescent  Suicide 


Richard  A.  Licht 


My  commitment  to  the  youth  of  Rhode  Island  is 
based  on  a sound  and  simple  premise:  Invest- 
ment of  resources  in  our  children  will  protect  the 
state’s  future.  Today’s  children  must  shoulder 
tomorrow’s  burdens  . . . and  lead  us  into  the 
twenty-first  century.  Thus,  all  Rhode  Islanders 
have  a stake  in  helping  healthy  and  educated 
children  grow  into  self-sidlicient,  creative,  and 
productive  adults. 

The  young  of  Rhode  Island  are  experiencing 
the  consequences  of  a generation  of  social  change. 
Families  no  longer  fit  the  traditional  mold  of  a 
father/breadwinner  and  mother/homemaker.  In 
fact,  the  traditional  family  amounts  only  to  1 1 
per  cent  of  the  population.  The  dual  career  fam- 
ily has  become  the  dominant  mode,  with  60  per 
cent  of  all  American  families  now  in  this  category. 
Moreover,  the  number  of  single-parent  families 
has  doubled  in  the  past  decade  and  is  continuing 
to  rise.  It  is  estimated  that  one-quarter  of  our 
nation’s  children  are  now  being  raised  by  a single 
parent. 

Both  the  public  and  the  private  sectors  must 
respond  to  these  social  and  economic  changes. 
To  meet  the  needs  of  today’s  children,  we  must 
set  an  “agenda  for  children.”  By  concentrating 
on  a few  key  aspects,  we  will  be  better  able  to 
implement  effectively  new  programs  and  policies 
to  ensure  the  physical  and  emotional  well-being 
of  Rhode  Island’s  youth. 

As  the  Rhode  Island  Health  Plan  for  children 
and  youth  states:  “All  children  should  be  born 


Based  on  a presentation  to  the  Rhode  Island  Chapter,  American 
.\cademy  of  Pediatrics,  October,  1985. 


Richard  A.  Licht  is  Lieutenant  Governor  of  the  State 
of  Rhode  Island  and  Providence  Plantations. 


to  well  and  healthy  mothers.”  Indeed,  the  hrst 
item  on  the  agenda  for  children  is  the  imple- 
mentation of  programs  aimed  at  strengthening 
the  state’s  maternal  health  j^rograms.  In  Rhode 
Island,  rates  for  infant  deaths  were  higher  than 
national  rates  in  both  1983  and  1984.  In  fact,  in 
1983  they  were  the  highest  of  all  New  England 
states.  The  state  should  adopt  as  its  immediate 
goals:  (1)  A reduction  in  Rhode  Island  rates  of 
infant  mortality  and  low  birthweight  infants  to 
the  New  England  regional  average;  and  (2)  A 
sharp  reduction  in  the  differentials  of  risk  ex- 
perience based  upon  race,  marital,  and  socio-eco- 
nomic status.  Eo  realize  these  goals,  we  must  give 
immediate  priority  to  increase  the  proportion  of 
pregnant  women  who  receive  prenatal  care  in 
the  first  trimester  to  a level  approaching  100  per 
cent.  In  addition,  we  must  target  enhanced  man- 
agement and  surveillance  efforts  to  mothers  and 
children  who  are  at  high  risk  medically,  socially, 
or  both. 

Preventive  care,  including  routine  physical  ex- 
aminations, screenings,  and  immunizations,  must 
also  be  continued  after  birth  during  children’s 
important  formative  years.  Thus,  the  second  item 
on  the  agenda  for  children  is  the  elimination  of 
gaps  in  financing  of  children’s  health  services.  A 
basic  health  care  program  should  be  available  to 
all  Rhode  Island  families  regardless  of  their  h- 
nancial  status.  In  order  to  promote  well-utilized 
health  care  services  for  mothers  and  children,  as 
a requirement  for  doing  business  in  Rhode  Is- 
land, all  family  health  insurance  policies  and 
health  maintenance  organizations  (HMOs)  should 
provide  pediatric  health  care  and  full  maternity 
benehts  without  the  hindrance  of  deductibles  or 
co-payments.  Preventive  health  care  should  be 
encouraged  as  a cost  effective  and  medically 
sound  practice. 
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Qualily  child  care  and  sound  developinenl  does 
not  end  with  medical  well-being;  it  also  includes 
pi()))er  supervision  and  nurture.  Parents  form 
such  a large  part  of  the  work  force  that  the  child 
day  care  dilemma  can  no  longer  he  ignored.  It 
is  both  a family  issue  and  an  economic  jjrohlem. 
I he  provision  of  available,  affordable,  and  ac- 
cessible child  day  care  has  a high  piiority.  Helj)- 
ing  to  establish  on-site  and  near-site  clay  care 
j)rograms  should  be  a major  objective  so  that 
working  parents  can  hold  good  jobs  close  to  their 
children.  Increasing  awareness  about  the  need 
for  and  value  of  cjiiality  and  af  fordable  day  care 
facilities  in  the  community  and  at  the  workj^lace 
is  essential. 

Some  noteworthy  gains  were  made  during  the 
1985  Rhode  Island  legislative  session.  However, 
we  must  continue  to  seek  increased  assistance  for 
low-income  families  and  hnancial  and  tax  incen- 
tives to  encourage  the  establishment  of  all-day 
and  after-school  day  care  programs  by  businesses 
and  others. 

The  final  item  on  the  agenda  for  children  is 
the  crisis  of  adolescent  suicide.  Our  job  as  par- 
ents, and  as  a society,  is  not  complete  until  our 
children  have  their  feet  firmly  planted  in  adult- 
hood. Suicide  is  now  thought  to  be  the  second 
leading  cause  of  death  among  teens  and  young 
adults.  Approximately  6,000  young  Americans 
between  the  ages  of  15  and  24  years  commit  su- 
icide each  year.  Moreover,  some  experts  indicate 
that  one  in  every  ten  students  is  at  risk,  meaning 


that  he  oi  she  has  not  only  thought  about  suicide, 
but  bas  j)lanned  it. 

Rhode  Island  is  leading  the  nation  in  address- 
ing the  jjroblem  of  suicide  among  out  young 
people.  As  |)art  of  the  Rhode  Island  program  of 
National  (Committee  on  5'outh  Suicide  Preven- 
tion, a special  legislative  task  force  on  adolescent 
suicide  has  been  established  and  a pilot  suicide 
awareness  j^rogram  has  been  initiated  in  our 
schools.  I he  objectives  of  these  measures  are  to 
compile  a statewide  data  base  on  youth  suicide, 
to  detennine  the  effectiveness  of  classroom  sui- 
cide prevention  programs,  and  to  formulate  jjol- 
icy  and  legislative  recommendations  for  the 
governor  and  the  (General  Assembly. 

As  a society,  we  have  a collective  responsibility 
to  provide  for  our  youth  from  prenatal  care  to 
adolescent  suicide  prevention.  Po  ensure  the  suc- 
cess of  the  agenda  for  children,  it  is  imperative 
that  we  learn  to  promote  children’s  issues  effec- 
tively. We  must  get  the  public  and  state  policy- 
makers to  take  notice  of  their  importance  to  the 
future  of  our  state.  Meeting  this  responsibility 
will  require  commitment  from  concerned  pedia- 
tricians and  citizens  of  Rhode  Island.  You  must 
get  involved.  You  must  provide  the  motivation 
and  direction  for  Rhode  Island’s  political  lead- 
ership. Most  especially,  you  must  speak  not  for 
yourselves,  but  for  the  children  and  youth  of 
Rhode  Island.  You  are  their  lobbyists.  You  must 
continue  to  fight  for  our  children  . . . and  the 
hope  and  future  of  the  state. 
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INDERAL  LA  and 


Hours  after  dose  (steady  state) 


■ INDERAL  LA 
avoids  the  sharp  peaks 
seen  with  atenolol 


Blood  pressxire  controlled, 


Smooth  blood  pressure 
control  and  well  tolerated 


INDERALLA 

(Pfmmm  Hci)  Capsules^ 


Once-daily  INDERAL  LA  (propranolol  HCI)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24-hour  blood  pressure  control.  Convenient  and  well 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol.^ 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


itenolol  over  24  hours*  ^ 


80  mg  INDERAL  LA 


T r 


16  20  24 

♦Plasma  concentrations  in  relation  to  the  mean. 


I Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

Full,  24-hour  blood 
pressure  control 
with  INDERAL  LA 


I ■: 


and  feeling  good. 

Added  bipod  pressure 
i control  with  the  jM*eferred 
diuretic 


' When  more  than  one  antihypertensive  agent  is  needed, 

I once-daily  INDERIDE  LA  enhances  patient  compliance 
' to  improve  long-term  control.  Patients  receive  all  the 
' I benefits  of controlled-release  INDERAL  LA  and 
; I standard-release  hydrochlorothiazide  (HCTZ),  for 
,1  comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
‘ ! ! routines,  but  HCTZ  also  produces  less  potassium 
‘ 1 wastage  on  a mg-for-mg  basis  than  chlorthalidone.^  '^ 


Once-daily 

imERIDE  LA 


■ n — 


As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
IS  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Once-daily 

IMDEIM£L4 


(PRQfWNOiaHCI) 


LONG  ACIING 
CAPSULES 


80  mg  . ,120  mg 


The  appearance  of  these  capsules 
I60ma  IS  a registered  trademark 
^ of  Ayerst  Laboratories 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL^?'  LA)  and  HYDRO 
CHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg  for  mg  substi 
lutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car 
diogenic  shock.  2)  sinus  bradycardia  and  greater  than  first  degree  block.  3)  bronchial  asthma, 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure,  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow  up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism  There- 
fore, abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF -PARKINSON- WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures 

Nonallergic  Bronchospasm  (eg*  chronic  bronchitis,  emphysema)*~PATIENTS 

WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta -adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug  induced  toxicity  There  were  no  drug-related  tumongenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  thal  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol  should  be  used  during 
pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


NURSING  MCfTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 
Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life  threatening  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged.  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  ageni  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypotension; 
paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visu^ 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability;  slightly  cloud^  sensorium;  and 
decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported 
Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence;  and 
Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation, 
jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis. 

Central  Nervous  System  Dizziness,  vertigo;  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity.  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions. 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restlessness; 
transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

‘The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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The  Identification  and  Treatment  of 
Occupationai  liiness  in  Rhode  Island 

Recent  Legislation  Facilitates  Identification  of  Potential  Harmful  Substances 


David  G.  Kern,  MD,  MOH 
Edward  Martin,  MD 


Physicians  are  often  unhappy  when  jiatients  raise 
the  possibility  of  work-related  disease.  They  en- 
vision paperwork,  legal  proceedings,  the  threat 
of  an  adversarial  relationship  with  patients,  and 
a deep  sense  of  uncertainty  about  jnst  what  should 
be  done.  The  physician  may  not  know  what  ques- 
tions to  ask,  what  the  answers  would  mean,  and 
where  to  turn  for  help. 

This  discomfort  is  understandable  given  the 
character  of  medical  school  and  postgraduate 
training  and  the  perception  that  relevant  re- 
sources are  scarce.  Neglect  of  the  occupational 
history  is  reinforced  by  the  social,  legal,  and  eco- 
nomic realities  that  characterize  interactions  with 
employers,  regulatory  agencies,  compensation 
systems,  and  the  judiciary. 

Clearly,  there  are  significant  barriers  to  the 
physician’s  considering  the  possibility  of  occu- 
pational disease.  However,  they  are  not  as  in- 
surmountable as  they  may  appear  to  be.  Further, 
there  are  two  inescapable  facts.  First,  in  entrust- 
ing their  health  care  to  physicians,  patients  have 
a right  to  expect  that  the  nature  and  health  sig- 
nificance of  their  working  conditions  will  be  as- 
certained. Second,  the  government  has  claimed 
that  100,000  Americans  die  of  work-related  ill- 
ness each  year.  Both  the  magnitude  of  the  num- 
bers and  the  fact  that  occupational  disease  is 
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preventable  recjuire  physicians  to  be  certain  that 
their  patients  neither  have  been  exposed  to  haz- 
ardous working  conditions  nor  currently  have  an 
illness  caused  by  such  conditions.  In  this  en- 
deavor, the  potential  is  available  to  improve  the 
public  health  and  the  physical,  psychological,  and 
financial  well-being  of  patients. 

In  1970,  with  the  passage  of  the  Occupational 
Safety  and  Health  Act,  certain  barriers  began  to 
fall.  Congress  declared  its  intent  to  “assure  so  far 
as  possible  every  working  man  and  woman  in  the 
Nation  safe  and  healthful  working  conditions.” 
The  Occupational  Safety  and  Health  Adminis- 
tration (OSHA)  and  the  National  Institute  for 
Occupational  Safety  and  Health  (NIOSH)  were 
created.  OSHA  was  charged  with  establishing  and 
enforcing  workplace  health  and  safety  standards. 
NIOSH  was  charged  with  conducting  research, 
training  health  and  safety  professionals,  and  ad- 
vising OSHA  on  standard  setting. 

It  was  in  this  climate  that  the  diagnosis  and 
treatment  of  occupational  disease  received  in- 
creasing attention  in  the  medical  literature.  Re- 
peatedly the  occupational  history  has  been  shown 
to  have  been  indispensable  to  the  diagnosis  of 
work-related  disease.  Neglect  of  this  history  has 
led  to  delays  in  the  detection,  apjDiopriate  treat- 
ment, and  elimination  of  specific  work-related 
illnesses.  To  reduce  this  neglect,  a number  of 
papers  in  general  medical  journals  have  reviewed 
the  essentials  of  the  occupational  history.  Both 
algorithms  and  patient-completed  history  forms 
are  now  available  to  help  physicians  obtain  a thor- 
ough data  base  regarding  previous  occupational 
illness,  exposures  to  hazardous  substances,  and 
the  use  of  personal  protective  equipment. 

Until  recently,  an  additional  major  obstacle 
confronted  physicians.  Patients  were  usually  un- 
aware of  the  names  and  j)roperties  of  the  chem- 
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icals  in  ihcii'  workplaces.  At  best,  they  might  have 
known  the  trade  names  ol  the  ))roducts  they  han- 
dled. A f in  iiit lire  st t ippet  may  have  known  that 
he  was  wot  king  with  solvent  hut  would 

not  have  known  it  as  dii  hloiomethane  oi  that  it 
was  being  metaholi/ed  to  eat  hon  monoxide.  I lie 
patient  may  have  been  woiking  in  a relatively 
confined  space,  but  would  not  have  known  that 
local  exhaust  ventilation  and  an  additional  ait 
supply  were  reiptired.  He  could  not  have  been 
expected  to  know  that  the  intei  inittent  liead- 
aches  and  chest  j)ains  exjjet  ienced  altei  wot  k 
lionrs  were  due  to  elevated  carhoxyhentoglohin 
blood  levels.  Ciomjjonnding  the  jitoblem  lot  the 
treating  j)hysician,  emj)loyers  often  knew  little 
about  the  chemicals  in  itse  at  their  facilities.  What 
they  did  know  they  were  under  no  legal  obliga- 
tion to  reveal  to  a physician  requesting  this  in- 
formation. 

During  the  1980s,  the  problem  of  hazardous 
chemical  product  identification  began  to  receive 
increasing  attention  from  state  and  municipal 
governments.  After  a decade  of  frustrated  fed- 
eral action  and  inaction,  the  Rhode  Island  Gen- 
eral Assembly  in  1983  passed  into  law  the 
Hazardous  Substance  Right-to-Know  Act.  In  the 
process,  the  legislature  had  worked  with  orga- 
nized labor,  employer  associations,  hrehghters, 
public  health  officials,  members  of  the  medical 
community,  and  the  public  to  develop  a law  that 
would  protect  the  health  and  safety  of  workers 
while  not  being  so  burdensome  to  employers  as 
to  be  unworkable. 

The  Rhode  Island  act  specifies  that  within  three 
days  of  a request,  an  employer  must  provide  to 
an  employee  a list  of  brand  name  chemical  prod- 
ucts which  contain  designated  hazardous  sub- 
stances and  are  present  at  the  work  site.  The 
employer  must  also  provide  a Material  Safety  Data 
Sheet  (MSDS)  for  each  of  these  brand  name 
products.  The  MSDS  describes  the  chemical 
composition  of  the  named  product,  its  charac- 
teristics, known  health  effects,  and  recom- 
mended protective  measures.  It  is  of  critical 
importance  that  a worker’s  physician  has  the  same 
right  of  access  to  this  information  and  cannot  be 
refused  the  information  on  the  basis  of  trade 
secret  claims. 

OSHA  has  promulgated  a federal  Hazard 
Communication  Standard  that  as  of  May  1986 
has  jurisdiction  over  employees  in  the  manufac- 
turing sector.  Unaffected  are  workers  employed 
in  construction,  agriculture,  service  industries, 
transportation,  mining,  and  sales.  Although  it  was 


the  intent  of  OSHA  to  i)ieemi)t  municijjal  and 
state  t ight-to-know  laws,  it  l emains  to  be  seen 
what  will  liapjjen  in  Rhode  Island.  Whatever  the 
outcome  ol  legal  challenges  to  the  OSHA  stand- 
ai  d may  be,  Rhode  Island  wot  kers  and  theii  phy- 
sicians will  continue  to  enjoy  the  t ight  ol  access 
to  emj)loyers’  lists  of  btand  name  hazardous 
chemical  j^ioducts  and  the  corresponding  ma- 
tei  ial  safety  data  sheets.  In  the  remainder  of  this 
paj)er,  we  shall  illusttate  how  useful  this  infor- 
inatiou  is  to  the  practicing  physician. 

Before  Right-to-Know 

Case  I:  A 26-yeat-old  warehouse  manager  jne- 
sented  with  a nine-month  history  of  cough, 
wheezing,  and  shortness  of  breath.  Previously, 
he  had  enjoyed  excellent  health  and  had  been 
swimming  a mile  a day.  His  symptoms  first  de- 
veloped one  month  after  he  began  generating 
polyurethane  foam  at  work.  The  foam  was  being 
used  as  a ]:>acking  material  for  automobile  radia- 
tors. Initially,  he  had  noted  symj)tomatic  im- 
provement when  he  was  out  of  work  on  the 
weekends.  Because  of  this,  he  assumed  that 
something  in  the  foam  process  was  resjjonsible 
for  his  symptoms.  He  rearranged  his  work  so  as 
to  be  as  far  removed  from  that  process  as  pos- 
sible, but  continued  to  have  symptoms.  He  saw 
a pulmonary  physician  who  prescribed  bron- 
chodilator  medications.  Unfortunately,  the  phy- 
sician did  not  take  a work  history. 

With  no  right-to-know  law  in  effect,  the  start- 
ing materials  of  the  foam  had  not  been  labeled 
and  the  material  safety  data  sheets  had  not  been 
made  available.  Fhe  MSDS  information  alone 
would  have  pinpointed  the  cause  of  respiratory 
symptoms  at  a time  when  the  worker’s  disease 
was  more  likely  to  have  been  reversible.  A year 
later,  and  without  further  exposure,  this  em- 
ployee was  still  experiencing  the  symptoms  of  a 
classical  occupational  disease,  toluene  di-isocy- 
canate  induced  asthma. 

Clearly,  under  the  Rhode  Island  Hazardous 
Substance  Right-to-Know  Act,  the  scenario  would 
have  been  different. 

After  Right-to-Know 

Case  2:  A 34-year-old  woman,  employed  as  a 
housekeeper  in  a local  hotel,  was  referred  for 
evaluation  of  a pruritic  rash  involving  her  hands, 
arms,  and  neck.  Her  duties  included  cleaning 
guest  rooms,  changing  linens,  vacuuming,  and 
scrubbing  counters,  sinks,  toilets,  and  tubs.  She 
had  not  been  wearing  gloves  at  work.  At  the  time 
of  her  evaluation,  she  had  already  missed  two  of 
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the  previous  four  weeks  of  work  and  had  been 
seen  in  two  hospital  emergency  rooms.  She  was 
using  a corticosteroid  cream  with  some  improve- 
ment at  the  time  of  her  appointment.  She  brought 
a copy  of  the  Material  Safety  Data  Sheet  for  the 
chemical  cleaner  that  she  had  been  using  at  work. 
The  MSDS  indicated  that  skin  contact  was  to  be 
avoided  and  that  gloves  were  to  be  worn  by  any- 
one handling  the  substance.  By  wearing  gloves 
she  was  able  to  return  to  work  without  further 
problem  or  lost  time. 

This  case  illustrates  that  simple  changes  in  work 
practices  and  the  use  of  protective  equipment 
often  can  have  a tremendous  impact  on  whether 
a patient  can  safely  return  to  work.  Here,  the 
wearing  of  gloves,  as  had  been  recommended  by 
the  cleaner’s  manufacturer,  remedied  the  prob- 
lem. Occupational  illness  is  a major  cause  of  lost 
work  time.  When  physicians  are  provided  with 
adequate  information,  they  can  make  educated 
decisions  as  to  how,  when,  and  where  their  pa- 
tients may  safely  return  to  work. 

Case  3:  A 57-year-old  unemployed  factory  worker 
was  referred  for  evaluation  of  chronic  recurrent 
abdominal  cramps,  dizziness,  and  pleuritic  pain. 
1 He  had  developed  these  symptoms  while  work- 
ing with  lacquer  and  paint  thinners,  stains,  and 
, contact  cement.  At  his  request,  his  employer  had 
I provided  a respirator,  which  he  had  worn  dili- 
I gently.  For  a few  months,  his  symptoms  had  di- 
1 minished,  but  they  then  returned  and  intensihed. 
' He  became  anorectic,  his  weight  began  to  fall, 
,1  and  he  then  lost  his  job.  Following  his  medical 
I evaluation,  MSDSs  were  requested  from  his  for- 
r mer  employer.  The  first  request  was  ignored. 

The  second  request,  with  a copy  to  the  Depart- 
I ment  of  Labor,  was  honored.  Review  of  the 
' MSDSs  revealed  both  an  explanation  for  the 
I worker’s  abdominal  symptoms  and  the  need  for 
either  local  exhaust  ventilation  or  an  air  puri- 
1 fying  respirator.  It  was  subsequently  determined 
that  the  respirator  in  use  had  not  been  properly 
i maintained.  After  a few  weeks  out  of  work,  the 
man’s  symptoms  completely  resolved. 

This  case  illustrates  that  under  Rhode  Island 
law,  physicians  can  obtain  information  from  their 
i patient’s  former  employers.  In  any  situation 
i where  a physician  is  finding  it  difficult  to  obtain 
I requested  information,  personnel  in  the  Right- 
to-Know  Unit  of  the  Rhode  Island  Department 
of  Labor  will  assist. 
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Case  4:  A 1 7-year-old  male  plastics  f abricator  pre- 
sented with  extremely  painful  bullous  lesions  on 
the  tips  of  all  his  fingers.  He  had  develoj)ed  the 
problem  within  a few  weeks  of  beginning  the 
regular  handling  of  two  adhesives.  He  had  not 
been  wearing  gloves.  A call  to  the  worker’s  em- 
jjloyer  revealed  that  no  MSDSs  were  present  at 
that  facility.  Fortunately,  the  employer  was  able 
to  provide  the  brand  names  and  addresses  of  the 
two  chemical  product  manufacturers.  Within 
minutes,  the  two  manufacturers  provided  in  great 
detail  information  on  the  chemical  composition 
of  their  products.  Although  one  of  the  manu- 
facturers blamed  the  skin  reaction  on  the  work- 
er’s carelessness,  he  recognized  his  obligation 
under  the  law.  The  second  manufacturer  went 
so  far  as  to  offer  samples  of  his  product’s  raw 
ingredients  so  that  we  might  isolate  the  respon- 
sible agent. 

The  information  obtained  by  telephone  in  a 
few  minutes  allowed  us  to  determine  rapidly  the 
two  most  probable  causes  of  the  bullous  reaction, 
to  make  recommendations  on  work  practices  and 
protective  equipment,  and  to  inform  the  worker 
that  he  may  well  have  developed  a new  allergic 
skin  reaction. 

Prior  to  passage  of  the  Rhode  Island  Hazard- 
ous Substance  Right-to-Know  Act,  we  had  never 
had  such  a straight-forward  experience  trying  to 
identify  chemical  product  information. 

Summary 

Practicing  physicians  should  be  encouraged  in 
their  efforts  to  identify  occupational  illness  and 
hazardous  workplace  exposures.  Although  re- 
cording an  occupational  history  is  the  sine  qua 
non  of  such  efforts,  until  recently  it  has  been 
difficult  for  the  physician  to  obtain  identifying 
information  on  workplace  chemical  exposures. 
This  has  changed.  The  case  reports  in  this  paper 
illustrate  the  ease  with  which  Rhode  Island’s 
medical  practitioners  can  now  obtain  this  iden- 
tifying information  through  the  state’s  Hazard- 
ous Substance  Right-to-Know  Act.  Although  the 
OSHA  Hazard  Communication  Standard  may 
eventually  preempt  the  Rhode  Island  law,  the 
same  core  information  on  toxic  materials  would 
still  be  available.  With  this  information  in  hand, 
physicians  are  well  situated  for  the  identification, 
treatment,  and  prevention  of  occupational  illness 
in  Rhode  Island.  iJ 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  -by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.i.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.I.  Blue  Shield  and  Medical  Assistance. 

100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 
Providence,  R.I.  Providence,  R.I.  Providence,  R.I.  Woonsocket,  R.I. 

331-3996  331-3996  273-0450  766-4224 
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SPECIAL  REPORT 


Collective  Bargaining  and  Physician 
Services 


A 1973  report  of  the  American  Medical  Associ- 
ation concluded  that  “the  union  movement’s  tra- 
ditional emphasis  on  collective  action  through 
strict  majority  rule  is  ill-suited  to  professional  val- 
ues of  individualism  and  autonomy.”  Also,  the 
goals  of  the  union  movement,  the  report  stated, 
were  antithetical  to  those  of  organized  profes- 
sionals, namely,  the  advancement  of  medical  sci- 
ence and  the  promotion  of  public  and  patient 
welfare.  In  the  thirteen  years  that  have  lapsed 
since  the  AMA  report,  unionization  has  become 
a more  attractive,  yet  less  realistic,  option  for  most 
physicians.  Since  1975,  the  courts  increasingly 
have  subjected  the  practices  of  the  learned 
professions  and  their  associations  to  close  scru- 
tiny under  federal  antitrust  laws. 

Legal  Risks  of  Collective  Negotiations  by 
Physicians 

joint  negotiation  of  fees  and  reimbursement  lev- 
els by  groups  of  physicians  or  medical  societies 
face  considerable  legal  obstacles.  In  a landmark 
decision,  Arizona  v Maricopa  Medical  Society,  the 
Supreme  Court  held  that  it  was  per  se  illegal  for 
physicians  to  agree  on  the  maximum  fees  that 
they  would  claim  as  payment  for  provided  serv- 
ices. These  maximum  fee  levels  were  determined 
by  use  of  relative  value  scales  and  conversion 
factors. 

A per  se  violation  consists  of  conduct  so  fun- 
damentally anticompetitive  that  it  may  be  con- 
demned without  regard  to  the  business 
Justihcations  or  proof  of  specihc  harm.  Signih- 
cantly,  the  Court  in  Maricopa  was  not  persuaded 
that  the  unusual  economic  characteristics  of  the 
health  care  market  justihed  an  exemption  to  a 


This  paper  is  based  on  a December  1984  report  from 
the  American  Mediccd  Association  Board  of  Trustees 
to  the  House  of  Delegates. 


perse  analysis.  The  implications  of  this  ruling  are 
unmistakable  and  far-reaching.  With  little  or  no 
alteration,  antitrust  doctrines  developed  in  the 
context  of  jDricing  behavior  of  business  corjjo- 
rations  will  be  applied  to  professional  fee-related 
conduct.  It  is  important  to  realize  that  the  legal 
dehnition  of  “price-hxing”  is  much  broader  than 
its  name  would  suggest.  Any  combination  of 
comj)etitors  having  the  purpose  or  effect  of  rais- 
ing, depressing,  pegging,  hxing,  or  stabilizing 
prices  may  be  regarded  as  price-hxing. 

Indirect  agreements  are  violations  as  well.  In 
National  Society  of  Professional  Engineers  i>  United 
States,  the  Suj^reme  Court  invalidated  an  engi- 
neering society’s  ethical  canon  prohibiting 
professional  engineers  from  discussing  prices  with 
potential  customers  until  negotiations  had  re- 
sulted in  the  initial  selection  of  an  engineer.  I he 
Court  remarked  that  while  this  was  not  “jjrice- 
hxing  as  such,”  the  canon  amounted  to  a ban  on 
competitive  bidding  that  subsequently  deprived 
the  customer  of  the  ability  to  compare  prices  in 
selecting  engineering  services. 

Several  variations  on  a common  theme  may  be 
imagined  where  collective  physician  negotiations 
are  concerned.  Ordinarily,  members  of  an  as- 
sociation designate  a common  “agent”  to  bargain 
on  their  behalf  toward  an  accejjtable  agreement. 
The  negotiated  purchase  contracts  probably 
would  be  executed  bilaterally,  although  their 
content  would  be  essentially  identical  among  all 
similarly  situated  physicians.  Most  proposals  call 
for  nonexclusive  and  nonbinding  participation 
by  individual  physicians,  ie,  each  physiciati  would 
remain  free  to  reject  the  contract  and  negotiate 
individually  for  more  satisfactory  terms.  No  sanc- 
tions or  enlorcement  mechanisms  would  be  jjro- 
vided  to  compel  acceptance  of  the  jointly 
negotiated  contract. 

In  the  case  of  the  National  Collegiate  Athletic 
Association,  however,  the  Court  found  that  use 
of  an  agent  to  negotiate  contracts  was  a violation 
per  se.  It  is  likely  that  a nonbinding  agreement 
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enlorced  by  inloi  nial  ihciIkkIs  or  coercion  would 
be  treated  in  the  same  manner.  While  a non- 
mandatory, nonexc  lusive  agreement  creates  less 
risk  of  antitrust  ex|)osure,  the  danger  is  not  sig- 
nihcantly  less. 

Proving  antitrust  violations  can  be  accom- 
plished with  circumstantial  evidence.  In  United 
States  V.  Container  Corporation  of  America  the  Su- 
preme Coint  held  that  exchanges  of  itdormation 
concerning  the  most  recent  price  charged  or 
cjuoted  by  sellers  amounted  to  a per  se  unlawf  ul 
price-fixing  arrangement,  even  in  the  absence  of 
an  agreement  to  adhere  to  a price  schedule. 
Moreover,  the  Supreme  Court’s  recent  decisions 
suggest  that  a combination  to  interfere  witli  com- 
petitive price-fixing,  even  though  not  explicit 
price-fixing,  will  be  subjected  to  liability  under 
the  per  se  test  or  a truncated  version  of  the  rule 
of  reason.  Under  the  Container  rationale,  fur- 
thermore, an  inf  erence  of  collusion  may  be  drawn 
where  the  circumstances  make  it  reasonably  fore- 
seeable that  price  stabilization  or  uniformity  will 
result  from  such  tampering  with  the  free  market 
pricing  mechanism. 

In  the  context  of  physician  joint  venture  pro- 
posals, antitrust  vulnerability  is  established  by  the 
expectation  that  a unified  bargaining  position  will 
emerge  from  the  process,  by  the  tendency  of 
group  fee  recommendations  to  be  viewed  as  col- 
lective “demands,”  and  by  subtle  influences  on 
individual  physicians  to  accept  the  contract  terms 
ultimately  offered.  An  informal  “enforcement 
mechanism”  could  arise  from  the  bargaining  en- 
tity’s practice  of  advising  physician  members  as 
to  the  acceptability  or  relative  worth  of  the  of- 
fered terms.  The  unwillingness  of  third-party 
payers  to  negotiate  with  physicians  w'ho  decline 
to  accept  the  contract  terms  also  would  provide 
an  impetus  toward  uniformity.  These  factors  cre- 
ate a serious  risk  that  even  a nonexclusive,  non- 
binding collective  negotiation  arrangement  would 
be  viewed  as  a fee-stabilization  combination  im- 
plemented by  tacit  agreement  of  participating 
physicians. 

Exemption  from  Antitrust  Laws 

Congress  has  enacted  several  statutes  restricting 
both  the  applicability  of  the  Sherman  Act  to  labor 
and  the  power  of  the  federal  courts  to  enjoin 
labor  activity.  In  the  years  immediately  following 
passage  of  the  Sherman  Act,  courts  viewed  the 
collaborative  activities  of  workers  as  conspiracies 
and  enjoined  strikes  as  unlawful  restraints  of 
trade  when  a union’s  conduct  or  objectives  were 
deemed  socially  or  economically  harmful.  In  the 


wake  of  these  judicial  decisions.  Congress  en- 
acted several  jnovisions  designed  to  immunize 
labor  unions  and  laboi  (lisj)utes  from  challenge 
under  the  Sherman  Act. 

Section  b of  the  Cilayton  Act,  adoj)ted  in  1914, 
declares  that  human  labor  is  “not  a commodity 
or  article  of  commerce”  and  “immunizes  from 
antitrust  liability  labor  organizations  and  their 
membeis  from  lawfully  carrying  out  their  legit- 
imate objectives.”  Simultaneously,  in  Section  20 
of  the  Clayton  Act,  Congress  restricted  the  pow- 
ers of  the  federal  courts  to  issue  injunctions 
against  strikes  and  boycotts  that  are  undertaken 
in  the  employees’  self-interest  and  that  occur  in 
the  course  of  disj)utes  concerning  the  terms  or 
conditions  of  employment. 

f'his  protection  was  reemjjhasized  in  the  Nor- 
ris-LaCuardia  Act  of  1932  after  the  Supreme 
Court  in  the  Duplex  Printing  Press  case  read  the 
Clayton  Act  to  apj)ly  only  to  union  activities  di- 
rected against  an  employer  by  its  own  employees. 
In  the  National  Labor  Relations  Act  of  1935, 
Congress  expanded  the  organizational  rights  of 
labor,  expressly  recognizing  employees’  rights  to 
organize  in  unions,  bargain  collectively,  and  en- 
gage in  concerted  actions.  Congress  also  estab- 
lished the  National  Labor  Relations  Board 
(NLRB)  to  regulate  labor-management  relations. 
Moreover,  the  act  imposes  compulsory  collective 
bargaining  with  respect  to  certain  matters  and 
establishes  a certified  organization  as  the  exclu- 
sive negotiating  representative. 

The  courts  have  held  that  a “labor  dispute” 
within  the  meaning  of  the  Norris-LaGuardia  Act 
must  grow  out  of  labor  relations,  which  implies 
the  existence  of  a bona  fide  employer-employee 
relationship.  To  invoke  the  statutory  labor  ex- 
emption, the  antitrust  defendant  must  demon- 
strate (1)  that  the  disputing  parties  are  employer 
and  employee  and  that  the  dispute  affects  some 
aspect  of  that  relationship;  or  (2)  that  the  em- 
ployer-employee relationship  of  other  parties 
constitutes  the  crux  of  the  dispute  which  precip- 
itated the  antitrust  claim. 

“Therefore,”  the  AMA  report  concludes, 
“when  independent  businessmen  combine,  even 
in  the  form  of  a labor  organization,  they  may  not 
invoke  the  statutory  labor  exemption  to  immu- 
nize conduct  in  restraint  of  trade,  since  their  ac- 
tivities are  undertaken  to  enhance  their 
entrepreneurial  interests  rather  than  affect  some 
employer-employee  relationship.” 

It  appears  that  a union  of  independently  prac- 
ticing fee-for-service  physicians  formed  for  the 
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[)iirpose  of  collectively  negotiating  fees  and  reim- 
bursement or  practice  conditions  with  third-pai  ty 
payers,  group  purchasers  of  service,  and  hospi- 
tals could  not  avail  itself  of  a statutory  exemption. 
Such  a group  would  not  be  viewed  as  a bona  hde 
laboi'  organization,  nor  would  its  conduct  relate 
to  a “labor  dispute”  within  the  meaning  of  the 
Cilayton  and  Norris-LaCiuardia  Acts.  C>learly,  since 
private  fee-for-service  physicians  deal  with  in- 
surers, purchasers,  and  hos])itals  as  independent 
contractors,  a dispute  between  their  organization 
and  these  entities  would  not  involve  an  emj)loyer- 
employee  relationship. 

Under  the  “right  of  control”  test  adopted  by 
the  National  Labor  Relations  Board  and  most 
courts,  the  NLRB  applies  the  same  principles  as 
do  the  courts  in  determining  whether  or  not  an 
individual  is  an  employee  or  an  independent  con- 
tractor. When  the  party  for  whom  services  are 
performed  retains  the  right  to  control  the  man- 
ner and  means  of  his  performance,  particularly 
when  this  right  extends  to  the  details  of  work, 
the  provider  of  services  is  considered  an  em- 
ployee rather  than  an  independent  contractor. 
In  applying  the  control  test,  the  NLRB  and  the 
courts  have  identihed  many  factors  relevant  to 
the  inquiry,  including:  the  type  of  services  ren- 
dered and  the  degree  of  skill  necessary  to  provide 
them,  the  right  to  hire  and  discharge,  the  method 
and  determination  of  compensation,  whether  the 
person  providing  services  is  engaged  in  an  in- 
dependent business  or  enterprise,  whether  he 
has  an  independent  entrepreneurial  interest  in 
the  ventures,  whether  he  stands  to  derive  profit 
from  the  work  of  those  under  him,  whether  the 
relationship  is  of  a permanent  character,  whether 
the  tools  and  materials  are  furnished  and  main- 
tained by  the  employer,  and  whether  the  em- 
ployer has  control  of  the  premises  where  services 
are  performed. 

As  applied  either  to  the  physician-patient  re- 
lationship or  the  relationships  among  physicians, 
payers,  and  hospitals,  the  control  test  requires 
that  independently  practicing  fee-for-service 
physicians  be  categorized  as  independent  con- 
tractors rather  than  employees.  Despite  the  fact 
that  payers  and  hospitals  have  seized  a substantial 
measure  of  economic  control  over  the  physician’s 
practice,  control  over  the  mode  and  manner  of 
the  performance  of  medical  services  remains  with 
the  physician.  Professional  autonomy  in  the  arena 
of  medical  decision-making,  moreover,  is  pro- 
tected from  lay  and  corporate  interference  to  a 
great  extent  by  state  medical  practice  acts.  The 
NLRB  and  the  federal  courts  undoubtedly  would 


consider  the  physician’s  wide  discretion  in  the 
exercise  of  professional  skill  and  judgment  as 
j)articularly  j)ersuasive  evidence  of  indepeiulent 
contractor  status. 

Fhe  term  “professional  employee”  refers  to 
legal,  engineering,  scientific,  and  medical  per- 
sonnel who  jjossess  advanced  specialized  training 
and  knowledge,  are  engaged  in  jjredominantly 
intellectual  activities,  and  consistently  exercise 
judgment  and  discretion  in  discharging  their  re- 
sponsibilities. Idle  term  is  not  ecjuivalent  to  “su- 
pervisory emj)loyees”  wbo  are  excluded  from  the 
National  Labor  Relati(^ns  Act  (Nl.RA)  by  its  own 
terms,  or  “managerial  employees”  who  are  ex- 
cluded pursuant  to  the  legislative  policy  of  the 
Act.  fhe  fact  that  enq^loyees  are  [)rofessi(jnals, 
however,  does  not  preclude  them  from  also  being 
categorized  as  siqjervisory  or  managerial  em- 
])loyees  who.se  organization  is  ineligible  for  NLRB 
certification. 

Even  jjersons  who  are  literally  “emjiloyees”  may 
be  excluded  from  coverage  under  the  National 
Labor  Relations  Act.  Similarly,  persons  who  ad- 
mittedly possess  certain  employee  characteristics 
may  be  denied  recognition  as  “employees”  for 
purposes  of  the  Act.  The  NL.RB  consistently  has 
adhered  to  the  position  that,  while  interns,  res- 
idents, and  clinical  fellows  possess  characteristics 
of  employees,  they  are  primarily  engaged  in 
graduate  educational  training  rather  than  serv- 
ing the  staffing  requirements  of  hosj)itals.  Ac- 
cordingly, their  status  is  that  of  students  rather 
than  “employees”  entitled  to  the  protection  of 
the  NLRA. 

Although  employed  physicians  may  organize 
themselves  for  any  lawdiil  jjurpose,  their  right  to 
do  so  is  of  limited  value  unless  it  is  protected  by 
the  provisions  of  the  National  Labor  Relations 
Act.  Employers’  attempts  to  discourage  tbeir  or- 
ganizational efforts  as  well  as  employers’  subse- 
quent conduct  toward  the  union  are  not  subject 
to  the  Act’s  sanctions  against  unfair  labor  prac- 
tices. An  employer  is  under  no  duty  or  legal  com- 
pulsion to  bargain  with  a physician  organization 
that  is  outside  the  scope  of  the  Act’s  protection. 
Moreover,  retaliatory  actions  against  striking  em- 
ployees may  not  be  actionable  under  these  cir- 
cumstances. 


Alternative  Strategies  to  Promote  Fair 
Representation 

Ewo  primary  means  exist  by  which  independ- 
ently practicitng  physicians  may  increase  their 
bargaining  strength  with  third-party  payers  and 


May,  1986  — Vol.  69 


229 


|)iiicliascrs  while  lessening,  to  the  exletit  possi- 
ble, their  ex|)osnie  to  i isks  to  antiti  iist  liability. 
l’arti( ipation  in  ceitain  types  ol  Ptelened  Pro- 
vider ( )i gani/ations  (I’POs)  and  lnde])endent 
lb  ac  tive  Associations  (IPAs),  while  not  residting 
in  complete  j)arity  between  physicians  and  |)ay- 
ers,  enables  physic  ians  to  avoid  i isks  ol  per  se 
liability  and  may  withstand  scrutiny  undet  the 
t itle  ol  t easoti  il  aj)j)roj)t  lately  strnctnt  ed. 

Iti  PPO  at  t atigetnetits  physic iatis  negotiate  lee 
scheditles  lor  tnedieal  setvices  atici  peet  teview 
statidat  cls  that  serve  to  regulate  the  cost  aticl  cptal- 
ity  ol  care.  “Btoketage”  tnoclel  PPOs,  ie,  those 
stt  netured  atonttd  ati  itidepetidetit  ititertnediary 
that  ttegotiates  bilateral  cotitracts  hetweeti  payet  s 
or  j)urc:hasers  atid  ittclividual  jjroviclers,  ittte- 
gratecl  gronp  practices,  ])rofessiotial  cotjjora- 
tiotis,  aticl  itistitntiotis  emjiloyitig  salaried  stall, 
alTord  ati  ojititiial  cotnhitiatiott  ol  etihaticed  phy- 
siciati  hargaitiitig  stretigth  atid  litnited  atititt  ust 
exposure. 

I PA  arratigetnetits  also  f acilitate  jihysiciati  iti- 
put  with  respect  to  fees  and  cptality  assitratice 
tneasures.  By  virtite  of  their  ititegratioti  of  service 
atid  insurance  functions,  many  I PA  models  have 
signiheant  procompetitive  proposals  that  may  well 
preclude  per  se  condemnation  of  fee  setting  by 
participating  physicians.  Notwithstanding  doubts 
created  by  recent  judicial  decisions,  it  appears 
that  physician  fee  determination  under  closed- 
panel  I PA  models  in  particular  will  be  upheld  as 
reasonable  in  light  of  the  substantial  business  risks 
underwritten  by  physicians  in  many  of  these  ar- 
rangements. 

To  the  extent  that  physicians  are  willing  to 
forego  the  advantages  of  sc^lo  and  small  group 
practice,  another  strategy  for  increasing  bargain- 
ing power  with  manageable  antitrust  risks  is  con- 
soliciation  of  individual  practices  into  larger  grouji 
practice  partnerships  and  corporations.  Depend- 
ing on  the  degree  of  concentration  prevailing  in 
the  local  medical  services  market,  the  merger  of 
existing  individual  and  group  practices  may  pro- 
ceed unhindered  by  antitrust  intervention  until 
relatively  large  physician  enterprises  predomi- 
nate. As  unitary  economic  enterprises,  such 
merged  ventures  would  be  free  to  establish  uni- 


foi  in  fees  subjec  t only  to  the  stric  tures  of  Sec  tion 
2 of  the  Sheiinan  Act,  which  deals  with  abuses 
ol  monoj)C)ly  power. 

Another  private  sector  initiatiw*  available  to 
physicians  is  ])artic ij)alion  in  local  health  care  co- 
alitions — voluntary  groups  that  attempt  to  ad- 
dress issues  of  accessibility  and  cost-effective  use 
of  high  c|uality  health  care  resources.  1 he  pro- 
vider members  of  these  groujjs  realize  that  the 
coalition  concept  j)resents  a unicjue  opjjortunity 
for  them  to  speak  on  cost  control  issues,  and  that 
failure  to  exploit  this  opportunity  risks  the  clan- 
ger of  “solutions”  im])osecl  by  the  federal  and 
state  government.  1 he  knowledge  and  exjjertise 
that  j)hysic  ians  can  provide  to  a coalition  will  help 
to  ensure  that  the  cjuality  of  medical  care,  in- 
cluding the  availability  and  access,  is  not  over- 
shadowed by  cost  considerations.  Moreover, 
physician  participation  in  coalitions  increases  the 
business  community’s  understanding  of  medi- 
cine’s jiosition  on  health  care  issues;  builds  an 
improved  relationshij)  with  government,  labor, 
the  public,  and  the  business  ccjmmunity;  and 
maintains  medicine’s  leadership  role  in  the  health 
care  held. 

One  of  the  most  ef  fective  and  least  hazardous 
methcjcls  by  which  medical  scjcieties  may  repre- 
sent physician  interests  regarding  fee  and  reim- 
bursement issues  ccjnsists  of  direct  efforts  tcj 
inffuence  the  actions  and  policies  of  state  and 
federal  governments.  By  lobljying  legislatures  and 
by  participating  in  the  processes  of  government 
agencies  and  regulatory  authorities,  medical  scj- 
cieties  may  af  fect  the  substance  of  legislation  en- 
acted and  the  manner  of  its  implementation. 
These  activities  are  entitled  to  immunity  from 
the  antitrust  laws  uuefer  the  Noerr-Pennington 
doctrine.  This  exemption  is  based  on  the  First 
Amendment  right  to  petition  government  and  is 
fairly  broad  in  scope.  The  protection  relates  to 
activities  undertaken  in  good  faith  to  persuade 
government  to  take  specihe  actions  or  adopt  cer- 
tain policies,  even  if  a competitor  is  disadvan- 
tagecl  by  the  proposed  action  and  even  if  the 
result  sought  through  lobbying  is  anticompeti- 
tive. This  immunity  does  not  apply  when  the  pe- 
titioning activity  is  merely  a sham  to  cover  a 
petitioner’s  efforts  to  harm  competitors  directly. 
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SPECIAL  REPORT 


RIMS  Income  Survey 


Wendy  J.  Smith 


In  a recent  report  to  the  l>egislative  Connnission 
on  Medical  Malpractice,  the  Society  announced 
that  nearly  28  per  cent  of  the  resjiondents  in  a 
recent  RIMS  survey  indicated  plans  to  retire  early 
as  a result  of  the  malpractice  crisis.  An  additional 
15  per  cent  said  they  planned  to  curtail  their 
specialty  practices,  and  nine  per  cent  planned  to 
seek  employment  where  malpractice  coverage  is 
offered  as  a fringe  beneht.  Four  per  cent  said 
they  would  leave  Rhode  Island,  while  three  per 
cent  planned  to  practice  without  insurance  cov- 
erage. The  survey,  which  generated  more  than 
700  replies,  was  taken  in  response  to  a commis- 
sion request  for  information  concerning  mal- 
practice premium  rates  and  physician  income 
hgures.  The  commission,  which  was  ajDpointed 
by  the  General  Assembly  in  1984,  includes  18 
legislators  and  public  members,  six  of  whom  are 
plaintiff  s attorneys. 

Society  members  were  asked  to  provide  their 
net  annual  income  (after  expenses  and  before 
taxes)  and  their  malpractice  class  designation, 
which  determines  the  amount  of  their  annual 
medical  liability  insurance  premium.  The  largest 
group  (47  per  cent)  earned  between  $50, 000  and 
$100,000,  followed  by  $100,000-$  150, 000  (21  per 
cent);  $25,000-$50,()0()  (17  per  cent);  less  than 
$25,000  (10  per  cent);  $15(),000-$2()0,00()  (4  per 
cent);  and  more  than  $200,000  (1  per  cent).  The 
average  annual  net  income  of  Rhode  Island  phy- 
sicians is  $81,300. 

This  figure  is  consistent  with  data  provided  by 
the  American  Medical  Association.  Physicians 
practicing  in  New  England  have  the  lowest  net 
annual  income,  $87,300,  in  the  country.  The  point 
is  further  illustrated  by  the  income  levels  of  phy- 
sicians in  the  neighboring  state  of  Massachusetts, 
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where  the  net  annual  income  of  $88,700  is  the 
lowest  of  the  ten  most  j)ojjulous  states  in  the  na- 
tion. In  comjjarison,  Texas  physicians  net  an  av- 
erage of  $114,700,  while  Florida  doctors  earn 
$134,200. 

When  physicians’  annual  incomes  are  com- 
pared with  the  mal})ractice  premiums,  the  crisis 
becomes  immediately  apj)arent.  The  problem  is 
jjarticularly  acute  for  physicians  in  the  Class  V 
categories  of  obstetrics,  neurosurgery  and  or- 
thopedic surgery,  where  the  annual  premium  to 
the  joint  Underwriting  Association  is  $23,750  for 
$1  million/$3  million  coverage.  In  the  majority 
of  cases,  this  is  a signihcant  portion  of  the  net 
income  of  these  physicians.  More  than  half  of 
Class  V physicians  have  a net  annual  range  of 
$50,000  to  $100,000.  4’heir  costs  for  medical  li- 
ability coverage  are  32  per  cent  of  their  income. 
Those  earning  between  $100,000  and  $150, 000 
pay  19  percent  of  their  net  income  in  malpractice 
insurance  premiums. 

Addressing  the  practical  implications  of  the 
crisis.  Society  President  Doctor  Herbert  Raka- 
tansky  told  the  commission  that  an  obstetrician 
with  a standard  practice  would  have  to  deliver 
3(t  babies  just  to  cover  the  cost  of  malpractice 
insurance.  Particularly  hardest  hit,  according  to 
Rakatansky,  are  physicians  working  in  neighbor- 
hood health  centers  which  treat  an  indigent  {^o})- 
ulation  at  low  reimbursement  rates.  These 
obstetricians  must  deliver  109  babies  simply  to 
pay  for  their  liability  coverage. 

This  threatening  situation  discourages  new 
physicians  from  establishing  practices  in  Rhode 
Island  and  at  the  same  time  accelerates  the  re- 
tirement rate  among  practicing  physicians.  An 
obstetrician  trying  to  establish  a practice  in  Rhode 
Island,  for  example,  faces  an  insurance  jn  emium 
of  $23,750  plus  a one-time  surcharge  of  $7,917. 
At  the  other  end  of  the  spectrum,  nearly  30  per 
cent  of  the  respondents  to  the  RIMS  survey  said 
the  malpractice  crisis  may  force  them  into  early 
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retirenienl.  Aj>proxiniatcly  39  j)ei  cent  of  the 
1,821  physicians  actively  j)iacticing  in  the  state 
as  of  December  3 1 , 1983  were  55  years  or  older. 
I he  retirement  of  a significant  poition  of  this 
group  would  he  serious  at  a time  when  the  rate 
ol  physician  growth  in  Rhode  Island  is  the  lowest 
of  all  50  states.  During  the  })eriod  1980-1983,  the 
rate  of  growth  was  5.7  jjer  cent  in  contrast  to 
10.8  per  cent  in  Massacliusetts,  12  per  cent  in 
Maine,  10.2  per  cent  in  (Connecticut,  14.1)  per 
cent  in  New  Hamj)shire,  and  9.8  percent  in  V^er- 
mont.  Moreover,  Rhode  Island  has  222  jihysi- 
cians/ 100,000  population  while  the  New  England 
average  is  287/100,000. 

While  1 5 per  cent  of  the  respondents  indicated 
that  they  would  curtail  their  specialty  practices, 
there  is  widespread  evidence  that  this  already  has 
taken  place.  In  testimony  before  the  February  5 
ojjen  hearing  of  the  Legislative  Commission  on 
Medical  Malpractice,  Doctor  David  F.  Carter,  a 
Pawtucket  family  physician,  said  that  he  has  elim- 
inated obstetrics  from  his  practice  and  is  consid- 
ering no  longer  assisting  at  surgery  . As  President 
of  the  Rhode  Island  Chapter  of  the  American 
Academy  of  Family  Physicians,  Carter  reported 
that  his  situation  is  not  unique  among  family 
practitioners,  others  of  whom  have  similarly  lim- 
ited their  practices.  Doctor  Clinton  B.  Potter,  a 
Providence  obstetrician/gynecologist,  told  the 
commission  that  he  also  is  eliminating  obstetrics 
because  the  threat  of  a lawsuit  makes  it  “no  longer 
possible  to  practice  good  obstetrics.  And  we  re- 
fuse to  practice  mediocre  medicine  to  satisfy  the 
requirements  of  the  legal  profession.” 

The  RIMS  survey  clearly  demonstrates  the 
gravity  of  the  malpractice  crisis  in  Rhode  Island. 
Despite  ample  evidence  to  the  contrary,  the  per- 
ception persists,  perpetuated  by  those  who  stand 
to  gain  from  the  current  tort  system,  that  there 
is  no  malpractice  crisis  and  that  it  is  rather  pri- 
marily a “pocketbook”  concern  of  physicians. 
There  is  a similar  misconception  that  insurance 
companies  have  accumulated  huge  profits  at  the 
expense  of  physicians  and  that  ample  funds  are 
available  to  pay  claims.  Those  who  hold  these 


misconceptions  also  are  convinced  the  physician 
negligence  is  the  only  reason  for  the  jjrofessional 
liability  crisis. 

I'he  widespread  impact  of  the  malpractice  cri- 
sis on  jjatient  care  is  evident.  One  of  the  factors 
resj)onsible  for  the  rising  costs  of  medical  care  is 
the  j)ass-through  of  direct  premium  costs  and  the 
price  tag  associated  with  defensive  medicine,  es- 
timated to  range  between  .$15  billion  and  .$40 
billion  annually.  And  it  is  likely  that  more  and 
more  patients  will  be  denied  access  to  specialized 
procedures  associated  with  a high  degree  of  risk. 

Objective  data  on  the  numbers  of  claims,  se- 
verity of  claims,  escalating  cost  of  insurance  pre- 
miums, and  growing  losses  of  j:)rofessional  liability 
insurers  are  evidence  of  a crisis  far  more  serious 
than  jjast  ones.  According  io  Best’s  Insurance  Man- 
agement Reports,  for  every  premium  dollar  earned 
in  1984  in  the  jjrofessional  liability  industry,  $1.10 
was  paid  out  for  actual  losses  incurred.  When 
loss  adjustment  expenses  and  overhead  costs  are 
added  in,  the  combined  ratio  rose  to  approxi- 
tnately  $1.66  for  every  premium  dollar  paid  in 
1984.  As  of  December  1985,  the  Joint  Under- 
writing Association  of  Rhode  Island  had  massed 
a $100  million  deficit  over  its  nine  years  of  op- 
eration. 

A point  made  repeatedly  to  the  Legislative 
Commission  on  Medical  Malpractice  is  that  phy- 
sicians are  highly  educated  and,  for  the  most  part, 
motivated  by  humanitarian  concerns,  yet  held 
accountable  for  complex  judgments  often  made 
in  life-and-death  circumstances.  Although  neg- 
ligence does  occur,  physicians  are  too  often  sued 
for  adverse  results  beyond  their  control.  Even 
when  negligence  exists,  the  system  for  compen- 
sating patients  has  been  crushed  by  almost  lim- 
itless awards  and  the  costs  of  determining  liability. 
For  these  reasons,  Rakatansky  told  the  commis- 
sion, the  Society  has  sought  reform  legislation 
which  will  assure  fair  and  adequate  compensa- 
tion for  injuries  resulting  from  negligence  and 
resolve  professional  liability  claims  speedily  and 
efficiently. 
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BOOK  REVIEW 


Coronary  Prone  Behavior 


Treating  Type  A Behavior  and  Your  Heart  l^y  Meyer 
Friedman  and  Diane  Ulmer.  Knopf-Random 
House,  $15.95,  1985. 

Doctor  Meyer  Friedman  and  his  colleague  Doc- 
tor Ray  Roseman  made  a critical  clinical  obser- 
vation some  years  ago:  Patients,  especially  males, 
who  exhibit  several  or  more  behavioral  attributes 
subsequently  have  been  shown  to  be  vulnerable 
to  myocardial  infarctions.  This  behavioral  con- 
stellation has  been  called  Type  A or  coronary 
prone  behavior.  The  epidemiologic  associations, 
the  pathophysiologic  implications,  the  most  ac- 
curate methods  for  appraising  behavioral  pat- 
terns, and  the  searches  for  benehcial  therapies 
have  been  the  subject  of  intense  investigation  for 
the  past  25  years. 

Friedman’s  pioneering  work  in  making  the 
original  observations  and  in  rehning  the  clinical 
literature  stands  as  a landmark  in  American  med- 
icine. Investigations  over  the  following  years,  as 
reviewed  in  detail  by  two  multidisciplinary  sci- 
entihc  conferences  sponsored  by  the  National 
Heart,  Lung,  and  Blood  Institute,  have  pointed 
out  the  substantial  uncertainty  that  still  sur- 
rounds the  syndrome,  its  impact,  and  its  therapy. 
Through  the  years  Friedman  has  continued  his 
investigations.  He  has  now  made  a second  sci- 
entihc  contribution  by  reporting  the  hrst  system- 
atic study  which  purports  to  demonstrate  a health 
beneht  from  efforts  to  modify  coronary  prone 
behavioral  traits.  Whether  future  research  will 
lend  additional  weight  to  specihc  therapies,  or 
even  to  the  treatibility  of  Type  A behavior,  re- 


mains to  be  seen. 

The  book  now  offered  by  Friedman  and  Ul- 
mer is  enjoyable  reading  for  the  lay  jDerson.  It 
presents  the  historical  development  of  the  cor- 
onary ])rone  concept.  It  emphasizes,  with  many 
revealing  anecdotal  narratives,  the  essential  clin- 
ical nature  of  the  phenomenon  and  the  obser- 
vations made  by  Friedman  and  his  team.  The 
scientihc  basis  of  coronary  prone  behavior  and 
its  therapy  is  far  more  objectively  presented  in 
the  scientihc  literature.  The  excitement,  intrigue, 
and  lun  of  a clinician-scientist  pursuing  his  own 
observation  produce  enjoyable  reading.  It  is  un- 
derstandable if  Friedman  has  so  identihed  him- 
self with  his  “discovery”  that  he  perceives  it  and 
writes  of  it  as  though  most  truths  about  the  phe- 
nomenon have  been  discovered  and  it  is  now  his 
role  to  inculcate  his  set  of  beliefs  upon  the  re- 
mainder of  the  medical  profession.  The  contri- 
butions which  will  be  recognized  in  history  are 
not  in  this  book,  but  rather  in  the  scientihc  lit- 
erature — a literature  which  he  stimulated  and 
which  many  others  have  explored,  expanded,  and 
explained.  This  is  a fun  book  providing  the  use- 
ful insights  of  a devotee.  The  reader  should  enjoy 
it,  but  should  be  persuaded  only  by  data  pre- 
sented in  other  formats. 


Richard  A.  Caiieton,  MD 
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re*ha*bil*i*tate: 


to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don’t  have  to  leave  the  State  for 
inpatient  physical  rehabilitation.  Newport  Hospital’s 
Vanderbilt  Rehabilitation  Center  provides  the  most  comprehensive 
medical  rehabilitation  in  Rhode  Island,  southeastern 
Massachusetts  and  eastern  Connecticut.  The  Center  is 
accredited  by  the  national  Commission  on  Accreditation 
of  Rehabilitation  Facilities  and  the  Joint  Commission 
on  Accreditation  of  Hospitals  and  is  supported  by 
the  general  medical/surgical  capabilities  of  a 
full  service  hospital. 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area.  For  further 
information  or  a descriptive  brochure  call  (401) 

846-6400,  extension  1845,  or  write  to;  Vanderbilt 
Rehabilitation  Center,  Newport  Hospital, 

Friendship  Street,  Newport,  Rhode  Island  02840. 


The  28  bed  Center  provides: 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 
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VANDERBILT 

REHABILITATION  CENTER 
At  Newptort  Hospital 

Fnendship  St.,  Newport,  RI  02840 
(401)846-6400,  ext.  1845 
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LETTER  TO  THE  EDITOR 


Computers  and  the  Medical  Office 


To  the  Editor: 

I agree  with  almost  all  of  the  “rules”  discussed 
by  Patrick  C.  Garner  in  his  paper,  “Computers 
and  the  Medical  Office,”  published  in  the  De- 
cember 1985  issue  of  the  Rhode  Island  Medical 
Journal. 

His  perception  of  the  problems  with  comput- 
erizing the  medical  office  is  quite  accurate.  As  a 
volunteer  consultant  to  the  Cardiac  Research  De- 
partment of  Rhode  Island  Hospital,  not  only  have 
I helped  many  of  the  physicians  become  more 
“computer  literate”  but  I also  have  helped  install 
and  maintain  their  patient  billing  systems. 

My  only  point  of  disagreement  with  the  article 
is  that  a solo  practice  can  be  effectively  comput- 
erized with  a single  user  computer.  1 he  cost  of 
acquiring  the  necessary  hardware  and  software 
has  decreased  dramatically  in  the  past  two  years, 
primarily  because  of  the  popularity  of  the  IBM 
Personal  Computer.  So  much  attention  has  been 
focused  on  this  computer  that  many  developers 
have  converted  their  software  to  operate  on  the 
PC.  Market  forces  have  thus  increased  the  quality 
of  the  software  while  decreasing  the  price  and 
consequently  dealer  proht  margins. 

A single-user  computer  system  can  accomplish 
the  primary  task  of  improving  cash  flow  by  get- 
ting bills  out  and  submitting  claims  to  insurance 
companies.  As  Garner  points  out,  automating 
secondary  tasks  such  as  computer  scheduling  of 
appointments  is  less  than  ideal  and  can  interrupt 
the  billing  activity  on  a single-user  system.  How- 
ever, as  he  says,  “Some  manual  systems  are  as 


efficient  and,  at  times,  may  jjrovide  greater  flex- 
ibility.” 

Garner  further  states  that  the  cost  of  a multi- 
user medical  computer  system  begins  as  “low”  as 
$15,()00.  Realistically,  a solo  practitioner  can  ac- 
quire hardware  and  software  to  automate  billing 
and  provide  management  reports  for  less  than 
$7,500.  This  makes  an  effective  management  tool 
available  to  many  practitioners.  However,  it  is  to 
the  dealer’s  advantage  to  have  the  physician  buy 
a system  with  a large  dealer  proht  — perhaps  a 
more  complex  system  than  the  physician  needs. 
As  with  cars,  the  extra  cost  is  in  the  options,  and 
therein  lies  the  extra  proht  for  the  dealer. 

There  is  a place  in  the  solo  practitioner’s  office 
for  a single  user  PC  with  quality,  well-established 
billing  software  that  the  dealer  can  customize  for 
the  forms  used  in  the  office.  As  the  staff  members 
participate  with  the  dealer  to  design  and  imple- 
ment the  paper  and  computer  flow,  their  un- 
derstanding of  the  system  is  increased.  Since  many 
offices  use  the  same  software,  the  users  create 
something  of  a mutual  support  network  to  ad- 
dress problems  and  unfamiliar  solutions.  This 
has  allowed  offices  that  could  not  otherwise  af- 
ford a multi-user  computer  system  to  reap  the 
benehts  of  increased  financial  control  and  en- 
hanced patient  satisfaction  as  well  as  a valuable 
research  tool. 

Harlan  S.  Hersey 

West  Warwick,  Rhode  Island 
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The  Trustees  of  the  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1986 

to  be  awarded  for  an  original  contribution  on 

"Cost  Containment  vs. 

Quality  Health  Care" 

The  award  is  named  after  Caleb  Fiske  (1753-1834),  who  was  a 
Rhode  Island  physician  and  judge.  Army  surgeon,  and  a de- 
scendant of  Roger  Williams.  Since  the  prize  was  initiated  in 
1836,  87  awards  have  been  made  for  original  contributions.  Pre- 
vious recipients  include  Charles  V.  Chapin,  Providence,  inter- 
nationally known  for  his  research  on  public  health;  David  King, 

Jr.,  Newport  who  received  the  award  in  1836  for  his  paper  on 
"Purpura  Haemorrhagica:  Its  Causes  and  Treatment";  and  Alton 
Oschner,  New  Orleans,  who  received  the  1958  award  for  his 
paper  entitled  "Bronchyogenic  Carcinoma:  Predisposing 
Causes." 

The  award  for  the  1986  Fiske  Prize  will  be  a maximum  of  $1,500. 

The  Trustees  reserve  the  right  to  award  one  or  more  prizes.  The 
competition  is  not  restricted  to  physicians. 

Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  Sept.  1,  1986  to  Secretary, 

Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society,  106  Francis  Street, 
Providence,  Rhode  Island  02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  award  recipient  must  transfer  copyright  privileges  to  the  Trustees  of 
the  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will 
be  considered  for  publication  in  the  Rhode  Island  Medical  Journal,  subject 
to  review  by  the  Editorial  Board. 
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HAVE  YOU  HEARD?  . . . 


Of  all  major  anxiety  disorders,  social  phobia  is 
the  most  neglected  in  the  mental  health  held, 
according  to  a report  by  Doctor  Michael  R.  Lie- 
bowitz  and  his  colleagues  from  the  New  \'ork 
State  Psychiatric  Institute  in  the  July  1985  issue 
of  the  Archives  of  General  Fsychiatn'.  Compared 
with  panic  disorder,  agoraphobia,  generalized 
anxiety  disorder,  and  ol)sessive-compulsive  dis- 
order, little  is  known  of  its  prevalence,  severity, 
cause,  or  treatment.  At  its  core,  social  phobia  has 
the  fear  of  seeming  ridiculous  to  others.  Its  man- 
ifestations include  fears  of  drinking,  eating, 
shaking,  blushing,  speaking,  performing,  or  writ- 
ing in  the  presence  of  other  persons.  The  anxiety 
of  the  social  phobic  appears  to  be  confined  to 
situations  or  the  anticipation  of  situations  in  which 
the  person  might  be  scrutinized  by  others.  In  this, 
patients  differ  from  sufferers  of  panic  disorder 
or  agoraphobia,  to  whom  non-social  situations 
can  be  profoundly  disturbing.  Moreover,  pa- 
tients with  panic  disorder  are  often  comforted 
by  the  presence  of  a familiar  hgure  while  social 
phobics  feel  more  comfortable  if  they  can  be 
alone. 

Social  phobic  symptoms  are  frecjuently  found 
among  alcoholics,  but  the  symptoms  usually  pre- 
date the  drinking  problems.  In  one  study  of  60 
abstinent  alcoholics,  more  than  60  per  cent  re- 
ported that  alcohol  was  helpful  in  coping  with 
their  anxiety  while  seven  per  cent  of  the  agora- 
phobics said  that  alcohol  relieved  their  problems. 
Social  phobia  seems  to  begin  early  in  life,  char- 
acteristically between  the  ages  of  15  and  20  and 
is  thought  to  be  more  common  in  males.  Voca- 
tional and  social  impairment  is  often  significant. 
In  one  study,  two  of  eleven  patients  were  unable 
to  work,  two  dropped  out  of  school,  four  had 
abused  alcohol,  one  had  abused  tranquilizers,  six 
were  blocked  from  professional  advancements, 
and  five  avoided  almost  all  contact  outside  their 
immediate  families. 

• • • 

Monthly  injected  doses  of  haloperidol  decanoate 
may  be  a satisfactory  replacement  for  multiple 
oral  doses  of  oral  neuroleptic  drugs  for  chronic 
schizophrenic  patients,  according  to  a study  pub- 
lished in  the  June  1985  issue  of  Current  Thera- 
peutic Research.  The  problem  with  oral  medication 
is  that  a high  percentage  of  psychotic  patients 
attending  outpatient  clinics  either  take  their 
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medication  randomly  or  discontinue  it  entirely 
on  theii  own.  I liese  defaults  have  been  rej^orted 
in  10  to  ()0  j)ei  cent  of  cases.  Halo])eridol  deca- 
noate  is  a de])ot  ding  with  a j^rolonged  thera- 
peutic effect.  The  active  molecule  is  attached  to 
a fatty  acid  cat  t ier,  making  the  drug  soluble  in 
oil.  Once  injected  into  the  body,  it  diffuses  very 
slowly  fiom  the  point  of  injection,  and  also  finds 
its  way  into  body  fat,  wheie  it  is  released  slowly 
from  many  different  sites  in  the  body. 

Of  26  chronic  schizophi  enic  patients  selected 
for  a recent  study,  16  were  jjaranoid  with  overt 
j)sychotic  symptoms  jjrior  to  treatment  and  eight 
were  paranoids  in  remission.  One  aim  of  the  study 
was  to  see  if  the  new  treatment  could  maintain 
the  remitted  status  of  the  eight.  Prior  to  treat- 
ment, patients  were  evaluated  on  the  basis  of  the 
Brief  Psychiatric  Rating  Scale.  During  treatment, 
scores  improved  and  overt  psychotic  symptoms 
completely  subsided  in  16  cases.  The  eight  pa- 
tients who  had  been  in  remission  not  only  main- 
tained their  remission  status  but  showed  some 
improvements.  The  mild  degree  of  apathy  they 
had  manifested  was  replaced  with  a much  more 
emotional  involvement  and  a more  satisfactory 
adjustment  to  social  life. 

• • • 

A new  study  which  traced  the  use  of  medications 
given  to  young  children  with  febrile  or  viral  ill- 
nesses in  Michigan  has  found  a decrease  in  the 
incidence  of  Reye  Syndrome,  perhaps  as  a result 
of  decreased  aspirin  use  among  children.  Re- 
searchers reported  that  parents  who  had  heard 
of  the  association  between  aspirin  and  the  syn- 
drome were  more  likely  to  cease  administering 
the  drug.  The  study,  published  in  the  January 
1986  issue  of  Pediatrics,  noted  that  the  associated 
decrease  in  the  incidence  of  Reye  Syndrome  tends 
to  support  the  hypothesis  that  the  use  of  aspirin 
increases  the  risk  for  the  development  of  the  syn- 
drome. 

The  researchers,  from  the  Michigan  Depart- 
ment of  Health,  University  of  Michigan  School 
of  Public  Health,  and  the  Centers  for  Disease 
Control,  evaluated  the  possible  changes  in  the 
frequency  of  aspirin  use  by  interviewing  199 
families  in  the  Tecumseh,  Michigan  area.  All 
families  interviewed  had  children  under  18  years 
of  age.  Based  on  the  reported  use  of  medications 
for  colds  or  influenza  between  1981  and  1983, 
fewer  parents  gave  aspirin,  but  acetaminophen 
use  did  not  change.  The  study  noted  that  ap- 
proximately 90  per  cent  of  the  parents  who  chose 
not  to  give  aspirin  for  fever  also  gave  medications 


238 


Rhode  Island  Medical  Journal 


for  colds  or  iiiHuenza  which  did  not  contain  as- 
pirin. These  resnlts  suggest  fewer  children  are 
receiving  aspirin  during  illnesses  than  may  pre- 
cede Reye  Syndrome. 

The  decrease  in  the  number  of  cases  of  Reye 
Syndrome  as  reported  yearly  to  the  Michigan 
Department  of  Health  since  1980  has  also  been 
observed  nationwide.  “The  change  most  likely 
resulted  from  the  widespread  publicity  about  the 
association  between  aspirin  and  Reye  syndrome. 
In  1983,  parents  in  the  study  named  television, 
neighbors,  schools,  health-care  providers,  and 
newspapers  as  sources  of  information  on  Reye 
Syndrome,”  the  researchers  report. 

• • • 

Preterm  births  (less  than  37  weeks)  were  20  per 
cent  more  common  in  women  smoking  at  least 
one  pack  of  cigarettes  per  day  in  a jjiospective 
study  of  30,59(5  pregnant  women  in  northern 
California,  according  to  a study  from  the  Na- 
tional Institute  of  Child  Health  and  Develop- 
ment reported  in  the  January  3,  1986  issue  of 
JAMA.  “This  effect  was  strongest  for  births  oc- 
curring before  33  weeks,  where  the  excess  was 
60  per  cent,”  say  Doctor  Patricia  H.  Shiono  and 
her  colleagues.  The  higher  rate  was  not  ac- 
counted for  by  differences  in  age,  education,  eth- 
nicity, beginning  of  prenatal  care,  drinking,  or 
other  potential  confounding  factors,  they 
add.  Research  results  indicate  a probable  effect 
of  smoking  on  time  of  parturition,  in  addition  to 
the  well-known  effect  on  intrauterine  growth  re- 
tardation. 

• • • 

A recent  study  has  found  that  serious  and  even 
fatal  child  abuse  is  committed  more  frequently 
by  men  than  by  women.  Although  few  changes 
have  occurred  in  the  overall  numbers  of  cases  of 
injured  or  fatally-injured  children,  the  propor- 
tion of  severe  injuries  is  now  greater.  This  may 
alter  the  stereotype  of  the  depressed,  physically 
abusive  mother  as  the  primary  perpetrator.  Pub- 
lished in  the  January  1986  issue  of  Pediatrics,  the 
study  suggests  that  with  more  women  in  the 
workforce,  men  are  spending  more  time  caring 
for  children.  Another  possible  source  of  temp- 
tation is  the  use  of  unpaid,  unmotivated  “baby- 
sitters,” such  as  boyfriends. 

The  report  compared  child  abuse  records  from 
the  King  County  (Washington)  Medical  Exam- 
iner’s office  for  the  years  1971-1973  and  1981- 
1983.  The  information  was  collected  at  King 
County’s  two  major  hospitals.  Children’s  Or- 
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ihopedic:  Ho.sj)ilal  and  I larl)()i  vicu'  Medical  (Cen- 
ter. Kiglily-one  cliildren  were  studied  in  the 
earlier  jjeriod;  93  in  the  latter.  Kor  fatal  eases, 
the  earlier  records  show  that  37  per  cent  ol  the 
j)er|)etrators  were  men;  in  later  years,  80  j>er  cent 
weie  male.  The  jn'ojjortion  of  severe  injuries  in- 
creased Irom  32  ]K*r  cent  lor  1 97 1- 1 973  to  F)4 
per  cent  for  198I-1983.  The  children  were  1 5 
years  of  age  or  under,  and  all  were  thought  to 
have  suffered  non-accidental  trauma  inflicted  by 
a caretaker. 

• • • 

I he  stealing  of  children,  although  a tare  event, 
is  generally  considered  to  he  a crime  committed 
by  women.  But,  according  to  the  British  Medical 
Journal,  a study  of  child  stealing  cases  in  England 
and  Wales  from  1 977  to  1 982  showed  equal  rep- 
resentation by  both  .sexes  (34  men  and  34  women). 
Pricn-  to  this,  most  offenses  in  the  region  were 
actually  committed  by  men.  A group  of  British 
physicians  tracked  down  and  analyzed  in  depth 
six  cases  of  men  who  stole  children  in  London. 
Although  the  number  of  cases  is  small,  it  con- 
hrmed  the  physicians’  hypothesis  that  men  who 
steal  children  differ  from  women  in  that  they 
abduct  older  children  rather  than  babies,  and 
their  motivation  is  generally  sexual.  Five  of  the 
six  had  a history  of  sexual  offenses  against  chil- 
dren, and  in  the  sixth  case,  the  judge  reported 
remarks  indicating  a sexual  motive.  Two  of  the 
men  had  sadistic  fantasies  about  children. 

• • • 

Interleukin  2 production  drops  85  per  cent  after 
severe  hemorrhage  or  accidental  injury,  making 
patients  more  vulnerable  to  life-threatening  sep- 
sis, according  to  a study  from  the  UCLA  Medical 
Center  published  in  the  December  1985  issue  of 
the  Arc/ni'C5  of  Surgery.  Doctors  Edward  Abraham 
and  Raymond  Regan  measured  interleukin  2 
production  by  mononuclear  cells  in  21  patients 
immediately  after  hemorrhage  or  trauma  and 
found  that  production  declined  56  per  cent  in  pa- 
tients with  moderate  injury  and  85  per  cent  in 
severe  injury,  compared  with  controls.  “These 
results  indicate  that  marked  abnormalities  in  cell- 
mediated  immune  function  occur  immediately 
after  such  injuries,”  the  researchers  say.  The  im- 
paired immune  response  presumably  makes  such 
patients  vulnerable  to  deadly  infection. 
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First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
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nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
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With  Isoptin,  fatigue,  bradycardia  and  mental 
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Isoptin  can  safely  be  given  to  patients  with 
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Cardiovascular  contra- 
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left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 
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ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g,,  election  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker,  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used,  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge, Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g,  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C, -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur  High  grade  block,  however,  has  been 
infreguently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension, Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization,  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2,9%),  peripheral  edema  (1  7%),  AV  block: 
3rd  degree  (0  8%),  bradycardia:  HR  < 50/min  (1,1%),  CHF  or  pulmonary 
edema  (0,9%),  dizziness  (3,6%),  headache  (1  8%),  fatigue  (1,1%),  constipa- 
tion (6,3%),  nausea  (16%),  elevations  of  liver  enzymes  have  been  reported, 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0 5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain,  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984,  2385 
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that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 
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Paying  Better  Than  Ever ' ^ 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


ii 


l . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

Calitornia 


ii 


appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •f 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  ttie 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche),  ft  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 

DALMANE 

brand  of 

flurazepann  HCI/Roche  (E 

sleep  that  satisfies 

15-mg/30-mg 
capsules 
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Disorders,  Teleconterence,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl  Clin  Pharmacol  Ther  21  355-361, 
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brand  ot 

tlurozepam  HCI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
information,  o summory  ot  which  follows: 

Indicofions:  Effective  in  all  types  ot  insomnia  characterized 
by  ditficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  ot  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
ond  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  tlurozepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  ot  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
ot  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  tlurozepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con 
sider  the  possibility  ot  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  ot 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  ot  time  Use 
caution  in  administering  to  oddiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  contusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pom,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  poms,  body  and  joint 
poms  and  GU  complaints  There  hove  also  been  rare  occur- 
rences ot  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  ot  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  olkaline  phosphatase,  and  paradoxical  reoctions,  e g 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adulls 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  palients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurozepom 
HCI 

Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


1 FOR  SLEEP 


After  more  than  15  years  of  use,  ifs  #1  for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.^®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  page  for  summary  of  product  information 
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Nutrition  quackery  is 
on  the  rise  — See  page  263 
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Nutrition  Misinformation:  How  to  Protect  Your  Patients 
Certificate  of  Need:  A Concept  Whose  Time  Has  Passed 
Tropical  Sprue  and  Multiple  Myeloma 
The  Role  of  the  Family  Practitioner 
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HAVE  YOU  HEARD?  . . . 


SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 

FREE! 

If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 


732-2913 


Some  of  the  specialties 

General  Surgery 
Pediatrics 
Internal  Medicine 
Psychiatry 
Opthamology 


we  have  computerized 

Cardiovascular  & 
Thoracic  Surgery 

Obstetrics 

Gynecology 


in  the  local  area  are: 

Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 


“Hig 
blood  pressure 
should  be  a 
red  flag  to 
screen  for 
cholesterol...”' 


‘ . i ■ ■ 

Wyeth  Laboratories 

I A A Philadelphia.  PA  19101 


r r 


The  Framingham  Heart  Study^  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  145  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL 
While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease^ 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased 
risk  of  coronary  heart  disease. 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


Specifically,  “...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30% 
rise  in  cardiovascular  risk”^  “...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent.”^ 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials® 
it  caused  a slight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyidopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  13%  of  patients. 


nguaa 


ensfit 

'guanabenz  acetate) 


See  important  information  on  following  page. 


Refarance*;  1 . Qlueck  CJ:  Remarks  in  the  symposium.  Blood  Pressure.  Cholesterol  and  Coronary  Heart  Disease.  Washington.  D C . March  31,1 985  2.  The  Framingham 

Study.  An  epidemiological  investigation  of  cardiovascular  disease.  Section  28.  U.S.  Dept,  of  Health,  Education,  and  Welfare.  3 National  institutes  of  Health  Consensus 
Development  Conference  Statement,  1984;  Vol  5,  No  7,  p 4 4.  Chobanian  AV:  The  influence  of  hypertension  and  other  hemodynamic  factors  in  atherogenesis.  Progress  in 

Cardiovascular  Diseases.  XXVI  (3):  1 77,  Nov/Dec,  1 983.  5 Castelli  WP:  Remarks  in  the  symposium.  Blood  Pressure.  Cholesterol  and  Coronary  Heart  Disease.  Washington.  D C., 
March  31,1 985.  6.  Data  on  file,  Wyeth  Laboratories. 
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}N^lensin 

^(guanabenz  acetate) 


Antihypertensive  therapy 

that  does  not  increase  cholesterol 


Brief  Sumuuiry 

Before  pre»crlblOR,  consul!  the  complete  package  circular. 

IndicJilons  and  (isage;  Treairoeni  of  hypertension,  alone  or  in  combination  with 
a thiaaide  diuretic 


( ontralndicatlon:  Known  sensitivity  to  the  drug 

Precautions.  I Sedation  Causes  sedation  or  drowsiness  in  a large  fraction  of  pa 
tients  When  used  with  centrally  active  depressants,  e g , phenothiazines,  barbitu 
rates  and  ben/odia/cpines,  consider  potential  for  additive  sedative  effects  2 
Patients  with  vascular  insufbciency  Uke  other  antihypertensives  use  with  caution 
in  severe  coronary  insufficiency,  recent  myocardial  infarction.cerehrovasculardis 
ease,  or  severe  hepatic  or  renal  failure  .)  Rebound  Sudden  cessation  of  therapy 
with  central  alpha  agonists  like  Wyiensln  may  rarely  result  in  'overshoot'  hyper 
tension  and  more  commonly  produces  increase  in  serum  catecholamines  and  sub 
tecitve  symptomatology 

INFORMATION  FOR  PATIENTS  Advise  patients  on  Wyiensln  to  exercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  become  drowsy  or  dizzy  Warn  patients  that  tolerance  for  alcohol  and  other 
(;NI>  depressants  may  be  diminished  Advise  patients  not  to  discontinue  therapy 
abruptly 

lAR  TESTS  In  clinical  trials,  no  clinically  signibcani  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  (.H(..  urinalysis,  electro 
Ivtes,  SOOT,  bilirubin,  alkaline  phosphatase,  uric  acid.  Bl'N,  creatinine,  glucose,  cal 
cium.  phosphorus,  total  protein,  and  (.oombs’  test  During  long  term  use  there  was 
small  decrease  m serum  cholesterol  and  total  triglycerides  without  change  in  high 
density  lipoprotein  fraction  In  rare  instances  occasional  nonprogressivc  increase 
in  liver  enzymes  was  observed,  hut  no  clinical  evidence  of  hepatic  disease 
DRT(ilNTERA(  TIONS  Wyteosin  was  not  demonstrated  tneause  drug  interactions 
when  given  with  other  drugs,  e g . digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinflammatoryorantnnfective  agents,  in  clinical  trials  However,  potential  for  in 
c reased  sedation  when  given  concomitantly  with  CNS  depressants  should  be  noted 
DRl'G.'LAb  TFST  INTERACTIONS  No  lab  lest  abnormalities  were  identified  with 
Wyienslo  use 

( ARCINOGENESIS  MUTAGENESIS.  IMPAIRMENT  Of  FERTILITY  No  evidence  of 
carcinogenic  poteniialemergedinraisduringatwo  year  oral  study  with  Wyiensln 
at  up  to  9 S mg'kg/day,  i e . about  10  times  maximum  recommended  human  dose  In 
the  Salmonella  microsome  mutagenicity  (Ames)  test  system.  Wyiensln  at  200  SOO 
megper  plateor  at  ^0  SOmcg'ml  in  suspension  gave  dose  related  increases  in  num 
ber  of  mutants  m one  (TA  of  bve  Salmonella  ryphimunum  strains  with  or 
without  inclusion  of  rat  liver  microsomes  No  mutagenic  activity  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microorganism.  Schizosacchar 
omyces  pombe,  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture  In  another  eukaryotic  system  Sacchuromyces  cerevisiae, 
Wytensln  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage  Reproductive  studies  showed  a decreased  pregnancy  rate  in  rats  given  high 
oral  doses  ( 9 6 mg  kg ),  suggesting  impairment  of  fertility  Fertility  of  treated  males 
(9  6 mg  kg)mav  also  have  been  affected,  as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  only  during  last  third  of  pregnancy 
PREGNANCY  Pregnancy  Category  C W^TENSIN*  MAY  HAVE  ADVERSE  EFFECTS 
ON  FEU'S  W HEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  studv  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  Wyiensln  is  given 
orally  at  doses  3 to  6 times  maximum  recommended  human  dose  of  I 0 mg  kg 
These  abnormalities,  principally  costal  and  vertebral,  were  not  noted  in  similar 
studies  in  rats  and  rabbits  However,  increased  fetal  loss  has  been  observed  after 
oral  Wyiensln  given  to  pregnant  rats  ( 14  mg  kg)  and  rabbits  (20  mg  kg)  Repro 
ductive  studies  in  rats  have  shown  slightly  decreased  live  birth  indices,  decreased 
fetal  survival  rate,  and  decreased  pup  body  weight  at  oral  doses  of  6 4 and  9 6 mg' 
kg  There  are  no  adequate,  well  controlled  studies  in  pregnant  women  Wytensln 
should  be  used  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to 
fetus 


NURSING  .MOTHERS  Because  no  information  is  available  on  Wytensln  excretion 
in  human  milk,  it  should  not  be  given  to  nursing  mothers 

PEDIATRK  I'SE  Safety  and  effectiveness  in  children  less  than  12  years  of  age  have 
not  been  demonstrated,  use  in  this  age  group  cannot  be  recommended 
Adverse  Reactions:  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  in  U S and  is  based  on  data  from  8S9  patients  on  Wytensln  for  up 
to  3 years  There  is  some  evidence  that  side  effects  are  dose  related  Following  table 
shows  incidence  of  adverse  effects  in  at  least  3%  of  patients  in  study  comparing 
Wytensln  to  placebo,  at  starting  dose  of  8 mg  b i d 


Adverse  Effect 

Placebo  (%) 
n = 1U2 

Wytensln  (%  ) 
n = 109 

Drv  mouih 

7 

28 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

r 

Weakness 

7 

K) 

Headache 

6 

S 

In  other  controlled  clinical  trials  at  starting  dose  of  16  mgday  in  4*^6  patients,  in 
cidence  of  drv  mouth  was  slightly  higher  ( 38%  ) and  dizziness  was  slightly  lower 
( 12%  ).  but  incidence  of  most  frequent  adverse  effects  was  similar  to  placebo  con 
trolled  trial  Although  these  side  effects  were  not  serious,  they  led  to  discontinua- 
tion of  treatment  about  13%  ofihetime  Inmore  recent  studies  usingan  initial  dose 
of  6 mgday  in  2*^4  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin 
guishabte  from  placebo  effects  and  occurring  with  frequency  of  3%  or  less  Car 
diovascular — chest  pain,  edema,  arrhythmias,  palpitations  Gastrointestinal — 
nausea,  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort 
Central  nervous  system — anxiety,  ataxia,  depression,  sleep  disturbances  ENT  dis 
orders — nasal  congestion  Eye  disorders — blurring  of  vision  Musculoskeletal- 
aches  in  extremities,  muscle  aches  Respiratory— dvspnea  Dermatologic— rash, 
pruritus  Urogenital — urinarv  frequency,  disturbances  of  sexual  function  Other — 
gynecomastia,  taste  disorders 

Drug  Abuse  and  Depeodeocc:  No  dependence  or  abuse  has  been  reported 
Overdosage:  Accidental  ingestion  caused  hypotension,  somnolence,  lethargy,  irrit 
ability  miosis,  and  bradveardia  in  two  children  aged  one  and  three  years  Gastric 
lavage  and  pressor  substances,  Suids,  and  oral  activated  charcoal  resulted  in  com 
plete  and  uneventful  recovery  within  12  hours  in  both  Since  experience  with  ac 
cidental  overdosage  is  limited,  suggested  treatment  is  mainly  supportive  while  drug 
IS  being  eliminated  and  until  patient  is  no  longer  symptomatic  Vital  signs  and  fluid 
balance  should  be  carefully  monitored  Adequate  airway  should  be  maintained  and. 
if  indicated,  assisted  respiration  instituted  No  data  are  available  on  Wyteosin 
dialyzability 

Dosage  aod  AdmlolstraiiOD:  individualize  dosage  A starting  dose  of  4 mg  b i d 
is  recommended,  whether  used  alone  or  with  a thiazide  diuretic  Dosage  may  be 
increased  in  increments  of  4 to  8 mg/day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  has  been  32  mg  b i d . but  doses  this  high  are 
rarely  needed 

How  Supplied:  ( guanabenz  aoelau* ) Tablets,  4 mg.  bo^lt^  of  1 00  and  SOO;  8 mg  and 
l(v  mg.  bottles  of  100  Revised 
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TWEIYE 
IMPECCABIE 
EXCUSES 
FOR  NOT  GIVING 
BIOOD. 

. I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefmit  diet. 

4.1  gave  six 
months  ago. 

5. 1 just  got  back 
from  Monaco. 

6. Tlie  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 

8.1  didn’t  sign  up. 

9. I’m  going  out 

of  town. 

10. Asthma  runs  in 
my  family. 

1 1 . 1 forgot  to  eat 
this  morning. 

12.  I’m  allergic 
flowering 
magnolia. 


Each  one’s  a doow, 
but  we’re  hoping  you 
won’t  use  any  of  them. 

Give  blocxl  through  the 
American  Red  Cross. 

Please,  don’t  chicken  out.  ^ 

EXCUSES  DON’T  SAVE  LIVES.  i 

BLOOD  DOES. 

1 

I 

American 
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HOUSE  CONSIDERS  MEDICAL  RECORDS  BILL 

Then  RIMS  President  Doctor  Herbert  Raka- 
tansky  and  Providence  psychiatrist  Doc- 
tor Robert  J.  Westlake  testified  April  29 
before  the  House  Judiciary  Committee 
against  a bill  which  would  permit  un- 
limited patient  access  to  medical  records. 
Pointing  out  that  the  bill  would  hamper 
the  efforts  of  physicians  to  provide 
quality  medical  care,  Doctors  Rakatansky 
and  Westlake  told  the  committee  that 
doctors  willingly  forward  medical  records 
to  other  physicians  and  discuss  diagnoses, 
medications,  and  treatment  with  their  pa- 
tients. Continuity  and  quality  of  care 
and  effective  communication  between  physi- 
cian and  patient  are  of  "overriding  im- 
portance," the  RIMS  representatives  said. 

In  another  appearance  before  the  House 
Judiciary  Committee,  Doctor  Michael  In- 
gall testified  in  favor  of  S 2682  which 
would  protect  the  confidentiality  of 
communications  between  patients  and  their 
physicians.  The  measure  is  necessary  in 
light  of  a recent  Rhode  Island  Supreme 
Court  decision  striking  down  the  legal 
process  section  of  the  Health  Care  In- 
formation Act.  Although  another  bill 
on  the  same  subject  has  been  introduced 
by  Representative  Maurice  Caron,  the 
Society  said  that  S 2682  has  a better 
chance  of  surviving  a constitutional 
challenge. 

Several  other  bills  of  interest  to  phy- 
sicians are  pending  before  the  General 
Assembly : 

• H 7756  (Carcieri)  would  prohibit  smok- 
ing in  the  workplace  unless  an  accomo- 
dation can  be  reached  betwen  smokers 
and  non-smokers.  In  testimony  before 
the  House  Committee  on  Health,  Educa- 
tion, and  Welfare,  the  Society  praised 
the  bill,  saying  that  it  immediately 
extends  to  non-smokers  a measure  of 
protection  from  the  health  hazards  of 
secondary  or  "passive"  smoking. 
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Earlier  this  year,  John  C.  Topping  of 
the  federal  Environmental  Protection 
Agency  summed  up  the  evidence  linking 
passive  smoke  to  disease,  concluding 
that  "strong  steps  to  cut  down  involun- 
tary exposure  to  cigarette  smoke" 
appear  warranted. 

• Three  bills  have  been  introduced  which 
would  require  physicians  to  accept 
assignment  of  benefits  as  payment  in 
full  for  all  Medicare  beneficiaries. 

H 7982  and  H 8102,  introduced  by  Re- 
presentative Francis  Sherman,  would 
require  physicians  and  osteopaths  to 
accept  assignment  as  a condition  of 
licensure.  Another  bill,  also  intro- 
duced by  Sherman,  would  define  balance 
billing  under  Medicare  as  "unprofes- 
sional conduct." 

In  a strongly  worded  statement  before 
the  House  HEW  Committee,  Doctor  Herbert 
Rakatansky  testified  that  these  bills 
would  violate  federal  Medicare  regula- 
tions. When  Title  XVIII  passed  in 
1965,  the  nation's  physicians  were  told 
that  assignment,  le,  whether  they 
agreed  to  accept  Medicare  as  payment  in 
full,  would  be  an  individual  option  to 
be  determined  on  a per  case  basis. 

None  of  the  bills  would  eliminate  the 
co-payment  and  deductibles  that  are 
required  by  Medicare  statute.  Because 
patients  would  still  have  to  meet  the 
deductible  and  pay  the  20  per  cent  co- 
payment for  their  physician  visits, 
they  would  still  face  out-of-pocket 
expenses.  Moreover,  Doctor  Rakatansky 
told  the  committee,  the  primary  intent 
of  licensure  is  to  protect  the  public 
from  unqualified  practitioners.  These 
standards  would  be  weakened  consider- 
ably if  an  extraneous  factor,  such  as 
whether  or  not  a physician  accepts 
Medicare  assignment,  were  included  as 
a condition  of  licensure.  The  con- 
stitutionality of  a similar  law  in 
Massachusetts  which  links  Medicare 
assignment  with  licensure  is  being 
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GENERAL  ASSEMBLY  (continued) 
contested . 

• H 7724  (Carcieri)  would  create  a dur- 
able power  of  attorney  for  health  care 
purposes.  In  testimony  before  the 
Senate  Judiciary  and  House  HEW  Commit- 
tees, Doctor  Hugo  Taussig  testified  that 
the  bill  would  provide  "individuals, 
their  families,  and  their  physicians 
with  peace  of  mind  in  knowing  that 

the  patient-doctor  dialogue  can  con- 
tinue by  proxy  when  the  principal  is 
no  longer  competent  to  give  or  refuse 
informed  consent  to  medical  treatment." 
The  Society  also  supported  two  bills 
which  would  provide  a mechanism  for 
establishing  rights  of  the  terminally 
ill,  including  the  decision  to  have 
life-sustaining  measures  withheld  or 
withdrawn. 

# H 8049  (Gorham)  would  provide  for  the 
limited  release  of  drug  and  alcoholism 
patient  records.  The  Society  opposed 
the  bill  on  the  grounds  that  it  would 
jeopardize  the  confidentiality  of 
medical  information  for  a class  of 
patients . 

MALPRACTICE  PROPOSAL  BOGGED  DOWN 

As  a result  of  the  Bevilacqua  impeachment 
proceedings,  the  House  Judiciary  Committee 
has  yet  to  act  on  the  omnibus  malpractice 
proposal  developed  by  the  Legislative 
Commission  on  Medical  Malpractice  to  alle- 
viate the  malpractice  crisis.  Nearly  two- 
thirds  of  the  recommendations  address 
the  Board  of  Medical  Review,  the  state 
disciplinary  agency  for  Rhode  Island 
physicians . 

Calling  the  Board  a "miserable  failure  in 
policing  the  performance  of  Rhode  Island 
physicians,"  Commission  chairman  Michael 
Forte  (D,  Tiverton)  called  for  a new  Board 
of  Medical  Licensure  and  Discipline  which 
would  have  combined  licensure  and  disci- 
plinary functions.  Although  the  new  board 
would  operate  under  the  aegis  of  the  Rhode 
Island  Department  of  Health,  the  Commission 
recommended  that  it  be  autonomous  in  fund- 
ing and  professional  decision-making.  The 


FI 

board  would  be  given  new  powers  and  fund-  f | 
ing  to  investigate  complaints  and  malprac-  | j 
tice  settlements  or  awards  against  physi-  j 
clans.  The  new  board  would  be  financed  ; 
by  an  annual  assessment  of  up  to  $300  for  ; 
physicians.  [ 

I 

A similar  bill  introduced  at  the  request  ^ 
of  Governor  Edward  D.  DiPrete  has  died  on  ^ 
the  Senate  side  although  a companion  ver-  | 
sion  is  still  under  consideration  by  the 
House  Judiciary  Committee.  The  Rhode  Is-  ) 
land  Medical  Society  has  vigorously  ob-  * 
jected  to  several  provisions  in  the  Di 
Prete  bill  which  would  have  required  phy-  » 
sicians  to  incriminate  themselves.  Another  . 
provision  would  have  permitted,  rather  than  i 
mandated,  the  governor  to  seek  advice  from 
the  Society  concerning  appointments  to  the 
Board.  A third  objectionable  clause 
would  have  allowed  the  Director  of  Health 
rather  than  the  Board  to  appoint  staff 
and  legal  counsel. 

On  May  17  the  Providence  Journal  called 
for  enactment  of  the  DiPrete  proposal, 
claiming  that  the  omnibus  package  would 
do  "little  to  disturb  the  status  quo"  in 
disciplining  physicians.  In  his  reply  to 
the  editorial,  then  RIMS  President  Doc- 
tor Herbert  Rakatansky  said  that  the  posi-  j 
tion  of  the  Rhode  Island  Medical  Society 
was  portrayed  "inaccurately  and  unfairly." 
Citing  efforts  by  the  Society  to  identify 
and  rehabilitate  incompetent  and  impaired 
physicians.  Doctor  Rakatansky  said  the 
Society  supported  a "strong  and  effective 
medical  disciplinary  board  with  an  appro-  < 
priate  system  of  checks  and  balances."  ' 

1 

Other  important  reforms  in  the  omnibus  j 

package  include:  ^ 

• Prejudgment  interest  would  accrue  from 

the  date  a suit  is  filed  or  formal  | 

notification  of  a suit  is  given  rather  j 
than  from  the  date  of  the  alleged 
incident . 

• Expert  witnesses  would  be  board  certi- 
fied in  the  appropriate  specialty. 

• Plaintiffs  filing  frivolous  suits  would 
be  responsible  for  the  defendant’s 
legal  expenses. 
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MALPRACTICE  PROPOSAL  (continued) 

• Periodic  payments  for  awards  greater 
than  $100,000  would  be  considered. 

• The  collateral  source  rule  would  be 
amended  to  preclude  duplicate  pay- 
ments . 

• Cases  with  a potential  for  substantial 
settlements  would  be  placed  on  an  accel- 
erated court  schedule. 

Doctor  Rakatansky  emphasized  that  the  bill 
provides  only  a starting  point  for  signi- 
ficant tort  reform.  The  Commission  notably 
failed  to  act  regarding  caps  on  awards  for 
pain  and  suffering  or  limits  on  attorneys’ 
contingency  fees.  The  Society  and  the 
Medical  Liability  Coalition  had  recommended 
a $250,000  cap  on  awards  for  non-economic 
losses  and  that  contingency  fees  be  limited 
on  a sliding  scale  with  ten  per  cent  of  all 
awards  greater  than  $200,000. 

JUA  TO  ADOPT  MERIT-RATING  MECHANISM 

The  Joint  Underwriting  Association  should 
seek  the  guidance  of  the  Society  in  develop- 
ing its  proposed  merit-rating  system,  then 
RIMS  President  Doctor  Herbert  Rakatansky 
recently  told  the  JUA  Board  of  Directors. 

In  1985  the  Department  of  Business  Regu- 
lation ordered  the  JUA  to  develop  a means 
of  merit-rating  physicians  so  that 
physicians  with  a higher  level  of  settle- 
ments would  pay  higher  premiums. 

To  work  well.  Doctor  Rakatansky  said,  merit- 
rating  must  contribute  to  the  financial 
stability  of  the  JUA  in  two  ways:  by  en- 

couraging physicians  whose  loss  experience 
is  excessive  to  change  their  behavior  and 
by  generating  additional  premium  income 
toward  meeting  underwriting  losses.  Em- 
phasizing that  the  surcharge  mechanism 
must  "measure  and  reflect  physician  per- 
formance with  reasonable  accuracy,"  Doctor 
Rakatansky  cited  three  principles  that 
should  be  observed  in  the  surcharge  process. 
First,  any  system  of  surcharing  physicians 
must  be  prospective  in  nature.  A retro- 
spective system  would  subvert  an  essential 
purpose  of  experience  rating,  that  of  "re- 
■ warding  those  whose  past  experience  has  led 
to  a change  in  behavior."  Second,  any 
rating  system  should  be  related  to  fault 


as  adjudicated  by  peer  review.  Moreover, 
points  should  be  assessed  for  actual  claims 
settled  rather  than  claims  filed. 

Finally,  to  avoid  the  danger  of  a surcharge 
triggered  by  settlement  of  a nuisance  suit, 
the  JUA  should  establish  a numerical  thresh- 
old below  which  no  accumulated  dollar  amount 
would  result  in  a penalty.  Such  a provision. 
Doctor  Rakatansky  concluded,  would  help  in- 
sure that  the  surcharge  mechanism  is  linked 
rationally  and  realistically  to  physician 
performance . 

PHYSICIAN  UNION  MEETS 

More  than  70  physicians  attended  a May  20 
meeting  organized  by  the  Physicians  & Sur- 
geons of  Rhode  Island,  according  to  a re- 
cent report  in  the  Providence  Journal.  The 
group  has  held  a series  of  membership  re- 
cruitment meetings  since  its  founding  last 
December. 

Featured  speakers  Included  Doctor  Bruce 
Abbott,  secretary  of  the  Physicians  & Sur- 
geons Association  of  Massachusetts,  who 
was  quoted  as  saying,  "They’re  slick,"  re- 
ferring to  health  insurance  organizations 
such  as  Blue  Cross  and  Blue  Shield  and 
health  maintenance  organizations  such  as 
Rhode  Island  Group  Health  Association  and 
Ocean  State  Physicians  Health  Plan.  "They 
use  lobbyists,  they  use  advertisements, 
they  know  people  in  government,"  he  said. 

What  doctors  need.  Doctor  Abbott  continued, 
is  a pool  of  professional  negotiators  to 
scrutinize  their  HMO  or  Blue  Cross  con- 
tracts to  make  certain  that  the  terms  are 
fair.  They  need  the  power  of  a group  since 
alone  they  are  no  match  for  an  insurance 
company  with  as  dominant  a position  in  the 
market  as  Blue  Cross  and  Blue  Shield  of 
Rhode  Island. 

Doctor  Robert  C.  Hayes,  president  of  the 
Rhode  Island  affiliate,  told  the  Journal 
that  the  union’s  dues-paying  membership 
has  grown  to  approximately  170  practicing 
physicians  in  recent  months. 

The  group  hopes  to  attract  1,600  members, 
which  represents  most  of  the  active  phy- 
sicians in  Rhode  Island. 


i 
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PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH; 


MEASURING  AND  IMPROVING  PATIENT  SATISFACTION 

Nearly  two  thirds  of  the  patients  in  the  United  States  have  changed  physicians 
because  they  were  displeased  with  their  doctors  or  office  staff.  Since 
many  patients  would  rather  change  physicians  than  express  their  dissatisfaction, 
it  may  take  some  hard  work  to  obtain  a valid  indication  of  patient  satisfaction. 
Several  techniques  can  be  employed  to  determine  whether  patients  are  pleased 
with  the  services  provided  by  you  and  your  staff. 

The  most  popular  tool  for  getting  patient  input  is  a patient  survey,  which 
can  be  completed  in  the  office  or  mailed  periodically  to  selected  patients. 

Most  practice  management  consultants  recommend  that  physicians  conduct  a 
mail  survey  at  least  every  other  year,  if  not  annually.  Your  mailing  list 
should  be  comprised  of  patients  you  have  seen  during  the  past  several  months. 
Including  those  seen  more  than  once.  It  may  also  be  informative  to  send  the 
survey  to  some  patients  who  have  left  your  practice;  their  responses  could 
help  pinpoint  problems  within  the  office. 

The  questionnaire  should  be  accompanied  by  a letter  explaining  that  the  survey 
will  help  you  and  your  staff  determine  how  to  serve  patients  better.  The  num- 
ber of  surveys  sent  depends  on  the  size  of  the  practice,  your  budget,  your 
objectives  for  conducting  the  survey,  and  the  amount  of  time  for  tabulating 
the  results.  Enclosing  a stamped,  self-addressed  return  envelope  will  improve 
the  response  rate.  The  survey  should  be  anonymous. 

The  following  pointers  may  be  helpful  in  designing  your  survey: 

Tncludz  no  moA.z  than  15  to  20  que^t^oyU) , Some  practices  ask  for  details  such 
as  whether  a patient  is  new  or  established,  the  referral  source,  and  demo- 
graphic information.  These  questions  should  be  included  only  if  you  plan  to 
evaluate  and  use  the  responses. 

Make,  aX  6Ajr\pte.  tkd  pcutizyit  to  ^C^pond,  Popular  formats  include  "yes/no" 
questions,  having  patients  agree  or  disagree  with  statements,  and  rating 
various  practice  characteristics  from  excellent  to  poor.  The  last  approach 
is  helpful  for  indicating  various  levels  of  satisfaction. 

L^mCt  ope.n-cnde.d  que^dU.0H6.  Such  questions  as  "How  many  days  passed  between 
the  time  you  called  the  office  and  your  appointment?"  and  "How  long  did  you 
have  to  wait  to  see  the  doctor  after  your  scheduled  appointment?"  are  good 
examples.  The  end  of  the  survey  should  provide  patients  with  an  opportunity 
to  make  additional  suggestions  for  improving  seirvices. 

kvo-id  . Try  not  to  use  words  like  "usually"  or  "often"  in  the 

survey  since  patients  will  differ  in  their  interpretation  of  such  terms  and 
might  be  discouraged  from  identifying  an  occasional  exception  to  good  per- 
formance. 

Questions  about  the  following  subjects  are  included  in  most  comprehensive 
patient  surveys:  the  courtesy  and  knowledge  of  staff,  the  amount  of  waiting 

time  involved,  the  explanation  of  medical  problems  and  recommended  treatment, 
the  amount  of  interest  shown  by  the  physician  and  office  staff,  and 
satisfaction  with  fees. 
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DOES  YOUR  ELDERLY  PATIENT 
REALLY  NEED  A NURSING  HOME? 

Our  sheltered  eare  homes  provide: 

• Assistance  with  mental  or  pliysical  disabilities 

• Keasonahle  rates  in  licensed  facilities 

• Short-  or  long-term  placements 

• Good  home-cooked  meals 

• Help  with  medications 

• Social  contact  with  peers 

• 24-honr  supervision 

EDGELEA  EDGEMONT 

32  Broad  Street,  \^^arre^  24  Buffalo  Avenue,  Warren 

245-2626  245-2624 

The  Next  Best  Tiling,  to  Home 


254 


Rhode  Island  Medical  Journal 


OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 


• 24  Hour  Stal  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 
Our  Mobile  X-Ray  teams  usually  provide  a ‘Wet’  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Eerritins,  Hemoglobin  Ac  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy),  Hepatitis  Panels,  B..>  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CRANS  I ON  STRHHT,  CRANS  I ON,  R1  02920 

943-1211 


R1  TOLL  FREE  1-800-942-1011 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 

Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
ophthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists,  neurologists 

• Managed  by  physicians  with  the  doctor  in 
mind 

• Open  staff 

• Full-time  anesthesia  and  recovery  coverage 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare,  commercial 
insurance  coverage,  and  Massachusetts  Blue 
Shield 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and 

bookings. 

Blackstone  Valley  Surgicare 
333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 


256 


Rhode  Island  Medical  Journal 


Rhode  Island  Medical  Journal 


Volume  69,  Number  6 June  1986 


TABLE  OF  CONTENTS 


249  NEWSLETTER 

259  EDITORIAL 

Food  Fads 

1 

261  PRESIDENT’S  PAGE 

2 

285  HAVE  YOU  HEARD?  ...  > 

CONTRIBUTIONS 

263  Nutrition  Misinformation:  How  to  Protect  Your  Patients  ; 

Physicians  Have  Obligation  to  Alert  Patients  to  Potential  Dangers  i 

Anita  B.  Lasswell,  MS,  RD  i 

Tricia  Leddy,  MS,  RD  j 

) 

273  Certificate  of  Need:  A Concept  Whose  Time  Has  Passed  » 

The  Competition  of  the  Marketplace  Should  Be  Allowed  to  Function  without  \ 

Governmental  Interference  \ 

Joseph  A.  Chazan,  MD 

277  Tropical  Sprue  and  Multiple  Myeloma 

Chronic  Immunocyte  Stimulation  May  Have  Led  to  Autonomous  Proliferation 
of  Malignant  Clone  of  Plasma  Cells 

Douglas  S.  Levine,  MD 
H.  John  Ree,  MD 
James  P.  Crowley,  MD 

281  The  Role  of  the  Family  Practitioner 

We  Must  Work  Together  to  Shape  a System  of  Excellence  for  the  Benefit  of  All  Americans 
Senator  Claiborne  Pell 


COVER: 

Food  faddism  is  a multi-billion  dollar  industry  and,  according  to  the  Food  and  Drug  Administration,  is  the  most  widespread  form 
of  quackery  in  the  United  States.  For  more  information,  see  page  263. 

Cover  courtesy  of  the  Rhode  Island  Department  of  Health. 


June,  1986  — Vol.  69 


257 


i 


There’s  more  to 
Portable  X-Ray  tovice 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  *by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 

100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 

Providence,  R.l.  Providence,  R.l.  Providence,  R.l.  Woonsocket,  R.l. 

331-3996  331-3996  273-0450  766-4224 
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EDITORIAL 


Food  Fads 


Published  elsewhere  in  this  issue  of  the  Journal 
is  a review  of  the  pitfalls  and  dangers  of  screwball 
diets.  These  dietary  anomalies  are  in  truth  a form 
of  quackery.  It  is  fitting  that  we  take  cognizance 
of  the  attendant  dangers  in  accordance  with  a 
long  tradition  of  organized  medicine  in  combat- 
ting quackery. 

The  Rhode  Island  Medical  Society,  founded 
in  1812,  has  as  one  of  its  objectives  the  exposure 
of  quackery.  An  early  observer'  gave  as  the  role 
of  the  Society  “to  hnd  out  if  it  can  be  done,  what 
diet,  and  what  habits  of  living  are  best  calculated 
to  keep  the  soul  and  body  together,”  and  further, 
“to  arrest  the  progress  of  quackery,  that  hideous 
monster,  whose  head  like  the  hydra’s,  has  hith- 
erto multiplied  by  amputation;  whose  liver  like 
Prometheus’  has  grown  as  fast  as  it  was  devowed; 
and  whose  strength  like  Anteus’  has  increased 
under  subjugation;  a monster  which  has  navi- 
gated every  sea;  mingled  its  breath  with  every 
breeze;  reared  its  head  in  every  clime;  and  since 
the  days  of  Hippocrates  been  traversing  the  Earth 
and  peopling  it  with  corpes.” 

The  Boston  Medical  and  Surgical  Journal  in  1838 
published  a brief  report  from  Rhode  Island  of 
two  cases  with  dire  outcome  as  a result  of  treat- 
ment by  quacks.^  From  the  very  earliest  days,  the 
American  Medical  Association,  founded  in  1847, 
prosecuted  a war  on  quackery.  A resolution  was 
introduced  at  its  hrst  session  condemning  the 
practice  of  allowing  almost  wholly  ignorant  per- 
sons to  engage  in  healing  pursuits. 

According  to  Morris  Fishbein,  food  faddism 
goes  back  to  Egyptian  times.  In  Fads  and  Quackery 
in  Healing,  he  wrote  in  1932:  “Of  all  the  people 
of  the  world,  Americans  are  most  cursed  with 
faddists;  of  all  of  the  faddists  that  occupy  our 


attention  the  food  faddists  are  most  eccentric  and 
most  comical.  We  have  those  who  believe  that  the 
eating  of  more  white  bread,  more  whole  wheat 
bread,  more  fruit,  or  more  raisins  is  necessary  to 
healthful  living. 

“We  are  admonished  at  every  turn  to  eat  more 
of  this  or  of  that,  or  to  conhne  ourselves  wholly 
to  some  peculiar  diet.  We  have  those  who  oppose 
acids  and  those  who  oppose  alkalines.  The  veg- 
etarians who  attack  undue  evils  to  the  eating  of 
meat  base  their  conclusions  on  the  fact  that  apes 
live  on  nuts,  fruits,  and  cereals.  Since  most  fad- 
dists are  unscientihc  anyway,  they  are  certainly 
inconsistent.  The  vegetarians  say  that  animals  liv- 
ing on  vegetables  are  strong  and  tractable,  while 
the  meat-eating  animals  are  ferocious.  Who, 
however,  would  care  to  argue  that  the  mind  of 
man  is  governed  by  what  he  eats?”'* 

More  than  sixty  years  ago,  Fishbein  clearly 
identihed  food  faddism  with  quackery.  The  re- 
cent spate  of  diet  books  raises  serious  questions 
about  the  ethics  of  the  large  publishers,  the  hrst 
amendment  not  withstanding,  and  of  the  food 
conglomerates  who  tout  “all  natural”  foods.  Are 
the  FDA  and  the  ICC  serving  the  public  well  by 
standing  idly  by? 

Seebert  J.  Goldowsky,  MD 
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Staffing  • Private  Duty  • Home  Care 

WHY  HAVE  WE  GROWN  TO  BE  ONE  OF 
THE  LARGEST  PROVIDERS  OF  NURSING 
PERSONNEL  IN  RHODE  ISLAND? 

• We  have  one  of  the  largest  statewide  staffs  of  registered  and  licensed  practical  nurses  available  in 
Rhode  Island. 

• Our  Social  Service  and  Nursing  Departments  work,  around  the  clock,  everyday,  to  meet  specific  patient 
needs. 

• Most  major  hospitals  and  extended  care  facilities  rely  on  us  for  their  supplemental  staffing  needs. 

• More  physicians  than  ever  before  are  recommending  our  Agency  with  confidence  to  patients  who  need 
PRIVATE  DUTY  NURSING  CARE  in  the  hospital,  home  or  nursing  home. 

Providing: 

Registered  Nurses 
Licensed  Practical  Nurses 
Nursing  Assistants  and  Orderlies 
Homemakers  — Home  Health  Aides 

When  Private  Duty  Nursing  Care  is  needed  call 


The  Friendly  Health  Care  Professionals 


L M Nursing  Services  Inc. 

Providence  401-751-2440  Pawtucket  401-728-9898 

24  HOURS  A DAY  7 DAYS  A WEEK 
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A Reassessment  of  Priorities 


The  Rhode  Island  Medical  Society  has  been 
undergoing  change.  We  have  moved  progres- 
sively from  a posture  of  reacting  to  events  to  one 
of  taking  charge  and  becoming  more  vocal,  vis- 
ible, and  concerned.  We  have  spoken  out  about 
the  changes  occurring  in  medicine  and  how  they 
have  had  an  impact  on  our  patients’  welfare  and 
ultimately  on  the  quality  and  cost  of  health  care. 
The  Society’s  position  on  issues  has  been  increas- 
ingly recognized  by  both  the  public  and  govern- 
ment as  that  of  the  large  majority  of  all  Rhode 
Island  physicians. 

This  change  in  the  Society’s  role  has  been  em- 
phasized as  the  medical  liability  insurance  situ- 
ation in  the  state  has  reached  crisis  proportions. 
The  Society’s  leadership  has  played  an  active  role 
in  the  shaping  of  policy  and  focusing  public 
awareness.  Assisted  by  outside  public  relations 
counsel  and  our  lobbyists,  we  have  concentrated 
on  gaining  support  for  tort  reform.  Our  efforts 
have  been  only  partially  sticcessftil,  a reform  bill 
having  been  passed  in  the  Rhode  Island  Senate 
and  now  being  considered  by  the  House. 

Our  job  is  not  complete.  We  have  not  achieved 
all  that  was  necessary  to  resolve  the  medical  lia- 
bility insurance  crisis.  Most  impcji  tantly,  caps  on 
pain  and  suffering  and  on  attorneys’  contingency 
fees  are  not  included  in  the  legislative  package. 
We  must  maintain  our  militant  posture  to  achieve 
this  needed  tort  reform.  Even  more  importantly, 
we  must  strive  vigorously  to  have  a voice  in  future 
changes  that  will  affect  the  practice  of  medicine 
in  the  years  ahead. 

I he  resources  of  the  Rhode  Island  Medical 
Society  in  the  coming  year  must  be  increasingly 
aj)plied  to  public  relations  and  legislative  affairs. 
Success  in  one  is  directly  linked  to  success  in  the 
other.  As  for  public  relations,  the  public  image 
of  physicians  must  be  enhanced.  We  must  seek 


Peter  D.  T.  Clarisse,  MD 


to  repair  a sometimes  sullied  image  by  fostering 
a greater  understanding  of  the  medical  profes- 
sional through  increased  visibility  and  active  in- 
volvement in  the  community  as  well  as  by  con- 
stant attention  to  the  quality  of  care.  A successlul 
public  relations  effort  and  a firm  commitment  to 
excellence  in  medical  practice  are  essential  to  suc- 
cess in  the  legislative  arena. 

Regarding  legislative  affairs,  opportunities  to 
testify  at  committee  hearings,  speak  to  legislators, 
and  publicly  express  positions  on  all  health-re- 
lated hills  must  he  vigorously  sought.  It  is  the 
responsibility  of  all  of  our  members  to  assist  the 
General  Assembly  and  share  with  them  the  view- 
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jK)ints  ()1  jjliysiciaiis  and  the  health  care  com- 
munity on  |)r()|)()se(l  legislation.  Without  such 
j)rolessional  involvement,  legislators  do  not  have 
the  necessary  hac  kgronnd  to  make  iidormed  de- 
cisions. 

For  the  society  to  projec  t sue  h c ommnnity  lead- 
ership is  not  easy.  It  recjiiires  both  commitment 
on  the  part  oi  the  memhershij)  and  the  necessary 
resources.  Available  resources  ate  limited.  We 
are  laced  with  the  need  ol  increasing  oni  li- 
nances,  rearranging  onr  priorities,  oi  both. 

As  ])iesiclent  ol  the  Society,  I am  committed 
to  enhancing  onr  hnancial  base.  Our  investments 
must  he  managed  wisely  lor  the  greatest  return. 
I am  also  committed  to  reassessing  with  the  as- 
sistance ok  the  Long-Range  Planning  Committee 
the  priorities  ol  the  Society.  W-c  will  attemjjt  to 
eliminate  unnecessary  exjjenses  to  redirect  the 
Society  toward  the  goals  and  priorities  of  the  Long- 
Range  Planning  Committee.  I am  further  com- 
mitted to  enhancing  the  hnancial  base  of  the  So- 


ciety throngh  aggressive  clues  collection  and  a 
broadening  of  the  memhershij)  base  to  include 
all  eligible  |)hysic  ians.  Where  medic  al  issues  arise, 
the  authorities  and  the  legislature  address  not 
the  s|)ecialty  soc  ieties,  hut  the  Rhode  Island  .Med- 
ical Society.  Those  who  for  years  ha\e  remained 
outside  organi/ed  medicine  have  in  effect  had  a 
liee  t ide.  We  must  make  them  see  the  light.  The 
Soc  iety  is  underfunded  foi  what  needs  to  be  ac- 
comj)lished.  As  it  sjjeaks  foi'  all  |)hysicians  in  the 
state,  it  is  ciitically  im|)ortant  that  it  have  the 
su|)|K)rt  and  j^artieijjation  of  all  j)hysic  ians. 

RIMS  needs  your  su|)|joit.  The  .Society  must 
have  sidhcient  funding  if  it  is  to  rej)iesent  the 
state’s  jihysicians  adecjuately.  Otherwise  it  will  he 
unable  to  sustain  the  cjuality  of  medical  care  which 
our  j)atients  deserve. 

I ask  for  your  helj).  Please  contact  your  col- 
leagues. Encourage  them  to  su})|)ort  this  orga- 
nization and  become  an  active  j)ai  tieijjant  in  de- 
ciding the  future  of  medicine. 


There  must  be  a good  reason  why 

we’ve  become  the 


UNTIED 

SURGICAL  CENTERS 


The  Professionals  in 
Home  Health  Care  Ecfiiipment 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 

We  carrv’ just  about  EVEK'tTHING  for  ttome 
HeaJth  Care  . . . which  means,  evervlhing  a 
patient  or  convaJescent  needs  to  implement  the 
doctor's  treatment  directions.  For  Ostomy  and 
O.xygen  needs  to  Orthopedic  Appliances.  Wheel 
chairs.  Walkers  and  Hospital  Beds,  we  re  here  to 
ser\’c  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  e.xactly  "what  the 
doctor  ordered  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  F’arty  Claims 
Accepted  and  Processed. 


(401)  781-2166  380  WARWICK  AVE..  WARWICK  RI 02888 

OPEN  DAILY  8 to  5:30  • SATURDAY  8 to  1 At  the  Cmnstan/Warwlck  City  Line 
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Nutrition  Misinformation: 

How  to  Protect  Your  Patients 

Physicians  Have  Obiigation  to  Aiert  Patients  to  Potentiai  Dangers 


Anita  B.  Lasswell,  MS,  RD 
Tricia  Leddy,  MS,  RD 


Health  cjuackery,  including  nutrition  quackery, 
is  on  the  rise.  Congressman  Claude  Pepjjer  (1), 
Florida)  and  his  subcommittee  published  exten- 
sive testimony  from  a 1985  hearing  in  Washing- 
ton.' One  of  the  main  points  of  the  hearing  was 
that  although  older  Americans  are  especially  sus- 
ceptible to  health  fraud,  no  one  is  immune.  In 
his  1981  presidential  address  to  the  American 
Society  for  Clinical  Nutrition,  Doctor  Victor  Her- 
bert suggested  that  questionable  nutrition  infor- 
mation could  possibly  overwhelm  nutrition  sci- 
ence.^ Some  have  suggested  that  this  already  has 
happened.^ 

Nutrition  misinformation  is  not  new.  Magical 
properties  have  been  attributed  to  certain  foods 
and  nutrients  since  earliest  recorded  history.^ 
Nutrition  ignorance  and  misinformation  are 
widespread  in  our  society.®"  Many  health  profes- 
sionals and  other  leaders  lack  scientihc  nutrition 
information  since  nutrition  course  requirements 
for  baccalaureate  and  graduate  training  vary 
widely.®  '®  Some  politicians  actively  pursue  leg- 
islation supporting  nutrition  misinformation  and 
seek  to  exempt  substances  marketed  as  food  sup- 
plements from  regulation  by  the  Food  and  Drug 
Administration  (FDA).  The  Federal  Trade  Com- 
mission declared  the  terms  “health  foods,”  “or- 
ganic foods,”  and  “natural  foods”  deceptive,  mis- 
leading, and  undehnable,  but  no  longer  attempts 


Anita  B.  Lasswell,  MS,  RD,  is  Nutritionist  and  Clin- 
ical histructor.  Department  of  Faymly  Medicine,  The 
Meynorial  Hospita II Brown  University,  Pawtucket, 
Rhode  Island. 

Tricia  Leddy,  MS,  RD,  is  Chief,  Office  of  Nutrition 
Serinces,  Rhode  Island  Department  of  Health,  Provi- 
dence, Rhode  Island. 


to  regulate  their  use  in  advertising.'^  Consumer 
Reports  recently  published  an  article  conhrming 
that  some  reputable  pharmaceutical  companies 
and  drugstores  promote  unnecessary  nutriticm 
supplementation  and  sell  more  vitamin/mineral 
supplements  than  do  health  food  stores.'®  Di- 
ploma mills  across  the  country  operate  openly, 
awarding  to  “graduates”  nutrition  credentials 
such  as  “certihed  nutritionist”  or  “dietolo- 
gist.”"’- '" 

Such  abuses  probably  would  not  continue  if 
the  public  and  health  professionals  were  well- 
informed  and  held  sound  beliefs  on  nutrition. 
Nutrition  quackery  is  not  only  a problem  for  nu- 
trition science  and  technology,  but  also  a behav- 
ioral problem  that  includes  culture,  religion, 
magical  thinking,  and  the  symbolism  of  certain 
foods.  While  not  all  food  and  nutrition  misin- 
formation is  harmful,  enough  harm  has  been 
documented  by  individuals  following  spurious 
advice  to  warrant  concern.- 

Food  faddism  is  a multi-billion  dollar  industry 
and,  according  to  the  FDA,  is  the  most  wide- 
spread form  of  health  quackery  in  the  US.  The 
commissioner  of  the  New  York  City  Department 
of  Consumer  Affairs  published  an  investigative 
report  concluding  that  products  sold  in  New  York 
City  health  food  stores  were  not  only  more  ex- 
pensive than  identical  products  found  in  con- 
ventional markets,  but  included  a vast  array  of 
pseudo-vitamins,  food  supplements  possibly  con- 
taminated with  arsenic  and  lead,  diet  aids  un- 
proven in  safety  and  efficacy,  and  “organically 
grown”  foods  that  contain  pesticide  residues.'® 

We  shall  discuss  briefly  some  common  types  of 
products  promoted  by  purveyors  of  nutrition 
misinformation.  More  thorough  evaluations  of 
these  products  are  available.'®"'* 
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Products  Used  for  Chronic  Diseases 

Aloe  Vera:  (Maims  have  appeared  for  iliis  siieeu- 
leiit  plant’s  use  in  Heating  tuberculosis,  gout,  hy- 
j)ertension,  artlnitis,  and  emphysema.  Kxternal 
use  of  the  j)lant  aj)peai  s safe  l)ut  the  dt  ied  latex 
or  fluid  from  the  leaves  is  a seveie  cathartic.  No 
toxic  reactions  have  been  rej)orted,  hut  individ- 
uals using  it  should  he  cautious,  as  (|uality  coutt ol 
of  the  extract  may  vary. 

Garlic:  Promoted  f ot  use  foi  hay  fevei , ai  - 
thritis,  sleep  disot ders,  lung  pi ohiems,  and  sinus 
infectious,  it  also  is  rejjoi  ted  to  retard  aging  and 
pi  event  cancer  and  heart  disease.  Garlic  taken  in 
doses  recommended  for  these  ailments  should 
be  considered  a jiharmacologic  agent,  as  these 
doses  far  exceed  common  dietary  intakes. 

Gerovital  H-3:  Sold  as  an  anti-aging  substance, 
(ieroviti  il  consists  of  mostly  j^rocaine  hydro- 

chloride. Gontrolled,  double-blind  studies  have 
failed  to  demonstrate  any  benefit. 

Nucleic  Acids:  Nucleic  acids  have  been  pro- 
moted as  an  anti-aging  factor  and  as  a cure  for 
degenerative  diseases  such  as  diabetes,  athero- 
sclerosis, and  senility.  Nucleic  acids  when  taken 
orally  are  digested  in  the  gastrointestinal  tract 
and  are  not  absorbed  intact.  Because  they  can 
raise  serum  uric  acid  levels,  high  intakes  should 
be  avoided  by  persons  predisposed  to  gout  and 
uric  acid  urolithiasis. 

Lysine:  Phis  essential  amino  acid  is  claimed  to 
be  ef  fective  for  cold  sores  or  fever  blisters  caused 
by  the  herjjes  simplex  f virus.  Studies  have  been 
inconclusive  regarding  its  use.  Caution  should  be 
exercised  when  the  substance  is  taken  in  large 
doses.  Because  of  the  competitive  nature  of  ab- 
sorption of  amino  acids  for  binding  sites,  it  could 
lead  to  amino  acid  imbalance  in  the  body. 


Products  Used  as  Dietary  Supplements 

Vitamins 

Nicicin:  Megadoses  of  niacin  or  nicotinic  acid  have 
been  touted  as  a treatment  for  schizophrenia  in 
“orthomolecular  psychiatry”  circles  without  con- 
clusive evidence.  Large  doses  (3-6  g daily)  of  nia- 
cin are  used  in  the  treatment  of  hypercholester- 
olemia. These  doses  have  been  found  to  be 
effective,  but  are  not  without  serious  side  effects 
such  as  liver  damage,  cardiac  arrythmias,  nausea, 
vomiting,  diarrhea,  hypotension,  tachycardia,  and 
fainting.-^ 

Ascorbic  acid:  Supplements  of  \itamin  (’.  are 
currently  very  popular  items  in  pharmacies  and 
health  food  stores.  Reports  of  its  use  as  a treat- 


ment for  colds,  cancer,  and  atherosclerosis  have 
been  inconclusi\e,  and  no  clear-cut  evidence  ex- 
ists for  its  efficacy  as  a treatment  for  any  disease 
except  scurvy.  Adverse  effects  of  megadoses  of 
ascorbic  acid  include  tooth  enamel  erosion  from 
chewable  tablets,  precipitation  of  oxalate  renal 
calculi  in  suscejitible  individuals,  diarrhea,  ab- 
dominal cramps,  interference  with  mine  glucose 
tests  and  tests  for  occult  blood  in  the  stool,  “re- 
bound” scurvy  in  infants  born  ol  mothers  taking 
large  doses,  and  hemolytic  anemia  in  individuals 
with  glucose-6-j)hosj)hate  dehydrogenase  defi- 
ciency. 

Vitamin  Used  for  many  years  as  a placebo, 
other  claims  lor  vitamin  B,2  or  cyanocobalamin 
include  treatment  of  infecticjus  hej)atitis,  poor 
ajjpetite,  aging,  multij^le  sclerosis,  and  j)0(ji 
growth.  Well-contrcdled  studies  show  no  benefit 
from  vitamin  B,2  injections  or  (nal  suj)])le- 
ments.’-^^-^^  There  is  no  known  toxicity  of  vitamin 
B,2  when  taken  in  large  doses. 

Vitamin  A:  Experimental  studies  of  \itamin  A 
analogs  and  B-carotene  have  shown  interesting 
results  in  cancer  jjievention.  Retinol,  or  vitamin 
A,  is  very  toxic  in  large  doses  and  can  cause  ex- 
tensive liver  damage,  is  teratogenic,  and  can  cause 
increased  intracranial  jiressure.'^ 

Vitamin  Pyridoxine  is  enjoying  popularity 
as  a sujiplement  to  treat  hyperemesis  gravidarum 
and  premenstrual  syndrome.  A recent  report  in 
the  New  England  Journal  of  Medicine  showed  that 
some  women  taking  megadoses  of  vitamin  Bg  for 
premenstrual  syndrome  exjjerienced  jjolyneu- 
ropathies  that  were  sometimes  irreversible. 

Vitamin  E:  Many  extravagant  claims  have  been 
made  for  vitamin  E in  the  prevention,  amelio- 
ration, or  cure  of  a number  of  chronic  diseases 
and  problems  from  ulcer  and  diabetes  to  arthritis 
and  balding.  Vitamin  E is  also  promoted  as  an 
aphrodisiac  and  as  a salve  used  topically  for  burns, 
stretch  marks,  and  scars  on  the  skin.  Claims  such 
as  these  have  arisen  as  a result  of  misinterpre- 
tation of  or  extrapolation  from  animal  studies. 
Clinically,  vitamin  E is  useful  in  the  treatment  of 
hemolytic  anemia  in  premature  infants  and  of 
intermittent  claudication. Reports  of  toxicity 
consist  of  vague  complaints  for  the  most  part; 
however,  some  serious  side  effects  in  human  sub- 
jects have  been  reported  at  doses  exceeding  9()0 
mg  daily. 

Minerals 

Calcium:  Dolomite  and  bone  meal  supplements 
as  well  as  calcium  carbonate  antacids  are  widely 
touted  as  the  best  prevention  for  osteoporosis. 
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Bone  meal  is  the  ground  j)o\vder  of  anitnal  hones, 
while  dolomite  is  basically  ground  limestone  or 
chalk,  a combination  of  magnesium  and  calcium 
carbonates.  Bone  meal  has  been  found  in  some 
cases  to  be  contaminated  with  lead.  Dolomite  and 
other  forms  of  calcium  carbonate  may  alter  the 
acidity  of  stomach  contents,  thereby  reducing  ab- 
sorption of  other  nutrients  such  as  iron. 

Selenium:  Selenium  is  enjoying  pojjularity  as  a 
mineral  snj)plement  that  can  cure  cancer,  heart 
disease,  sexual  dysfunction,  arthritis,  and  skin 
and  hair  problems  and  slow  aging  and  jjrevent 
poor  eyesight.  Like  many  of  the  other  claims  made 
for  dietary  supplements,  these  have  emerged 
from  misinterpretation  of  animal  studies.  Be- 
cause of  its  function  as  a part  of  the  glutathione 
peroxidase  system  to  protect  against  oxidant 
damages,  much  interest  has  been  shown  in  its 
possible  involvement  in  cancer  prevention,  it  has 
been  shown  to  inhibit  carcinogenesis  in  some  an- 
imal studies,  but  no  clinical  trials  have  yet  been 
completed.'®  Since  some  forms  of  selenium  are 
toxic,  patients  must  be  warned  about  supple- 
mentation in  doses  over  200  mg  daily. 

Zinc:  Zinc  functions  as  a cof  actor  for  regulating 
the  activity  of  many  zinc  dependent  enzymes  in- 
volved in  nutrient  metabolism.  Promoters  of  its 
use  as  a dietary  supplement  claim  that  when  given 
in  large  doses  it  can  improve  athletic  perform- 
ance, cure  baldness,  and  inijDrove  sex  drive  and 
virility.  Again,  claims  such  as  these  seem  to  be 
based  on  extrapolation  of  data  from  animal  stud- 
ies taken  out  of  context.  Even  though  zinc  sup- 
plements are  well  tolerated  and  have  a large  mar- 
gin of  saf  ety,  prolonged  oral  ingestion  may  result 
in  symptoms  of  toxicity,  may  interfere  with  cop- 
per metabolism,  and  may  reduce  high  density 
lipoprotein  cholesterol  levels.'® 

Ergogenic  Aids 

“Energy  food  for  natural  vitality,”  “promotes 
mental  alertness  and  energy,”  “amazing  break- 
through improves  athletic  performance.” 
Whether  it  be  pill,  powder,  liquid,  capsule,  syrup, 
or  granule,  there  is  a multitude  of  products  on 
the  market  which  claim  to  boost  energy.^®  Many 
athletes  claim  that  one  reason  for  their  successful 
performance  was  the  ingestion  of  a particular 
food  or  food  supplement.  This  type  of  anecdotal 
testimony  is  not  supported  by  scientihc  evi- 
dence.^' Among  various  products  promoted  as 
ergogenic  (energy-producing)  aids  are  vitamin  E, 
vitamin  C,  wheat  germ,  wheat  germ  oil,  bee  pol- 
len, sunflower  seeds,  lecithin,  honey,  gelatin, 
phosphates,  kelp,  and  brewer’s  yeast."'  Studies  in 


the  early  1970s  with  vitamin  E and  vitamin 
suj)j)lements  confirmed  that  neither  had  ergo- 
genic {properties. "2. 33  Recent  claims  that  bee  {pol- 
len can  increase  energy,  strength,  and  stamina 
in  com{petiti(pn  are  not  sii{p{p(prted  by  scientihc 
evidence,  fiuleed,  ex{perts  have  concluded  that 
{pollen  has  ikp  unique  characteristics  that  work  up 
siqpply  more  energy,  des{pite  one  conqpany’s  cur- 
rent $30  million  sales  of  bee  {Ptpllen  {products. 

The  American  Dietetic  Association  officially 
stated  in  1980  that  it  does  not  recipgnize  any 
unique  ergcpgenic  value  of  pripclucts."'  f he  most 
{Practical  advice  for  healthy  {patients  wanting  t(p 
increase  their  energy  or  boost  athletic  {perform- 
ance is  regular  exercise,  healthy  eating  {patterns, 
and  adequate  slee{p. 


Weight  Loss  Fads 

Ap{proximately  88  millicpu  Americans  are  consid- 
ered overweight,  and  40  million  are  considered 
clinically  obese  (20  {per  cent  abipve  ideal  body 
weight).""  The  desire  to  lose  weight  has  hel{ped 
to  s{pawn  an  industry  in  America  with  revenues 
estimated  to  be  close  to  $10  billiipu.  Dieters  are 
easily  tempted  by  the  vast  at  ray  of  books,  diets, 
drugs,  liquids,  candies,  diet  foods,  and  devices 
that  {promise  to  shed  excess  {pounds  quickly  and 
without  effort.  Many  are  {promoted  as  closely 
guarded  secrets  or  “new  discoveries.” 

Each  season  at  least  one  diet  btpok  is  high  on 
the  bestseller  list.""  A recent  study  of  the  nutri- 
tional adequacy  of  1 1 currently  {P(P{Pular  diet  books 
revealed  that  none  provided  100  {per  cent  of  the 
US  Recommended  Dietary  Allowances  for  the  13 
vitamins  and  minerals  studied.""  Fhe  latest  best- 
selling diet  book  is  based  iqpon  a theory  of  diges- 
tion which  has  certainly  never  graced  the  {pages 
of  a medical  text.  Due  t(p  the  exclusion  of  milk 
products,  most  peo{ple  who  follow  its  advice  will 
be  dehcient  in  dietary  calcium,  which  is  of  {par- 
ticular concern  for  those  at  risk  for  osteo{Porosis. 

Over-the-counter  drugs  and  supplements:  The  FDA 
has  recently  targeted  weight  loss  gimmicks  as  part 
of  a national  {public  service  campaign  against 
health  fraud."®  S{pecific  {products  deemed  dan- 
gerous or  ineffective  by  the  FDA  include  {phen- 
ylpropanoloamine  (PPA),  benzocaine,  human 
chorionic  gonadotro{pin,  glucomanan,  spirulina 
(derived  from  algae),  starch  blockers,  cholecys- 
tokinin,  and  the  amino  acids  arginine  and  orni- 
thine."’ 

Ketogenic  diets:  Clark  and  Blackburn  described 
the  com{plications  associated  with  low  carbohy- 
drate, high  {protein  ketogenic  diets  as  ketosis,  cal- 
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ciuni  depletion,  dehydi ation,  weakness,  nausea, 
impaired  renal  function,  vitainin/mineral  defi- 
ciencies, and  hypernriceiniad"  Many  storefront 
weiglit  foss  j)i()grains  and  |)ul)lislied  weight  foss 
diets  are  l)ase(f  on  a ketogenic  diet  j)lan. 

Fasliiifr:  In  addition  to  the  coinj)lications  as- 
sociated with  tlie  ketogenic  diet,  fasting  can  result 
in  negative  nittogen  l)alanceand  loss  of  lean  body 
mass.  Advei'se  effects  on  heart,  renal,  and  liver 
function  have  also  been  reported.*" 

Liquid  meal  refdaeemeuts:  Sours  described  17 
deatlis  associated  with  the  use  of  very  low  calorie 
licjuid  jtrotein  regimens,  d’he  deaths  ajtjjeared  to 
he  inde|)endent  of  the  tyjje  of  medical  sujjei  vi- 
sion received  and  biological  (piality  of  the  protein 
product  used.^*  The  deaths  were  secondary  to 
ventricular  arrythmias  following  prolonged  use 
of  low  calorie,  high  protein  diet  formulas.  New 
variations  contain  higher  quality  protein  and 
mineral  and  vitamin  supplementation  that  the 
earlier  products  lacked.^**  However,  they  are 
still  considered  dangerous;  the  FDA  has  attrib- 
uted six  deaths  to  the  newer  formulas,  often  sold 
in  supermarkets,  drugstores,  and  by  “diet  coun- 
selors” with  no  formal  training  in  the  health  or 
nutrition  helds. 

A successful  weight  loss  program  should  be 
based  on  a nutritionally  adecpiate  diet  with  a min- 
imum of  1200  calories,  with  50  per  cent  of  the 
calories  as  carbohydrates,  15  to  20  per  cent  as 
protein,  and  30  per  cent  as  fat.  Additionally,  the 
program  should  strongly  encourage  exercise,  in- 
corporate behavior  modihcation  strategies,  and 
provide  frequent  follow-up  visits  or  group  meet- 
ings for  support. 

How  to  Spot  a Purveyor  of  Nutrition 
Misinformation 

An  easy  way  to  spot  misinformation  is  to  identify 
“tags”  or  features  of  fallacious  claims.  The  more 
tags  that  can  be  applied  to  the  claim,  the  less  valid 
it  becomes.  Common  tags  found  in  claims  are 
listed  below: 

Sales  pitch:  Many  promoters  of  unsound  nu- 
trition information  are  salesmen  hrst,  utilizing 
sales  techniques.  Fhey  create  a need  and  then 
show  how  their  prodtict  will  hll  that  need. 

Magical  thinking:  The  nostrum  “if  a little  is  good, 
more  is  better”  and  “if  it  sounds  too  good  to  be 
true,  it  probably  is”  apply  here.  Key  words  such 
as  “cure,”  “miraculous,”  “amazing,”  “easy,” 
“quick,”  and  “painless”  lure  the  gullible  person. 
Even  well-educated,  intelligent  individuals  are  not 
totally  immune  to  having  their  sense  of  magic 


aroused. 

Half  truths:  Many  of  the  jtromoters’  claims  are 
taken  out  of  context  and  extrapolated  from  an- 
imal research.  A good  example  of  a common  half 
tiuth  is  the  claim  that  ceitain  vegetable  oils  and 
margarines  have  no  choleslei ol.  Fhe  unsusjjecl- 
ing  ])ublic  does  not  know  that  plant  piodncts  are 
naturally  free  of  cholesterol. 

'festimonials:  This  “tag”  is  the  hallmark  of  many 
nutrition  claims.  If  a celebiity,  sports  figure,  or 
even  an  ordinary  citizen  lejioits  benefits  from  a 
particular  jrr'odirct,  jreojjle  terrd  to  believe  that  it 
will  work  for  therrr  as  well. 

Scare  tactics:  Promoters  of  rrutritiorr  rrrisirrlor- 
rnatiorr  often  try  to  frightetr  peojile  with  wartr- 
irrgs  of  carreer,  corrtarnirratecl  foods,  rnalmrtri- 
tiorr,  and  other  health  prrjblerns  especially  if  their 
product  is  trot  regular  ly  used.  Fhey  offer  jrro- 
tection  from  a host  of  ills  that  might  befall  arry 
of  us. 

Amateur  diagnosis:  Some  jjoj^ular  fad  diet  books 
on  the  market  contairr  lists  (>f  symptoms  that  alert 
the  reader  and  encourage  him  or  her  to  self- 
diagnose  a health  pr  oblem.  Of  course,  the  diet 
offers  a “cure”  for  all  symptoms  listed. 

Persecution  complex:  Many  purveyors  of  nutri- 
tion quackery  claim  to  be  victims  of  persecutiorr 
by  organized  medicirre,  government  agencies,  and 
other  established  institutions. 

Fake  credentials:  Nutrition  is  a subject  that  at- 
tracts many  charlatans.  Unfortunately,  as  already 
mentioned,  many  diploma  mills  operate  operrly, 
awarding  worthless  certiheates  and  degrees  to 
anyone  who  has  paid  a fee. 

How  Can  Physicians  Help  Guard  Against 
Nutrition  Quackery? 

Patients  w ill  often  rely  on  the  advice  of  their  phy- 
sicians to  evaluate  the  safety  and  effectiveness  of 
various  gadgets,  pills,  or  food  supplements 
claimed  to  aid  in  weight  loss,  cure  disease,  or 
otherwise  provide  health  benehts.  Patients  may 
be  r eluctant  to  discuss  these  self-prescribed  reg- 
imens w'ith  their  physicians;  indeed,  the  physi- 
cian must  try  to  elicit  this  information  from  pa- 
tients so  that  they  can  at  least  be  monitored  while 
following  a weight  loss  regimen,  or  discouraged 
if  safety  is  a concern. 

Once  again,  the  physician  must  be  the  “gate- 
keeper.” The  greatest  help  may  be  in  listening 
to  patients’  concerns,  watching  for  potentially 
dangerous  products  marketed  locally,  and  pro- 
viding this  information  to  patients.*'  Successful 
strategies  for  working  with  patients  include:  un- 
derstandirrg  and  respecting  the  patient’s  health 
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beliefs,  eliciting  information  using  a nonjudg- 
mental  approach  about  the  specific  product  or 
fad  diet,  and  finally,  offering  constructive  sug- 
gestions for  change. 

For  weight  loss  and  other  nutrition-related 
problems,  a registered  dietician  will  jjrovide  the 
patient  with  an  individually  planned,  nutrition- 
ally adequate  diet  and  fbllow-up  as  needed.  Die- 
titians are  available  to  patients  in  almost  all  hos- 
pitals on  an  outpatient  basis,  as  well  as  in  jii  ivate 
practice,  health  centers,  and  other  settings.  A list 
of  settings  where  dietitians  provide  nutrition 
counseling  is  available  at  no  charge  from  the  Of- 
fice of  Nutrition  Services  at  the  Rhode  Island 
Department  of  Health  (401/277-2309). 

Fhere  are  many  resources  ready  to  provide 
specific  information  on  questionable  products  and 
to  respond  to  complaints.  Registered  dietitians 
working  in  the  hospital  where  a physician  is  af- 
filiated are  excellent  resources  for  the  physician 
for  information  on  nutrition  quackery. 

The  following  organizations  are  also  excellent 
resources: 

For  information: 

Rhode  Island  Nutrition  Hotline 
Rhode  Island  Department  of  Health 
75  Davis  Street 

Providence,  Rhode  Island  ()2908 
800-624-2700  (9am- 1pm) 

National  Council  Against  Health  Fraud 
PC)  Box  1276 

Loma  Linda,  C/alifornia  92354 
714/796-3067 

To  file  a complaint: 

Food  and  Drug  Administration 
585  Commercial  Street 
Boston,  Massachusetts  02109 
617/223-5857 

Better  Business  Bureau 
270  Weybosset  Street 
Providence,  Rhode  Island  02903 
401/272-9802 

To  file  a complaint  concerning  a product  sold  or 
advertised  by  mail: 

US  Postal  Service 

Providence  Post  Office 

24  Corliss  Street 

Providence,  Rhode  Island  02904 

401/276-6930 
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with  the  understanding  that  they  are  original  contributions, 
have  never  been  published  or  submitted  elsewhere,  and  are 
submitted  only  to  the  Rhode  Island  Medical  fournal. 
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Illustrations:  Authors  are  urged  to  use  the  services  of  profes- 
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those  on  photographs  and  drawings.  Recognizable  photo- 
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Reprints:  Because  of  cost  considerations,  reprints  are  not  pro- 
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tion; year  of  publication,  volume  (if  given);  and  page  num- 
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It  is  rarely  desirable  to  include  a complete  review  of  the 
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On  nitrates, 
but  angina  stfll 
strikes,.. 


r 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,‘ diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 


ISOPHN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g,,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions ) Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge  Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis)  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  funaion  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%),  AV  block; 
3rd  degree  (0,8%),  bradycardia:  HR  < 50/min  (1  1%),  CHF  or  pulmonary 
edema  (0,9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
m.y  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 
—Vaughn  Hale 


“It's  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

— Douglas  Scribner 


U.S.  Savings  Bonds  now' 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
w'rite  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 
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Paying  Better  Than  Ever  ' "" 

public  service  of  this  publication. 


Certificate  of  Need: 

A Concept  Whose  Time  Has  Passed 


The  Competition  of  the  Marketplace  Should  Be  Allowed  to 
Function  without  Governmental  Interference 


Joseph  A.  Chazan,  MD 


In  1967,  the  Rhode  Island  General  Assembly, 
faced  with  rising  and  perceived  uncontrolled 
health  care  costs,  created  a commission  to  inves- 
tigate hospital  room  rates.  The  deliberations  of 
this  commission  resulted  in  the  creation  of  the 
certihcate-of-need  (CON)  process.  This  program 
was  designed  to  control  that  portion  of  health 
care  costs  attributable  to  hospital  capital  expend- 
itures. However,  in  1974  when  the  US  Congress 
passed  the  National  Health  Planning  and  Re- 
sources Development  Act,  PL  93-641,  which  re- 
quired each  state  in  order  to  receive  federal  funds 
to  establish  a certihcate-of-need  program  to  con- 
trol health  care  facility  construction,  renovation, 
and  development,  the  Rhode  Island  legislature 
and  the  Department  of  Health  took  this  oppor- 
tunity to  expand  its  authority  under  the  certih- 
cate-of-need program.  Since  then,  Rhode  Island 
has  had  one  of  the  most  encompassing  and  re- 
strictive programs  in  the  nation.  Several  reports 
have  suggested  that  the  certihcate-of-need  mech- 
anism was  effective  in  controlling  costs  although 
the  data  were  at  best  inconclusive. 

At  the  present  time  changes  in  reimbursement 
incentives  and  a virtual  revolution  in  the  funding 
of  health  care  suggests  that  the  efficacy  of  the 
certihcate-of-need  process  as  a positive  modiher 
of  health  care  costs  should  be  reexamined.  The 
purpose  of  this  review  is  to  reevaluate  Rhode 
Island’s  experience  with  the  certihcate-of-need 
process,  to  speculate  as  to  its  usefulness  in  the 


Joseph  A.  Chazan,  MD,  is  Medical  Director,  Artificial 
Kidney  Center  of  Rhode  Isla  nd,  East  Providence,  Rhode 
Island,  and  Clinical  Associate  Professor  of  Medicine, 
Brown  University  Program  in  Aledicine. 


foreseeable  future,  and  to  suggest  an  alternative 
approach. 

CON  Process  from  1970  to  1979 

During  the  decade  of  the  seventies,  j)ublished 
reports  from  the  Rhode  Island  Department  of 
Health  suggested  that  the  process  was  econom- 
ically benehcial  and  promoted  great  savings.  The 
data  to  support  these  conclusions  were  largely 
based,  however,  on  experience  during  the  early 
years  of  the  decade.  This  early  experience  was 
characterized  by  a short  review  time  and  greater 
Hexibility  in  conducting  the  review.  During  these 
early  years,  the  costs  for  developing  certihcate- 
of-need  applications  were  relatively  insignihcant 
since  there  was  no  application  format,  nor  did  it 
require  applicants  to  hie  within  a specihc  time 
frame.  In  addition,  reviews  routinely  took  less 
than  90  days,  and  inhation-related  delay  costs 
were  held  to  a minimum. 

The  process  was  not  without  its  problems,  how- 
ever, since  the  denial  rates  did  not  provide  very 
good  evidence  of  reducing  costs.  Furthermore, 
the  process  had  no  effect  on  system-wide  plan- 
ning and  did  nothing  to  prevent  duplication  or 
encourage  economy.  In  fact,  the  very  aspects  of 
the  program  which  contributed  to  the  relative 
absence  of  process-related  costs,  ie,  its  informal- 
ity and  prompt  response,  also  acted  as  a virtual 
bar  to  the  development  of  any  comprehensive 
plan  for  health  care  growth.  The  process  was 
reactive  and  lacked  a planning  framework. 

CON  Process  from  1980  to  1985 

In  1978  the  certihcate-of-need  process  became 
more  formalized,  expanded,  and  strengthened, 
but  this  new  approach  did  not  necessarily  im- 
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prove  the  impact  on  health  eaie  costs.  At  the 
present  time,  lot  hospitals  theie  is  only  a single 
leview  cycle  between  210  and  ‘^30  days,  and  loi 
other  health  care  facilities  there  ate  two  cycles 
that  can  take  nj)  to  210  days  to  comj)lete.  The 
only  lelief  from  this  inordinate  delay  is  afforded 
hy  the  prosj)ect  of  expeditious  review  which  is 
only  granted  under  ext  l aoi  (Unary  circum- 
stances. 

Data  obtained  from  the  Rhode  Island  Dejiart- 
metit  of  Health  foi'  the  jjeiiod  of  1980-1085  are 
presented  in  Tables  1-4  and  reveal  that  the  cer- 
tihcate-of-need  })rocess  has  done  very  little  in 
terms  of  avoiding  caj)ital  expenditure  and  du- 
plication in  the  hosj^ital  sector.  With  few  excep- 
tions hospital  {proposals  are  approved  whereas 
othei  health  care  facilities  are  subject  to  a sig- 
nificant denial  rate. 

Although  hospital  proposals  ajipear  to  be 
modihed  atid  reduced  in  costs  as  a result  of  this 
process,  this  is  more  apparent  than  real.  Appli- 
cants realize  that  in  their  initial  recjuest  they  have 
to  “give  something  away,”  but  still  have  enough 
left  to  get  what  they  want.  As  a result,  the  so- 
called  negotiation  is  a charade.  The  reviewers,  in 
order  to  satisfy  the  federal  government's  need  to 
document  savings,  demonstrate  that  they  are  in 
fact  “reducing”  the  project  and  “saving”  dollars. 
Thus,  applicants  who  expect  proposals  to  be  re- 
vised downward  during  the  review  process  in- 
flate their  original  proposals  to  enable  the  state 
agency  to  claim  savings.  Although  these  savings 
are  not  “real,”  the  delays  imposed  on  the  process 
are  very  real  and  are  probably  more  than  sufh- 
cient  to  offset  any  real  savings.  On  the  other  hand, 
the  advocates  of  certihcate  of  need  have  pointed 
to  the  effect  of  the  process  in  stemming  the  tide 
of  construction  and  duplication  of  hospital  beds. 
Unfortunately  this  argument  is  unsupportable  by 
facts. 

The  Next  Few  Years 

Although  the  preceding  evaluation  could  be  var- 
iously interpreted,  the  f uture  of  certificate  of  need 
in  light  of  changes  in  the  health  care  system  must 
be  reexamined.  The  health  care  system  has  now 
changed  dramatically  with  the  advent  of  diag- 
nosis-related groups,  health  maintenance  orga- 
nizations, preferred  provider  organizations,  and 
other  alternative  delivery  systems,  and  we  are 
entering  a period  when  only  those  institutions 
which  ef  fectively  compete  in  the  marketplace  will 
and  should  survive.  Efficiency  and  economy  of 
scale,  provision  of  unique  services,  and  an  in- 
novative approach  to  the  delivery  of  health  care 
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Table  1.  Hospital  Certificate  of  Need  Experience  1980- 
1985 


Number 

Capital  Costs 

Proposals  approved 

48 

$122,323,000 

Proposals  denied 

2.5 

$ 3,150,000 

Proposals  delayed  longer  than  six 

months* 

13 

$ 70,838,000 

‘Longest  delay  — Miriam  Ambulatory  Surgery  — 29  months 


Table  2.  Denial  Details  Certificate  of  Need  Hospital 
Experience  1980-1985 


Capital  Costs 

The  Miriam  Hospital  — Chronic  pain 
program  $ 1 50,000 

The  Miriam  Hospital  — Behavioral  Med- 
icine Unit  $3,000,000 

Butler  Hospital  — Flexible  increase  in 
licensed  bed  capacity  none 


is  mandated  at  all  levels.  In  this  setting,  the  cer- 
tificate-of-need  process  represents  a cumber- 
some, retrogressive  approach  to  the  reality  of 
health  care  in  the  1980s.  As  long  as  the  entire 
cost  of  new  prcjgrams  are  not  passed  on  t(J  third- 
party  insurance  companies  or  patients,  creating 
new  services  or  facilities  sh(juld  not  be  restricted. 
For  example,  the  development  of  outpatient  sur- 
gical centers,  dialysis  centers,  and  emergency 
rooms  should  not  need  to  be  approved  under 
this  process.  Rather,  they  should  be  licensed  in 
a fashion  which  assures  quality  of  care.  The  source 
of  capital  and  the  financial  arrangements  should 
be  (jf  little  concern  to  the  Department  of  Health 
if  these  services  can  be  provided  in  an  ef  ficient, 
cost-effective  way  and  be  reimbursed  in  a com- 
petitive fashion.  It  is  fair  to  say  that  in  the  emer- 
gence of  health  maintenance  organizations,  the 
concerns  of  business  and  the  overwhelming  in- 
volvement of  the  federal  government  will  assure 
that  cost-effectiveness  will  be  an  important  factor 
for  successful  programs.  A continued  policy  of 
governmental  control  which  is  not  keeping  with 
national  trends  will  do  little  to  improve  health 
care  in  Rhode  Island  or  positively  effect  the  cost 
of  delivering  this  care. 

A new  approach  to  the  handling  of  these  mat- 
ters may  be  useful.  The  Department  of  Health 
and  the  state  legislature  would  benefit  from  re- 
evaluating their  position  and  perhaps  establish- 
ing one  that  does  not  require  such  strict  regu- 
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Table  3.  Other  Health  Care  Facilities  (1980-1985) 


Proposals  approved  — 45  (32  nursing  home  bed  reclassifi- 
cations and  small  bed  increases) 

Proposals  denied  or  withdrawn  — 18 
Proposals  delayed  more  than  6 months  — 6 (two  delayed 
proposals  are  now  beginning  their  second  year  of  review) 


Table  4.  Denial  Details  — Other  Health  Care  Facilities 
(1980-1985) 


13  of  18  denials  — proposals  by  proprietary  facilities  to  es- 
tablish alternatives  to  institutional  care  as  follows: 

2 home  health  agencies 

2 nursing  homes 

2 surgery  centers 

1 mobile  CT  scanner  operation 

5 outpatient  alcohol/drug  abuse  treatment  centers 

1 inpatient  alcohol  treatment  center 


lation  and  control.  Everyone  is  interested  in 
providing  quality  services  at  affordable  cost.  Since 
providers  of  these  services  are  ever-increasingly 
aware  of  the  cost  implications  of  creating  new 
facilities  or  programs,  it  is  unlikely  that  reason- 
ably prudent  persons  will  expand,  duplicate,  or 
extend  themselves  beyond  their  hscal  means. 
Since  virtually  all  hospital  proposals  are  ap- 
proved (Table  1),  the  applicants  perhaps  should 
be  allowed  to  proceed  with  their  expansions  if 
they  are  not  linked  totally  to  reimbursable 
charges.  If  the  program  is  to  be  linked  to  reim- 
bursable charges,  then  some  negotiation  should 
take  place.  For  example,  a dollar  hgure  for  reim- 
bursement should  be  agreed  upon,  and  the  total 
cost  of  the  project  could  be  determined  by  the 
hospital,  ie,  how  much  it  will  cost  them.  For  free- 
standing facilities,  the  competition  of  the  mar- 
ketplace should  be  allowed  to  function  without 
governmental  interference  or  control  except  for 
licensure. 

Rhode  Island  has  consistently  been  at  the  bot- 
tom of  the  innovative  ladder.  While  we  beneht 
by  avoiding  the  mistakes  of  others,  we  pay  a high 
price  in  our  acceptance  of  a medical  package 
which  is  always  hve  to  ten  years  behind  the  lead- 
ers. This  new  approach  may  be  jiroductive,  and 
it  certainly  is  better  than  the  status  quo,  which 
has  not  proved  to  be  ef  fective  in  the  recent  past 
and  is  far  less  likely  to  have  a positive  impact  in 
the  foreseeable  future. 


STARKWEATHER  & SHEPLEY 

PROVIDES  MORE  MALPRACTICE 

INSURANCE  FOR  RHODE  ISLAND 
DOCTORS  THAN  ANY  OTHER 
AGENCY....  ANYWHERE 

PLUS  insurance  for 

tax  audit 
partnership 
disability  income 
worker’s  compensation 
fire/ theft/ auto 

and  group  insurance, 
pensions,  benefits 

Since  1879 

STARKWEATHER  & SHEPLEY,  INC. 

1 55  South  Main  Street 
Providence,  Rhode  Island  02903 
(401)  421-6900 
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Now  here’s 

a loan  approval  committee 
you  can  work  with. 


Dick  Boenning,  Vice  President,  Fleet  Private  Banking  Group 


At  Fleet’s  Private  Banking  Group,  you  never  deal  with  committees.  You  deal 
with  your  own  personal  financial  counselor,  A finance  professional  who  has  the  power 
to  give  you  immediate  loan  approvals.  And  the  experience  to  help  structure  a sophisti- 
cated management  program  for  all  your  finances. 

The  Private  Banking  Group  at  Fleet  was  set  up  specifically  for  high  earning 
professionals  like  you.  To  assure  you  of  complete  personal  and  professional  banking 
services  as  a preferred  client.  With  high  priority  status.  And  a noticeable  absence  of 
red  tape. 

So  why  deal  with  committees,  when  you  can  do  business  with  your  own  per- 
sonal Private  Banking  counselor?  A professional  like  Dick  Boenning  who  can  provide 
a superior  level  of  financial  service.  And  give  you  direct  access  to  the  resources  of 
Rhode  Island’s  largest,  most  experienced 
bank.  To  find  out  what  Private  Banking 
at  Fleet  can  mean  for  you,  call  Dick 

Boenning  at  278-6537,  or  Jo-Ann  Jayne,  Fleet  National  Bank 
Assistant  Vice  President,  at  278-6527.  new  ENGLAND’S  FINANCIAL  RESOURCE 

You’ll  find  that  they’re  both  very  Member  F.  D.I.C. 

easy  to  work  with.  Equal  Opportunity  Lender 
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Tropical  Sprue  and  Multiple  Myeloma 


Chronic  Immunocyte  Stimulation  May  Have  Led  to 
Autonomous  Proliferation  of  a Malignant  Clone  of  Plasma  Cells 


Douglas  S.  Levine,  MD 
H.  John  Ree,  MD 
James  P.  Crowley,  MD 


Tropical  sprue  is  one  of  many  gastrointestinal 
entities  that  are  characterized  by  small  intestinal 
mucosal  damage  (villous  flattening)  and  malab- 
sorption, including  gluten  sensitive  enteropathy 
(or  celiac  disease),  infectious  enteritides,  immu- 
nodehciency  syndromes,  malnutrition,  and  oth- 
ers.' The  disease  is  endemic  to  various  tropical 
regions  and  can  affect  visitors  to  these  areas.  The 
term  “tropical  malabsorption”  or  “tropical  en- 
teropathy” is  applied  to  patients  who  may  present 
with  a wide  spectrum  of  manifestations  of  mal- 
absorption syndrome  developing  in  the  tropics, 
hut  the  term  “tropical  sprue”  applies  to  those 
patients  with  the  most  severe  secondary  effects 
in  whom  no  etiology  can  be  found. Patients 
with  the  latter  affliction  typically  present  with 
symptoms  of  diarrhea  and  weight  loss,  have  stig- 
mata of  malnutrition,  and  have  laboratory  evi- 
dence of  iron,  folate,  or  vitamin  dehciency 
anemia,  and  imjiaired  fat,  vitamin  B,2,  and  car- 
bohydrate absorption.  On  jejunal  biopsy,  micro- 
scopic sections  show  flattened  villi  with  mono- 
nuclear inhltrate.  Therapy  with  folate 


Tliis  studv  was  supported  in  part  Ity  NRSA  AM-071  13-09. 


Douglas  S.  Levine,  MD,  is  associated  with  the  Division 
of  Gastroenterology,  Department  of  Medicine,  Univer- 
sity of  Washington,  Seattle,  Washington. 

H.  John  Ree,  MD,  is  associated  with  the  Department 
of  Pathology,  Rhode  Island  Hospital  and  Brown  Uni- 
versity Program  in  Medicine,  Providence,  Rhode  Is- 
land. 

James  P.  Crowley,  MD,  is  associated  with  the  Division 
of  Hematology,  Department  of  Medicine,  Rhode  Island 
Hospital  and  Broivn  University  Program  in  Medicine, 
Providence,  Rhode  Island. 


replacement  and  tetracycline  is  usually  effective. 

The  etiology  of  tropical  sprue  is  unknown,  but 
theories  about  possible  nutritional  deficiencies, 
transmissible  infectious  agents,  or  dietary  or  in- 
fectious toxins  resulting  from  proximal  small 
bowel  bacterial  overgrowth  have  been  dis- 
cussed.'^*’ The  potential  long-term  malignant 
complications  of  this  condition  are  unknown, 
which  contrasts  with  the  well-established  rela- 
tionship between  celiac  disease  and  carcino- 
ma,lymphoproliferative  disease,"  immune 
dehciency  states,  and  malignant  diseases."^"’ Ac- 
cordingly, we  thought  it  worthwhile  to  document 
the  occurrence  of  myeloma  in  a patient  with  long- 
standing tropical  sprue. 

Case  Report 

A 57-year-old  male  from  the  Dominican  Repub- 
lic was  admitted  to  the  hospital  with  complaints 
of  increasing  generalized  weakness  and  shortness 
of  breath  accompanied  by  symptoms  of  an  upper 
respiratory  tract  infection.  He  was  taking  no 
medications.  He  described  diarrheal  bowel 
movements  intermittently  occurring  for  at  least 
hve  years,  including  the  two  years  he  had  been 
in  the  United  States.  During  the  years  before  his 
admission,  he  had  lost  5-10  kg  of  weight.  The 
patient  had  been  diagnosed  two  years  earlier  as 
having  multiple  myeloma  at  another  hospital.  The 
cause  of  his  diarrhea  was  not  determined  at  that 
time  although  a Schilling’s  test  was  abnormal.  He 
received  hve  courses  of  monthly  melphalan  and 
prednisone,  but  he  discontinued  his  treatment 
for  obscure  reasons  nine  months  prior  to  ad- 
mission to  this  hospital. 

On  physical  examination  the  patient  was  thin, 
pale,  and  mildly  tachyjjneic,  with  a congested 
cough.  The  lungs  were  clear.  Ciardiac  examina- 
tion revealed  a S4  gallop  without  murmurs.  1 he 
abdomen  was  distended  without  evidence  of  or- 
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gaiioiiic^aly,  masses,  or  ascitic  (liiid.  1 he  leclal 
examination  was  normal,  and  the  stool  was  neg- 
ative lot  occult  blood.  The  extremities  revealed 
marked  j)itting  ankle  edema.  Neurologic  exam- 
iuatiou  was  normal.  Ntitiitional  assessment  ol  this 
,^)(i  kg,  1()5  cm  tall  male  showed  him  to  be  7.5  kg 
below  his  ideal  body  weight. 

Laboiatory  studies  iucluded  hematoctit  15.9 
per  cent,  hemoglobin  -4.9  gm  |)er  cent,  MC\'  155 
|jl1,  MCiH  -15  |JLfxg,  M(iHC  51.5  pet  cent,  white 
blood  count  57()0/|xl  (55  percent  segmented  leu- 
kocytes, 45  per  cent  lytnphoc  ytes,  2 per  cent 
monocytes),  ])latelet  count  75,()00/|xl,  reticulo- 
cytes 5 per  cent,  pet  ipheral  blood  smear  (macro- 
cytic erytln ocytes  and  hypersegmentaticm  of  the 
segmented  leukocytes);  sodium  157,  potassium 
4.1,  chlorine  109,  HCO3  25  (anion  gaj)  = 5),  and 
magnesium  0.9  niEc|/l;  blood  urea  nitrogen  11, 
creatinine  1 .0,  glucose  81,  calcium  8.2,  and  phos- 
phate 2.9  mg  ))er  cent;  erythrocyte  sedimenta- 
tion rate  95  mm/hour;  total  protein  8.9  and  al- 
bumin 2.4  mg  per  cent  with  large  M-comj)onent 
in  the  gamma  region;  (|uantitative  immunoglob- 
ulin levels  IgG  5850,  IgA  54  and  IgM  54.4;  urine 
electrophoresis  showed  free  kappa  light  chains. 
Bone  marrow  biopsy  and  aspiration  showed  ac- 
tive hematopoiesis  with  megaloblastic  features, 
reduced  iron  stores,  and  50  per  cent  plasma  cells. 
Malabsorption  studies  are  shown  in  Table  1. 

Upper  gastrointestinal  and  small  bowel  follow- 
through  radiographic  study  revealed  delayed 
transit  time  and  evidence  of  mucosal  edema  with 
thickening  of  mucosal  folds  throughout  the  small 
bowel.  Jejunal  biopsy  revealed  appreciable  vil- 
lous flattening  with  mucosal  nonspecific  chronic 
inflammation  without  other  specific  alterations. 
Amyloid  was  not  present.  Duodenal  aspirate  for 
bacterial  culture  and  Giardia  was  unremarkable. 
Stool  culture  revealed  normal  flora  and  speci- 
mens were  free  of  ova  and  parasites. 

The  clinical  picture  and  laboratory  studies  sug- 
gested a diagnosis  of  tropical  sprue  in  association 
with  IgG  kappa  multiple  myeloma,  and  the  pa- 
tient was  given  a therapeutic  trial  of  parenteral 
vitamins  B12  and  potassium,  folate  1 mg  daily  by 
mouth,  and  tetracycline  250  mg  four  times  daily 
by  mouth.  The  reticulocyte  percentage  rose  to 
55.4  per  cent,  hemoglobin  to  8.5  gm  per  cent, 
and  hematocrit  to  27.8  per  cent.  The  patient 
gained  5 kg  over  a 21-day  period.  Following  the 
favorable  response  to  therapy  for  tropical  sprue, 
the  patient  was  treated  with  a four-day  course  of 
melphalan,  prednisone,  and  allopurinol.  A re- 
peat Schilling’s  test  performed  three  months  after 
treatment  with  tetracycline  was  normal. 


Table  1 . Malabsorption  Studies  of  a Patient  with  IgG  K 
Multiple  Myeloma  and  Tropical  Sprue 


Determinations 

Results 

Normal  Values 

Prothrombin  lime 

15.3 

1 1 .3  sec 

Serum  carotene 

10.0 

>75  mg'dl 

Urinary  indicans 

246,0 

<120  mg/dl 

D-xylose  absorption  (5  hrs) 

3.24 

6.61. 1 .2  gm 

Schilling  test 

6% 

>7.5% 

72-hour  stool  fat 

37.6 

2-5  g/24  hrs 

Gastric  pH 

2.0 

1, 1-6.0 

Table  2.  Gastrointestinal  Diseases  Reported 
in  Association  with  Multiple  Myeloma 


Reference 

A.  Malabsorption  syndrome: 

1 . Infection  (See  text) 

2.  Amyloidosis  (See  text) 

3.  Plasmacytic  infiltration  (See  below) 

4.  Celiac  disease  12,14 

5.  Idiopathic  steatorrhea  22 

B.  Plasmacytic  infiltrative  disease: 

1.  Solitary  plasmacytoma  12 

2.  Nodular  polyposis  23 

3.  Myelomatous  polyposis  24 

C.  Coincident  or  antecedent  gastrointestinal  illness: 

1 . Ulcerative  colitis  25,26 

2.  Peptic  ulcer  disease  26 

3.  Cholecystisis,  cholelithiasis  26 

4.  Chronic  pancreatitis  26 

5.  Atrophic  gastritis  26 


Comment 

Malabsorption  in  patients  with  multiple  myeloma 
is  reported  rarely,  but  when  it  occurs  it  may  be 
secondary  to  amyloidosis  or  infectious  enteritides 
(eg,  giardiasis),  or  more  rarely  plasmacytic  infil- 
tration of  the  small  bowel  with  maintenance  of 
mild  blunting  of  the  epithelial  villous  architec- 
ture,celiac  disease, or,  perhaps,  other  un- 
known causes. Our  patient  demonstrated  no 
findings  to  suggest  any  of  these  diagnoses.  His 
malabsorption  studies,  small  bowel  biopsy,  re- 
sponse to  therapy  with  folate  and  tetracycline, 
and  emigration  from  a region  endemic  for  trop- 
ical sprue  all  supported  this  diagnosis.  Gastroin- 
testinal illness  is  seldom  reported  in  association 
with  multiple  myeloma,  and  aside  from  malab- 
sorption syndrome  may  include  either  plasma- 
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cytic  infiltrative  disease  of  alimentary  tract  mu- 
cosa or  other  coincident  diseases  ('f  able  2). 

The  relation  between  trojjical  sjjrne  and  mul- 
tiple myeloma  in  onr  j^atient  is  sj^eculative.  'The 
etiology  and  j^athogenesis  of  plasma-cell 
dvscrasias^’^'  based  on  animal  models  involves 
cbtonic  stimulation  of  immnnocytic  lymj)boid  tis- 
sue as  the  initial  carcinogenic  factor.  'I'ransient 
paraproteinemias,^®  or  a self-limited  appearance 
and  snbsetjuent  disappearance  of  monoclonal 
immutioglobnlin  jDiotein  occur  in  tropical  sprite, 
celiac  disease,^'  acipiired  hypogammaglobuline- 
mia,-® and  Wiskott-Aldrich  syndrome.^®  These 
observations  suggest  continuing  imnuiocyte  stim- 
ulation with  autonomous  proliferation  that  could 
precede  malignant  change  in  lymphocytes  or 
plasma  cells. 

A dysfunctional  gastrointestinal  tract  may  pro- 
mote carcinogenesis  in  ways  other  than  as  a sub- 
strate on  which  immunocytes  are  chronically 
stimulated.  Patients  with  secretory  IgA  dehciency 
have  been  documented  to  have  excess  serum  an- 
tibodies to  food  and  bacterial  antigens^^  which 
suggests  another  plausible  explanation  of  asso- 
ciated malignant  disease:  the  potential  ease  of 
passage  of  oncogenic  antigens  or  viruses  through 
the  permeable  mucosa.  Evidence  for  this  hy- 
pothesis comes  mainly  through  the  study  of  other 
diseases,  including  inflammatory  bowel  disease, 
gastrointestinal  allergy,  celiac  disease,  toxigenic 
diarrhea,  chronic  active  hepatitis,  and  autoim- 
mune disease  in  which  enhanced  intestinal  u in- 
take of  antigenic  macromolecules  via  an  altered 
mucosal  barrier^^  may  participate  in  the  devel- 
opment of  systemic  disease. 

The  occurrence  of  multiple  myeloma  in  a pa- 
tient with  tropical  sprue  adds  support  to  the  con- 
cept that  malabsorption,  perhaps  with  an  asso- 
ciated inherited  or  induced  dysfunctional 
immune  system,  may  form  the  pathogenetic  basis 
for  the  subsequent  development  of  lymphopro- 
liferative  disease. 


Summary 

rhe  clinical  presentation  and  course  of  a 57-year- 
old  man  with  tropical  sprue  and  multiple  mye- 
loma is  reported.  The  malabsorption  syndrome 
antedated  the  development  of  myeloma.  Since 
transient  paraproteinemias  have  been  observed 
in  tropical  sprue,  the  association  of  these  two 
diseases  may  be  related  to  prior  chronic  immu- 
nocyte  stimulation  with  eventual  autonomous 
proliferation  of  a malignant  clone  of  plasma  cells. 
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re*ha*bil*i*tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don’t  have  to  leave  the  State  for 
inpatient  physical  rehabilitation.  Newport  Hospital’s 
Vanderbilt  Rehabilitation  Center  provides  the  most  comprehensive 
medical  rehabilitation  in  Rhode  Island,  southeastern 
Massachusetts  and  eastern  Connecticut.  The  Center  is 
accredited  by  the  national  Commission  on  Accreditation 
of  Rehabilitation  Facilities  and  the  Joint  Commission 
on  Accreditation  of  Hospitals  and  is  supported  by 
the  general  medical/surgical  capabilities  of  a 
full  service  hospital. 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area.  For  further 
information  or  a descriptive  brochure  call  (401) 

846-6400,  extension  1845,  or  write  to:  Vanderbilt 
Rehabilitation  Center,  Newport  Hospital, 

Friendship  Street,  Newport,  Rhode  Island  02840. 


The  28  bed  Center  provides; 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 


VANDERBILT 

REHABILITATION  CENTER 
At  Newport  Hospital 

Fnendshap  St.,  Newpjort,  R1  02840 
(401)846-6400,  ext.  1845 
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The  Role  of  the  Family  Practitioner 


\Ne  Must  Work  Together  to  Shape  a System  of  Excellence 
for  the  Benefit  of  All  Americans 


Senator  Claiborne  Pell 


The  very  idea  of  the  family  physician  is  one  that 
is  generally  associated  with  trust  and  respect.  The 
current  atmosphere  of  professional  specializa- 
tion is  such  that  we  have  endless  specialties  in 
medicine,  tax  lawyers  who  specialize  in  capital 
gains,  and  football  players  who  play  nose  tackle 
in  third  down  situations.  It  is  against  this  back- 
drop that  we  view  our  family  physician,  the  gen- 
eral practitioner,  as  friend,  conhdent,  and  healer. 

We  have  many  crises  facing  us  today.  The  threat 
of  nuclear  war,  domestic  and  international  eco- 
nomic difficulties,  and  the  increasing  recrea- 
tional abuse  of  narcotics  by  a frightening  number 
of  our  people,  to  name  a few.  To  most  individ- 
uals, however,  these  problems  are  not  of  great 
signihcance  unless  that  individual  enjoys  reason- 
ably good  health.  One  of  the  most  astute  remarks 
that  Benjamin  Disraeli  ever  made  was  that  “ . . . 
the  health  of  the  people  is  really  the  foundation 
upon  which  all  their  happiness  and  all  their  pow- 
ers as  a state  depend.”  It  is  in  this  regard  that 
the  crisis  in  health  care  delivery  deserves  priority 
attention. 

The  cost  of  health  care  stands  out  as  the  single 
most  inflationary  factor  in  the  American  econ- 
omy today.  If  indeed  there  is  a season  for  every- 
thing and  a time  for  every  purpose  under  heaven, 
then  now  is  the  season  and  time  for  all  Americans 
to  deal  with  the  cost  of  health  care.  The  cost  of 
medical  care  continues  to  rise  at  triple  the  in- 
crease in  the  consumer  price  index,  which  itself 
has  a health  care  component.  In  1982,  the  total 
bill  for  health  care  in  the  United  States  was  $321 


Senator  Claiborne  Pell  serves  the  State  of  Rhode  Island 
and  Providence  Plantations.  This  paper  ivas  adapted 
from  his  speech  to  the  Rhode  Island  Chapter  of  the 
American  Academy  of  Family  Physicians  in  April  1986. 


billion.  That  represents  a levy  of  $1,400  on  every 
man,  woman,  and  child  in  America.  Almost  15 
cents  of  every  federal  tax  dollar  spent  went  to 
the  health  care  industry,  and  the  costs  of  health 
care  are  driving  many  states  into  a dehcit.  Health 
care  is,  of  course,  itself  a big  industry,  one  of  the 
biggest.  The  United  States  channels  ten  per  cent 
of  our  gross  national  product  (GNP)  into  the 
health  care  industry,  placing  us  third  in  the  world 
in  the  percentage  of  GNP  diverted  for  health 
care  expenditures.  In  spite  of  this  fact,  we  are 
ranked  only  hfteenth  for  men  and  eighth  for 
women  in  terms  of  longevity. 

We  can  and  should  take  satisfaction  in  that 
progress  has  been  made  in  assuring  health  care 
for  our  citizens  in  the  last  twenty  years.  There 
was  no  Medicare  program  when  I hrst  went  to 
the  Senate.  I was  a cosponsor  of  the  bill  that 
enacted  the  program.  Also,  I cosponsored  leg- 
islation which  led  to  the  growth  of  health  main- 
tenance organizations  and  worked  very  hard  to 
get  the  Rhode  Island  Group  Health  Association 
established.  In  addition,  I initiated  the  capitation 
legislation  that  resulted  in  Brown’s  medical  school. 
We  have  witnessed  the  spread  of  health  care  to 
underserved  populations  through  community 
health  centers  and  Medicaid-funded  home  health 
care  programs.  After  24  years  of  progress  in 
making  health  care  available,  rising  costs  now 
threaten  to  make  it  less  accessible. 

In  fact,  Rhode  Island  could  be  the  model  health 
care  state  with  its  single  medical  district,  its  med- 
ical school  and  teaching  hospitals,  and  its  out- 
reach community  health  centers. 

There  is  no  question  that  we  are  in  the  midst 
of  a health  care  crisis.  We  all  have  contributed 
mightily,  albeit  most  of  the  time  with  the  best 
intentions,  without  forseeing  the  worst  of  the  un- 
intended effects.  Health  care  costs  have  been 
largely  hidden  from  the  consumer  in  prepaid 
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health  ])laiis.  l oo  many  cili/.ens  do  not  take  a lull 
enough  responsibility  lor  their  own  wellness,  ie, 
witness  the  amount  of  cigarette  smoking,  the  lac  k 
ol  exercise,  and  poor  dietar  y arrd  lifestyle  habits. 

joseph  Califarro,  the  distirrgrrished  for  rrrer  Sec- 
retary  of  Health,  Kdircatiorr,  arrd  Welfare,  irr  his 
most  rec  errt  hooV.  America’s  Health  Care  Revolution: 
Who  Lives'?  Who  Dies?  Who  Pays?  notes  that  Arrrer  - 
ica  is  awakerring  to  the  health  care  cr  isis  it  laces 
arrd  norre  too  soorr.  How  we  will  fare  dirrirrg  this 
crisis  will  he  cleterrrrirred  by  the  collective  efforts 
of  all  of  rrs,  governnrenl,  cor  jjoratiorrs,  physi- 
cians, arrd  layrnerr.  As  Presiderrt  Lyndon  Rairres 
johrrson  stated,  “Oirr  destiny  in  the  midst  of 
charrge  will  rest  orr  the  nnchanged  character  of 
onr  peoj)le  arrd  their  faith.” 

There  are  those  who  argne  that  we  are  headed 
toward  governrnerrt  mandated  death  control  sys- 
tems, as  Americans  live  longer  and  the  elderly 
become  a larger  proportion  of  onr  popirlation. 
This  senior  boc:mi  must  be  anticipated  and 
planned  for  before  the  health  care  dependent 
population  becomes  viewed  as  a birrclen  to  be 
avoided  instead  of  valued  members  to  be  em- 
braced. Califano,  in  his  book  mentioned  earlier, 
asserts  that  we  can  correct  our  health  care  deliv- 
ery system  from  its  present  collision  course  to 
one  that  pr  eserves  and  enhances  our  miraculous 
medical  system.  He  states,  “We  can  shape  this 
incipient  revolution  into  a fundamental  trans- 
formation of  the  personal  motivations,  hnancial 
incentives,  and  institutional  roles  and  relation- 
ships of  doctors,  hospitals,  patients,  and  pur- 
chasers of  health  car  e.  To  do  so,  we  must  stop 
blaming  others,  the  doctor,  hospital  administra- 
tor, health  insurer,  medical  equipment  manu- 
facturer, drug  company,  malpractice  lawyer, 
union,  corpor  ate  lawyer,  or  government  bur  eau- 
crat. All  of  us  mrrst  look  to  ourselves  to  do  what 
we  can  do  differerrtly.  We  much  charrge  the  way 
we  think  aborrt  health  care.” 

One  aspect  of  this  health  care  problem  that 
cannot  be  ignored  is  the  burgeoning  overall  li- 
ability insurarrce  crisis.  This  has  rrrade  itself 
known  specihcally  to  family  doctors  irr  the  form 
of  huge  incr  eases  irr  malpractice  insur  ance  rates. 
The  f960s  saw  a dramatic  increase  in  the  pace 
of  legal  change.  In  the  past  25  years,  there  has 
been  a fundamental  alteration  irr  marry  of  the 
legal  doctrines  and  irr  the  basic  balarrce  of  the 
civil  litigatiorr  systerrr.  The  terrderrcy  has  beerr  to 
exterrd  greatly  the  defirritiorr  of  liability,  r esultirrg 
irr  arr  experrsive  arrd  unpredictable  liability  sys- 
terrr. Most  irrrpacted  by  today’s  systerrr  are  those 


who  provide  jrroducts  arrd  services,  sirch  as  doc- 
tors, rrramrfactrrr  ers,  arrd  rmrrricipalilies,  who  are 
rrow  at  rrruch  greater  r isk  of  beirrg  sired. 

Rates  for  rrraljrractice  irrsurarrce  have  r iserr  dra- 
rrratically  over  the  last  few  year  s.  For  exarrrple,  irr 
Rhode  Island,  there  was  a 49.3  jrer  cerrt  increase 
irr  1985  arrd  a 33  per  cent  increase  in  1984. 
Last  week,  the  insirrarrce  group  that  provides 
rrralpractice  liability  coverage  for  the  state’s  health 
care  irrdustr  y filecl  a reijuest  which  woirld  in  orre 
year  rrrore  than  double  the  prerrriurrrs  for  nearly 
1,800  physiciarrs  arrd  surgeorrs  arrd  550  other 
health  care  sjrecialists.  Lhat  recjirest  would  raise 
the  arrrrual  jrrerniurrr  for  “high  risk”  sjrecialists, 
irrcluding  obstetr  iciarrs,  cardiovascular  surgeorrs, 
and  arresthesiologists,  to  about  $51,600  a year-. 
Besides  jjlrysicians  arrd  surgeorrs,  the  rate  irr- 
crease  would  apply  to  other  practitiorrers,  in- 
cludirrg  athletic  trairrers,  derrtists,  arrd  podiatrists. 
A similar  rate  reqirest  for  institutiorral  liability  is 
beirrg  prepar  ed. 

This  explosiorr  of  liability  irrsurarrce  rates 
threaterrs  the  careers  of  rrrarry  professiorrals.  Ob- 
stetriciarrs irr  New  York,  Califorrria,  Florida,  and 
elsewher  e ar  e r ef  usirrg  to  deliver  babies  followirrg 
loss  of  liability  irrsurarrce.  Oral  surgeorrs  irr  De- 
troit pay  $28,000  a year  for  liability  coverage  that 
cost  $10,000  irr  1984.  A typical  rreurosurgeorr  orr 
Lorrg  Islarrd  saw'  prerrriurrrs  jurrrp  this  year  frorrr 
$66,000  to  $101,000.  Further,  risirrg  irrsurarrce 
prerrriurrrs  are  terrrptirrg  older  doctors  to  retire, 
while  they  discour  age  yourrger  doctors  frorrr  err- 
terirrg  high  risk  areas  of  rrredicirre. 

Irr  the  irrterests  of  good  health  car  e for  society 
as  a whole  sorrrethirrg  rrrust  be  dorre  to  corrrbat 
this  problerrr.  Because  it  is  a problerrr  seriously 
affectirrg  doctors,  patierrts,  arrd  health  care  irr 
Rhode  Islarrd,  I have  cosporrsor  ed  S 1804,  intro- 
duced by  Serrator  Orrirr  Hatch  last  October,  which 
provides  federal  irrcerrtives  for  states  to  adopt 
professiorral  liability  r eforrrr.  Urrder  the  bill,  w hich 
was  developed  by  the  Arrrericarr  Medical  Asso- 
ciatiorr,  a state  would  be  eligible  for  federal  grarrts 
if  the  followirrg  reforrrrs  ar  e adopted  by  the  state 
arrd  rrrade  applicable  to  cases  irrvolvirrg  health 
care  rrralpractice: 

(1)  Marrdatory  periodic  payrrrerrts  irrstead  of 
lump  surrr  settlenrerrts  for  awar  ds  exceedirrg 
$100,000. 

(2)  Arrrerrdrrrerrt  of  the  collateral  source  rule  to 
avoid  duplicate  payrrrerrts. 

(3)  A cap  of  $250,000  orr  awards  for  norr-eco- 
rrorrric  darrrages. 

(4)  Lirrritatiorrs  on  attorrreys’  fees  to  40  per  cerrt 
of  the  hrst  $50,000  of  the  awar  d,  33.33  per 
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cent  of  the  next  $50, ()()(),  25  per  cent  of  the 
next  $ 1 00, ()()(),  and  1 0 per  cent  of  any  awards 
greater  than  $200,000. 

(5)  Tightened  medical  discipline  and  hospital  risk 
management  programs. 

I hese  measures  would  be  an  important  step 
towards  controlling  a situation  that  is  increasing 
health  care  costs,  threatening  professional  ca- 
reers, and  affecting  businesses  in  many  areas. 

Another  constructive  way  to  reduce  health  care 
costs,  a method  which  is  most  frecjuently  over- 
looked, is  simply  by  educating  the  public  in  a 
comprehensive  fashion  about  improved  health 
habits.  Since  1970,  our  nation  has  experienced  a 
decline  in  deaths  from  coronary  heart  disease. 
The  major  reasons  for  this  amazing  turnaround 
are  startling.  Improved  eating  habits  by  reducing 
cholesterol  intake  accounted  for  one-third  of  the 
drop.  The  decline  in  cigarette  smoking  was  re- 
sponsible for  another  cjuarter.  Deaths  from  stroke 
are  also  sharply  down  for  much  the  same  reasons. 
Virtually  all  factors  that  substantially  increase 
likelihood  of  heart  disease  are  within  the  pa- 
tient’s, not  the  doctor’s,  control:  smoking,  a high 


cholesterol  diet,  other  improjjer  eating  habits, 
obesity,  lack  of  exercise,  and  stress.  Smoking  is 
slow-motion  suicide,  a menace  that  has  taken 
more  American  lives  than  all  of  our  wars  and  all 
of  our  automobile  accidents  combined,  not  only 
through  heart  disease  and  cancer,  bnt  through 
another  two  of  the  ten  leading  causes  of  pre- 
mature death,  influenza/pneumonia  and  acci- 
dents. 

The  impetus  for  change  that  will  prevent  these 
self-destructive  habits  will  have  to  come  from 
many  different  sources.  Doctors  can  contribute 
to  this  attitudinal  change  by  increasing  their  ad- 
vocacy for  health  promotion  and  disease  preven- 
tion. 

The  causes  for  high  health  care  costs  are  cjuite 
obviously  varied  and  complex.  However,  a cen- 
tral fact  about  health  care  and  costs  in  America 
is  that  we  can  do  something  about  them.  We  must 
all  work  together  in  order  to  shape  a competitive 
system  of  excellence  which  can  be  utilized  for  the 
beneht  of  all  Americans  well  into  the  next  cen- 
tury. 


He  flourished 
during  the  first 
half  of  the 
20th  century/’ 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  intervention 
is  threatening  the  quality  of  medicine  — and  your  right  to  function 
as  an  independent  professional.  The  government,  responding  to 
cost  containment  pressures  from  myriad  sources,  has  taken  a 
more  active  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

In  your  fight  for  survival,  the  American  Medical  Association  is 
your  best  weapon.  The  AM  A is  the  most  influential  force  in 
health  care.  No  other  organization  can  so  effectively  reach  the 
national  policymakers  who  will  help  determine  your  future  and 
the  future  of  medicine. 

Join  the  AMA.  We're  your  voice  in  Washington.  And  we're 
fighting  for  you  — and  your  patients. 


The  American  Medical 
Association 

535  North  Dearborn,  Chicago,  Illinois  60610 
Please  send  me  membership  information. 


Name 


Address 


City 


State 


„ □ Member,  County 

Medical  Society 


For  more  information,  call  the  AMA  collect 

(312)  645-4783,  or  return  this  coupon  to  your  state  or 

county  society. 
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The  Trustees  of  the  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1986 

to  be  awarded  for  an  original  contribution  on 

"Cost  Containment  vs. 

Quality  Health  Care" 

The  award  is  named  after  Caleb  Fiske  (1753-1834),  who  was  a 
Rhode  Island  physician  and  judge.  Army  surgeon,  and  a de- 
scendant of  Roger  Williams.  Since  the  prize  was  initiated  in 
1836,  87  awards  have  been  made  for  original  contributions.  Pre- 
vious recipients  include  Charles  V.  Chapin,  Providence,  inter- 
nationally known  for  his  research  on  public  health;  David  King, 

Jr.,  Newport  who  received  the  award  in  1836  for  his  paper  on 
"Purpura  Haemorrhagica:  Its  Causes  and  Treatment";  and  Alton 
Oschner,  New  Orleans,  who  received  the  1958  award  for  his 
paper  entitled  "Bronchyogenic  Carcinoma:  Predisposing 
Causes." 

The  award  for  the  1986  Fiske  Prize  will  be  a maximum  of  $1,500. 

The  Trustees  reserve  the  right  to  award  one  or  more  prizes.  The 
competition  is  not  restricted  to  physicians. 

Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  Sept.  1,  1986  to  Secretary, 

Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society,  106  Francis  Street, 
Providence,  Rhode  Island  02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  award  recipient  must  transfer  copyright  privileges  to  the  Trustees  of 
the  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will 
be  considered  for  publication  in  the  Rhode  Island  Medical  Journal,  subject 
to  review  by  the  Editorial  Board. 
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HAVE  YOU  HEARD? 


A comprehensive  review  of  Trexan®  (Naltrexone 
HCl),  the  first  ef  fective  non-addictive  therapy  for 
detoxified  narcotic  (opioid)  addictions  developed 
by  DuPont  Pharmaceuticals,  was  presented  at  a 
recent  symposium  by  scientists  and  clinicians  who 
agreed  that  the  new  medication  represents  a ma- 
jor advance  in  the  treatment  of  narcotic  addic- 
tion. Sponsored  by  tbe  Department  of  Psychiatry 
at  the  University  of  Pennsylvania  Medical  School, 
the  conference  focused  on  the  widespread  poten- 
tial for  using  Trexan  to  treat  highly-motivated 
patients  who  have  been  detoxified  and  who  are 
simultanteously  receiving  counseling  or 
psychotherapy  as  well  as  strong  emotional  sup- 
port from  family  ancf  friends. 

The  drug  marks  a major  departure  from  pre- 
vious treatments  in  that  it  allows  patients  to  over- 
come narcotic  addiction  in  a narcotic-free  en- 
vironment rather  than  replacing  the  addiction 
with  dependency  on  another  drug,  such  as 
methadone.  The  first  oral  narcotic  antagonist 
approved  by  the  US  Food  and  Drug  Administra- 
tion, Trexan  works  by  blocking  the  euphoric  feel- 
ings associated  with  narcotic  use.  Administered 
after  complete  detoxification,  the  nonaddictive 
prescription  medication  is  reported  to  decrease 
cravings  for  narcotics  and  prevents  patients  from 
readdiction  in  the  event  that  the  sudden  impul- 
sive use  of  narcotics  should  occur. 

The  success  of  naltrexone  has  also  helped  to 
bring  about  a new  approach  to  the  treatment  of 
narcotic  adcfiction.  Traditionally,  one  goal  of 
treatment  has  been  to  achieve  complete  absti- 
nence from  narcotics.  Consec|uently,  when  a pa- 
tient suffered  a relapse,  which  was  often  the  case, 
both  the  patient  and  the  treatment  were  branded 
as  failures.  More  recently,  physicians  have  placed 
greater  emphasis  on  preventing  a sudden  relapse 
from  interfering  with  the  effectiveness  of  long- 
term psychotherapy  and  support  groups  in  wean- 
ing highly-motivated  patients  from  narcotics. 

In  its  applications  in  various  patient  popula- 
tions, Trexan  has  proven  to  be  most  effective  for 
detoxified  addicts  who  are  highly  motivated  to 
break  their  dependency  on  narcotics.  “Stated  in  a 
general  way,  patients  with  higher  levels  of 
psychosocial  functioning  upon  entrance  into  nal- 
trexone treatment  generally  tended  to  do  better 
in  the  treatment,”  noted  Doctor  Arnold  Washton, 
one  of  the  symposium  speakers,  who  added,  “In 
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short,  the  more  the  patient  had  to  lose  by  eoii- 
tiiiuiiig  to  use  his  drugs,  the  better  he  tended  to 
do  in  treatment,  provided  the  treatment  was 
jnoj)ei  ly  stt  iictured  (or  him.”  Washton  cited  the 
results  of  an  investigatioti  conducted  by  Regent 
Hosj)ital  in  New  York  Ciity  which  showed  that  a 
tnajority  of  129  addicts  with  jobs  in  finance,  busi- 
ness, and  various  medical  Helds  successf  ully  com- 
pleted six  months  of  naltrexone  therajjy  and 
were  still  free  from  narcotic  addiction  12  to  18 
months  latei . 


• • • 

The  American  College  of  Emergency  Physicians 
(ACEP)  has  called  for  “right  to  know”  laws  that 
will  provide  workers,  communities,  and 
emergency  tnedical  persotinel  with  information 
about  poisonous  materials  in  their  working  or 
living  environment.  T he  proj^osed  laws  include 
hazardous  materials  that  are  stored,  transported, 
or  disposed  of  in  or  near  communities.  One  in 
every  four  employees  is  exposed  to  sitbstances 
considered  hazardous  by  the  US  Occupational 
Safety  and  Health  Administration,  according  to  a 
1977  National  Occupational  Hazard  Survey. 
Most  of  these  employees  are  unaware  of  the  pres- 
ence of  any  hazardous  substance.  Moreover,  the 
majority  of  health  professionals,  including 
emergency  response  teams,  have  little  training  in 
the  detection  of  diseases  from  poisonous  or  toxic 
exposure. 

• • • 

\dsual  loss  among  diabetic  patients  with  macular 
edema  was  reduced  by  half  with  argon  laser  treat- 
ment in  a multicenter  randomized  clinical  trial 
sponsored  by  the  National  Eye  Institute,  accord- 
ing to  the  December  1985  issue  of  the  Archives  of 
Ophthalmology.  Compared  were  754  eyes  that  re- 
ceived immediate  focal  photocoagulation  with 
1,490  eyes  that  were  assigned  to  the  deferred 
treatment  group.  At  three  years,  only  12  per  cent 
of  those  in  the  immediate  treatment  group  has 
lost  a signif  icant  amount  of  visual  acuity  while  24 
per  cent  of  those  in  the  deferred  treatment  group 
has  done  so.  In  addition  to  reducing  the  risk  of 
visual  loss,  “focal  treatment  also  increased  the 
chance  of  visual  improvement,  decreased  the  fre- 
quency of  persistent  macular  edema,  and  caused 
only  minor  visual  field  losses,”  according  to  the 
study.  “The  beneficial  effects  of  treatment  dem- 
onstrated in  this  trial  suggest  that  all  eyes  with 
clinically  significant  diabetic  macular  edema 
should  be  considered  for  focal  photocoagula- 
tion,” the  report  says. 
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Clinically  significant  diabetic  macular  edema  is 
defined  as  retinal  thickening  that  involves  or 
threatens  the  center  of  the  macula,  a site  on  the 
retina  responsible  for  detailed  vision.  Diabetic 
patients  are  also  vulnerable  to  proliferative 
reintopathy  that  can  threaten  eyesight.  The  total 
study  group  included  3,928  patients.  Those  with 
advanced  proliferative  retinopathy  received  im- 
mediate panretinal  photocoagulation. 

Those  treated  for  macular  edema  had  mi- 
croaneurysms and  other  focal  leakage  sites  on  the 
retina  and  received  50-  to  lOO-micron  argon 
blue-green  or  green  burns  of  0. 1 seconds  dura- 
tion or  less.  Power  was  adequate  to  obtain  definite 
whitening  around  the  microaneurysm  or  leakage 
site.  Repeated  burns  were  sometimes  needed, 
according  to  the  report.  Changes  in  visual  acuity 
were  calcultaed  by  subtracting  the  visual  acuity 
score  measured  during  a follow-up  visit  from  the 
baseline  visual  acuity  score. 

Commenting  editorially,  the  study  group 
observes,  “These  results  substantially  increased 
the  number  of  diabetic  patients  who  might  ben- 
efit from  referral  to  an  ophthalmologist  and 
make  it  all  the  more  imperative  for  primary  care 
physicians  to  play  an  active  role  in  assuring  that 
their  diabetic  patients  receive  adequate  ophthal- 
mological  care.” 

• • • 

The  Inficon  Leybold-Heraeus  Company  recently 
introduced  the  FC-IOOO  Fluoroscopic  Imaging 
Computer®  wTich  significantly  reduces  the  radia- 
tion dosage  administered  to  patients  during  flu- 
roscopic  procedures.  The  computer  has  a built-in 
noise  reduction  feature  that  allows  diagnostic- 
quality  images  to  be  taken  at  very  low  radiation 
levels.  This  feature  reduces  visual  obstruction 
from  the  television  image  and  improves  the  res- 
olution of  the  information  to  be  digitally  re- 
corded in  the  computer.  X-ray  images  can  then 
be  computer-enhanced  and  stored  and  hard- 
copy films  can  be  obtained  for  diagnoses  and 
permanent  patient  files.  The  computer  can  also 
control  the  x-ray  generator,  making  “pulsed 
fluoroscopy”  possible.  In  this  procedure,  instead 
of  exposing  the  patient  to  a steady  stream  of 
radiation,  the  radiation  is  supplied  in  short  pulses 
and  the  image  viewed  is  constantly  updated. 

Moreover,  the  FC-IOOO  computer  can  produce 
very  high-quality  images  by  enabling  the 
radiologist  to  conduct  “pulsed  progressive  read- 
out” techniques.  In  this  method,  a short  but  in- 
tense burst  of  radiation  is  given,  and  the  resulting 
image  is  read  out  slowly  in  a progressive  fashion 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 
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to  a digital  memory  which  stores  the  image.  Once 
stored,  this  image  may  he  viewed  hy  the  pliysician 
and  Inrther  enhanced  hy  compntei  Innctions. 
1 liis  teclmi(]ue  promises  to  re[)lace  existing  hai d- 
coj)y  filming  e(|ihpment  in  ratliology,  jiroviding 
the  image  iiddrmation  in  digital  form  which  is 
stored  on  computer  taj)e.  The  conversion  of 
x-ray  images  into  numbers  will  eventually  allow 
for  future  integration  with  j)icture  archiving  and 
communication  systems.  The  trend  is  for  hos|)i- 
tals  and  imaging  centers  to  he  totally  computer- 
integrated. 

C>ompany  officials  claim  that  the  Inf  icon  FC- 
1000  Fluoroscoj)ic  Imaging  Computer  consider- 
ably reduces  patient  exposure  to  radiation,  im- 
proves image  cpiality  and  diagnoses,  can  he  readi- 
ly integrated  with  current  fluoroscopic  ecpiip- 
ment,  and  results  in  considerable  cost  savings 
since  film  and  equipment  use  is  reduced. 

• • • 

While  there  often  is  no  economic  incentive  for 
drug  companies  to  manufacture  drugs  for  vic- 
tims of  rare  diseases,  recent  cooperative  efforts 
by  government,  the  pharmaceutical  industry, 
and  voluntary  agencies  have  made  it  increasingly 
likely  that  these  patients  will  be  able  to  obtain  the 
medicines  they  need,  according  to  Doctor  Ed- 


ward Remmer,  writing  in  the  November/Decem- 
ber 1985  issue  oi  ACS H News  ^ Views,  a jiublica- 
tiou  of  the  American  (Council  of  Science  and 
Health,  f he  Council  is  an  independent,  nonprof- 
it consumer  education  organization  jjromoting 
.scientifically  balanced  evaluations  of  food,  chem- 
icals, the  environment,  and  health. 

f ile  cost  of  new  drug  develojjment  has  in- 
creased greatly  in  recent  decades,  in  part  because 
new  regulations  designed  to  ensure  that  drugs 
are  as  safe  and  effective  as  jjossible  have  also 
increased  the  need  for  costly  laboratory  and  clin- 
ical testing  before  marketing,  Remmer  noted. 
“As  a consequence,”  he  continued,  “drugs  with 
low  anticipated  returns  on  investment  often  do 
not  undergo  develoj)inent  quickly.  One  of  the 
costs  of  our  increased  cciucern  over  safety  and 
efficacy  has  been  an  expansion  of  the  list  of 
‘orphan’  drugs.  The  1983  Orphan  Drug  Act  and 
a 1985  amendment,  however,  have  helped  to 
solve  this  problem.  Ef  forts  by  the  ])harmaceutical 
companies,  which  sometimes  offer  orphan  drugs 
free  of  charge  as  a public  service  to  physicians, 
and  by  voluntary  agencies  representing  victims  of 
rare  diseases,  especially  the  National  Association 
for  Rare  Disorders  (NARD),  have  also  played  an 
important  role.” 
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herpes  lobiolis 

“HERPECIN-L  Is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L®.  . . a conservative  approach 
with  low  riskAiigh  Irenefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . . proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.B.  for  information.  For  samples  to  make 
your  own  clinicaf  evaluation,  write:  Campbell  Laboratories, 
Inc..  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HeRpecm-a: 


In  Rhode  Island,  HERPECIN-L  is  available  at  all  Brooks, 
CVS  Drug  Stores  and  other  select  pharmacies. 


Before  prescriblna  see  complete  prescribing  information  in  SK&F  CO 
literature  or  POR  The  following  is  a brief  summary 


* WARNING 

This  drug  Is  not  indicated  lor  initial  therapy  of  edema  or  hyperten- 
sion Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride  Further  use  in  anuria,  progressive 
renal  or  hepatic  dyslunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  otner  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  Is  more  likely  In  the  severely  ill,  with  urine 
volume  less  than  one  liter/day  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency  Periodically,  serum  K*  levels  should  be 
determined  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K'  Intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  laundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  It  their  use  is  essential, 
the  patient  should  slop  nursing.  Adequate  information  on  use  in  children 
IS  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  ol  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  ol  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  Increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide'  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  (ACTHl)  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
(unction.  Thiazides  should  be  used  with  cautloh  in  patients  with  impaired 
hepatic  (unction.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease  Observe  regularly  for  possible  blood  oyscrasias.  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly,  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hvperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  alterecl),  hyperuricemia  ano  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  witn  possible  metabolic  acidosis  'Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine  Hypokalemia  is 
uncommon  with  Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  (or  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions,  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a lew  patients  on  Dyazide', 
although  a causal  relationship  has  not  been  established. 

Supplied:  Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-PaK™  unit-of-use  bottles  of  tOO. 
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In  Hypertension*... 
When  Need  to 

Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
^ur  Assurance  of 


SK&F  Qu 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions), 


Potassium-  Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


a product  of 

SK&F  CO. 

Carolina,  P.R.  00630 


The  unique 
red  and  white 
Dyazide®  capsule: 
■feur  assurance  of 
SK&F  quality 

.TUkA, 

SF 


'r:  SK&F  Co  , 1983 


! 


■aivyjr.M.'.'Kaa 


Consider  the 
causative  organisms. . . 


250-mg  Pulvules”^  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistanf) 


Note:  Ceclor®  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Ceclor"  (cefaclor) 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae. Haemophilus  influenzae,  and 
S pyogenes  (group  A beta-fiemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
cephalosporins 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients. 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea  Colon  flora  is  altered 

by  broad-spectrum  antibiotic  treatment. 

possibly  resulting  In  antibiotic-associated 

colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  In  overgrowth 
of  nonsusceptible  organisms 

• Positive  direct  Coombs’  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  Individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  m pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother's  milk  Exercise 
caution  in  prescribing  for  these  patients 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2,5% 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
llke  reactions):  1.5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy  These  reactions  have  been 
reported  more  frequently  in  children 
than  In  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy 

• Other;  eosinophilia,  2%;  genital  pruritus 
or  vaginitis,  less  than  1% 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte 
count  (especially  In  Infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs’  test 

• False-positive  tests  tor  urinary  glucose 
with  Benedict’s  or  Fehling's  solution  and 
Clinitest"  tablets  but  not  with  Tes-Tape" 
(glucose  enzymatic  test  strip,  Lilly) 

©1986,  ELI  LILLY  AND  COMPANY  |060485LR| 
AMlional  inlormalion  available  lo  ibe 
pmlession  on  repuesl  Irom  Eh  Lillv  and 
Company.  Indianapolis.  Indiana  46285 
Ell  Lilly  Industries.  Inc. 
Carolina.  Puerto  Rico  00630 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


I . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day^^ 


Psychiatrist 

California 


ii 


appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  et  al  CItn  Pharmacol  Ther  12  691  - 
697,  Jul^Aug  1971  2.  Kales  A,  etal  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975  3.  Kales  A,  etal  Clin  Pharmacol 
Ther  /9  576-583,  May  1976  4.  Kales  A,  etal  Clin  Pharma- 
col Ther  32  781-788,  Dec  1982  5.  Frost  JD  Jr,  DeLuccfii  MR 
J Am  Ger/o/rSoc  2 7 54 1-546,  Dec  1979  6.  Dement  WC, 
etal  BehavMed.  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD  J Clin  Psychopharmacol  3 140-150,  Apr  1983 
8.  Tennant  FS,  etal  Symposium  on  the  Treatment  ot  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl  Clin  Pharmacol  Ther  21  355-361, 

Mar  1977 


brand  of 

flurazepam  HCI/Roche  (g 

Before  prescribing,  please  consult  complete  product 
information,  o summary  ot  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  maltormotions  ossociated  with 
benzodiazepine  use  during  the  first  trimester  Worn  potients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be 
coming  pregnanf  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  fo  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighftime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  oge 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  ot  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden 
cies,  or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosoge,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breoth,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  onorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  ond  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI 
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1 FOR  SLEEP 


After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  fill  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.'^  As  aiways,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  poge  for  summory  of  producf  informoflon 


; brand  of 

flurazepam  HCI/Roche  (E 

sleep  that  satisfies 
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Title  page  of  Parkinson’s  1817  treatise  on 
paralysis  agitans  — See  page  303 
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SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties 

General  Surgery 
Pediatrics 
Internal  Medicine 
Psychiatry 
Opthamology 


we  have  computerized 

Cardiovascular  & 
Thoracic  Surgery 

Obstetrics  fit 
Gynecology 


in  the  local  area  are: 

Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 


TABLETS 
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AMERICAN 

MEDICAL 

INTERNATIONALS 

PHYSICIAN 

PLACEMENT 

SERVICE 


w/?merican  .^TV/edical  /nternational  has  in- 
stituted a corporate  service  to  assist  Physi- 
cians interested  in  servicing  AMI  hospitals 
in  fee-for-service  private,  solo,  group,  or 
other  multi-specialty  practices.  Current  op- 
portunities are  available  for  physicians  who 
are  Board  Certified  or  Eligible.  There  is  no 
charge  to  physicians  for  this  service. 

Specific  areas  of  interest  are: 

• Family  Practice  • VAS  Surgery 

• Neurology  • Neurosurgery 

Ophthalmology  • Orthopedic  Surgery 

Occupational  Medicine 
Cardiology 
Rheumatology 


• Orthopedics 

• Gastroenterology 

• ENT 


• Oncology  • OB/GYN 

• General  Surgery  • Internal  Medicine 

Physicians  interested  in  pursuing  these  oppor- 
tunities should  contact  this  ser\dce  by  calling 
or  submitting  a curriculum  vitae  to: 


Norman  Penick 
Vice  President 
Human  Resources 
AMI 


9465  Wilshire  Blvd.,  Ste.  915 
Beverly  Hills,  CA  90212 
Call  Collect:  (213)  858-6927 
Call  Toll  Free:  (800)  533-7013 
(800)  325-4881 
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SOCIETY  WINS  STAY  ON  SURCHARGE 

The  Rhode  Island  Medical  Society  has  won 
a stay  of  the  surcharge  sought  by  the 
Department  of  Business  Regulation  (DBR) 
on  all  medical  malpractice  insurance 
premiums . 

In  1985,  the  DBR  ordered  the  Joint  Under- 
writing Association  to  assess  all  current 
policyholders  16-2/3  per  cent  of  their 
renewal  premiums  and  all  new  policyholders 
50  per  cent  of  their  initial  premiums  as 
a mandatory  contribution  to  the  stabili- 
zation reserve  fund.  When  the  JUA  was 
established  in  1975,  all  policyholders 
were  required  to  pay  a 33  per  cent 
assessment.  The  reserve  fund  acts  as  a 
buffer  between  any  deficits  incurred  by 
the  JUA  and  a direct  assessment  of  the 
participating  insurance  companies. 

The  surcharge  would  have  become  effective 
July  1,  1986.  The  stay  will  be  in  force 
60  days,  during  which  time  the  Society 
will  work  for  a permanent  roll-back  of 
the  surcharge. 

GENERAL  ASSEMBLY  FINALLY  ACTS  ON 
MALPRACTICE  BILLS 

The  General  Assembly  late  last  month  agreed 
to  freeze  medical  malpractice  premiums  at 
current  levels  from  July  1,  1986  to  June  30, 
1987.  The  measure  is  part  of  a two-bill 
package  proposed  by  the  Legislative  Commis- 
sion on  Medical  Malpractice  to  alleviate 
the  professional  liability  crisis. 

One  of  the  new  laws  is  aimed  at  reducing 
the  impact  of  the  "significant  number  of 
medical  and  dental  claims  . . . filed 
against  relatively  few  health  care  provi- 
ders." The  preamble  to  the  bill  also  claims 
that  the  monitoring  of  physicians  and  other 
health  care  providers  "has  been  impeded  by 
the  lack  of  a free  flow  of  information  due 
to  a fear  of  civil  suit  or  other  conse- 
quences . " 
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Among  its  key  features: 

• Expert  witnesses  in  malpractice  cases 
must  be  qualified  by  "knowledge,  skill, 
experience,  training,  or  education  as 
experts  in  the  field  of  the  alleged 
malpractice. " 

• Plaintiffs  and  their  attorneys  who  file 
frivolous  suits  may  be  at  risk  for  le- 
gal expenses  incurred  by  the  defendant. 

• The  collateral  source  rule  was  amended 
so  that  juries  may  be  instructed  under 
certain  circumstances  to  decrease  an 
award  by  the  amount  of  benefits  received 
by  the  plaintiff  from  other  sources. 

• Effective  January  1,  1987,  prejudgment 
interest  will  accrue  from  the  date  a 
suit  is  filed  or  formal  notification 

of  a suit  is  given  rather  than  from  the 
date  of  the  alleged  incident.  This  re- 
form applies  to  all  civil  actions  and 
not  only  to  medical  malpractice  cases. 

• Periodic  payments  for  awards  greater 
than  $100,000  will  be  considered. 

• Cases  with  a potential  for  substantial 
settlements  will  be  placed  on  an  accel- 
erated court  calendar. 

• Effective  January  1,  1987,  the  Depart- 
ment of  Business  Regulation  must  require 
physicians  to  carry  at  least  $100,000/ 
$300,000  worth  of  coverage. 

Dealing  specifically  with  the  Joint  Under- 
writing Association,  the  law  calls  for  the 
Department  of  Business  Regulation  to  de- 
velop a means  of  merit-rating  policyholders 
so  that  physicians  with  a higher  level  of 
settlements  would  pay  higher  premiums.  The 
Department  last  year  ordered  the  JUA  to 
propose  a merit-rating  system. 

The  law  also  established  a 17-member  com- 
mission to  study  over  the  next  year  the 
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rate  structure  used  by  the  JUA  and  other 
private  insurance  carriers.  The  new 
study  commission  includes  six  state  le- 
gislators, four  public  members,  two 
attorneys  "experienced  in  medical-legal 
matters,"  the  auditor  general,  and  re- 
presentatives of  the  Society,  the  JUA, 
the  Hospital  Association  of  Rhode  Island, 
and  the  Rhode  Island  Dental  Association. 
The  commission  is  to  report  its  findings 
by  April  1,  1987. 

MecUcaZ  dUiCyip-Lim 

The  second  bill,  which  was  the  subject  of 
last-minute,  closed-door  negotiations,  re- 
vamps the  state's  medical  licensure  and 
disciplinary  systems.  The  current  Board 
of  Medical  Review,  Board  of  Medical  Exa- 
miners, and  Board  of  Osteopathy  are  re- 
placed with  a single  13-member  Board  of 
Medical  Licensure  and  Discipline.  Func- 
tioning under  the  aegis  of  the  Rhode  Is- 
land Department  of  Health,  the  new  board 
will  include  four  medical  doctors,  one  of 
whom  must  be  a full-time  faculty  member; 
two  osteopaths;  a plaintiff's  attorney; 
a hospital  administrator;  and  four  public 
members  with  no  ties  to  the  medical  com- 
munity. One  of  the  public  members  must 
be  at  least  60  years  old.  The  state 
health  director  will  serve  as  chairman. 

The  board  will  be  financed  with  annual 
fees  to  be  determined  by  the  health 
department . 

The  composition  of  the  board  and  the  in- 
dependence of  its  rulings  were  among  the 
items  negotiated  during  the  closing  days 
of  the  General  Assembly.  With  the  prior 
approval  of  the  governor,  the  Director 
of  Health  will  be  empowered  to  appoint  a 
chief  executive  officer  to  administer 
and  supervise  the  board's  investigatory 
and  other  activities.  The  board  head  will 
be  selected  from  a list  of  three  candi- 
dates unanimously  supported  by  a four- 
person  search  committee. 

The  new  law  provides  immunity  for  all  mem- 
bers of  the  disciplinary  board  and  its 
staff  from  claims  stemming  from  their  "in- 
vestigation of  the  conduct  or  competence" 
of  physicians.  Immunity  is  also  extended 
to  all  persons  making  complaints  to  the 


board  in  good  faith.  The  new  board  is  no 
longer  required  to  hold  public  hearings. 
Adverse  determinations  will  be  publicized 
at  the  conclusion  of  the  board's  proceedings. 

Under  the  new  law,  the  state  health  direc- 
tor may  suspend  medical  licenses  without 
a hearing  if  "an  immediate  danger  to  the 
public  exists."  A hearing  must  be  sched- 
fuled  within  ten  days  of  the  action.  The 
current  Board  of  Medical  Review  does  not 
have  the  power  to  suspend  licenses  without 
a hearing. 

All  hospitals,  health  maintenance  organiza- 
tions, nursing  homes,  other  licensed  health 
care  facilities,  and  the  Division  of  Drug 
Control  must  report  any  action  which  re- 
stricts, suspends,  or  revokes  a physician's 
privilege  to  practice.  In  turn,  the  board 
must  forward  this  information  within  30 
days  to  all  licensed  hospitals  and  HMOs 
in  the  state. 

The  definition  of  "unprofessional  conduct" 
has  been  expanded  to  include  "medical  mal- 
practice" and  the  surrender  of  membership 
or  privileges  in  a professional  associa- 
tion or  medical  staff  while  under  disci- 
plinary investigation. 

RIMS  A.eApon4e 

In  a letter  to  the  Providence  Journal,  im- 
mediate past  president  Doctor  Herbert 
Rakatansky  emphasized  that  the  new  laws 
provide  only  a starting  point  for  signi- 
ficant tort  reform.  He  objected  specifi- 
cally to  the  delay  in  implementing  the 
section  on  interest  payments  until  next 
January,  noting  that  the  provision  may 
well  unleash  a flurry  of  malpractice  suits 
within  the  next  six  months.  Doctor  Raka- 
tansky also  said  that  the  presence  of  a 
plaintiff's  attorney  on  the  new  Board  of 
Medical  Licensure  and  Discipline  would 
impede  the  "spontaneous  flow  of  informa- 
tion" to  the  board. 

GENERAL  ASSEMBLY  ADJOURNS 

After  considering  a rash  of  last-minute 
legislation,  the  General  Assembly  finally 
adjourned  on  June  25.  More  than  100  bills 
affecting  medical  practice  were  intro- 
duced during  the  1986  session.  Among  the 
health-related  bills  considered  by  the 
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state's  lawmakers  were: 

• S 2682,  sponsored  by  Senator  Victoria 
Lederberg,  which  restores  the  essen- 
tial elements  of  the  legal  process  sec- 
tion of  the  Rhode  Island  Confidentiality 
of  Medical  Information  Act.  This  sec- 
tion, which  exempted  confidential  medi- 
cal information  from  discovery  in  legal 
actions,  was  struck  down  by  Judge 
Florence  Murray  of  the  Rhode  Island 
Supreme  Court  earlier  this  year  on  the 
grounds  that  it  denied  litigants  due 
process  and  inappropriately  restricted 
the  court's  right  to  determine  the  rele- 
vance of  evidence. 

The  new  law,  which  was  amended  four  times 
on  its  journey  through  the  legislature, 
establishes  privileged  information  be- 
tween physicians  and  their  patients  analo- 
gous to  the  relationships  between  lawyers 
and  clients  or  priests  and  penitents. 

The  measure  should  be  able  to  withstand 
challenge  on  constitutional  grounds 
better  than  the  previous  legal  process 
section. 

• The  General  Assembly  also  passed  a measure 
which  establishes  a "durable  power  of 
attorney"  for  critical  health  care  deci- 
sions involving  incompetent  patients. 

The  measure  permits  an  individual  to  de- 
signate a proxy  or  surrogate  who  can  act 
on  his  behalf  if  he  becomes  incompetent 
to  do  so.  Ordinarily,  a "power  of  attor- 
ney" lapses  automatically  as  soon  as  the 
principal  becomes  unable  to  revoke  it. 

A durable  power  of  attorney,  in  contrast, 
is  in  force  only  while  the  principal  is 
incompetent.  The  approach  was  pioneered 
in  California. 

• Six  bills  were  introduced  this  year  which 
would  have  required  physicians  to  accept 
assignment  of  benefits  as  payment  in  full 
for  Medicare  beneficiaries.  Well-organ- 
ized and  militant  elderly  groups  lobbied 
heavily  in  favor  of  these  measures  in  the 
erroneous  belief  that  the  bills  would 
save  out-of-pocket  expenses  for  older 
patients  in  Rhode  Island.  One  measure, 
introduced  by  Representative  Francis 
Sherman,  was  modeled  exactly  after  a 
similar  Massachusetts  law  requiring 
physicians  to  accept  assignment  as  a 


condition  of  licensure.  In  a victory  for 
the  Rhode  Island  Medical  Society,  the 
issue  was  referred  to  a legislative  study 
commission. 

The  Society  also  testified  successfully  in 
opposition  to  a bill  introduced  by  Repre- 
sentative Anthony  DeLuca  of  Cranston  which 
would  have  permitted  unlimited  patient 
access  to  medical  records.  Then  RIMS 
President  Doctor  Herbert  Rakatansky  and 
Providence  psychiatrist  Doctor  Robert  J. 
Westlake  testified  before  the  House 
Judiciary  Committee  that  the  bill  would 
hamper  the  efforts  of  physicians  to  pro- 
vide quality  medical  care. 

NEW  OFFICERS  INSTALLED 

Doctor  Peter  D.T.  Clarisse,  a Newport 
radiologist,  was  installed  as  president  of 
the  Rhode  Island  Medical  Society  at  the 
Society's  175th  annual  meeting  on  May  30. 
Other  officers  include  Doctors  Richard  G. 
Bertini,  a Pawtucket  orthopedic  surgeon, 
as  president-elect;  Milcon  W.  Hamolsky, 
a Providence  internist,  as  secretary; 
Kenneth  E.  Llffmann,  a Providence  surgeon, 
as  treasurer;  David  P.  Carter,  a Pawtucket 
family  physician,  as  speaker  of  the  House 
of  Delegates;  and  Boyd  P.  King,  an  East 
Providence  nephrologist,  as  vice-speaker. 

Currently  chief  of  staff  at  Newport  Hospi- 
tal, Doctor  Clarisse  served  as  president 
of  the  Newport  County  Medical  Society 
from  1978  to  1982  and  as  councilor  from 
1978  until  1986.  He  chaired  the  utiliza- 
tion review  committee  at  Newport  Hospital 
for  seven  years.  Doctor  Clarisse  was 
president  of  the  Rhode  Island  Radiological 
Society  in  1980-1981  and  Speaker  of  the 
RIMS  House  of  Delegates  from  1982  until 
this  year.  He  plans  to  continue  service 
as  chairman  of  the  Public  Laws  Committee, 
a post  he  has  held  since  1982. 

The  election  of  new  officers  took  place 
at  the  annual  meeting  of  the  House  of 
Delegates.  In  other  actions,  the  House 
also : 

• approved  bylaws  changes  creating  a new 
category  of  active  direct  membership 
and  establishing  the  Peer  Review  Commit- 
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tee  on  Physician  Competency,  the  Quality 
Assessment  Committee,  and  the  Liaison 
Committee  as  standing  committees  of  the 
Society.  Also  approved  were  a recommen- 
dation that  constituent  society  presi- 
dents be  included  as  voting  members  of 
the  Council  and  a revised  charge  to  the 
Public  Laws  Committee.  The  general 
membership  later  approved  the  recommended 
changes . 

• approved  the  Uniform  Rights  of  the  Ter- 
minally 111  Act.  Developed  by  the  Na- 
tional Conference  of  Commissioners  on 
Uniform  State  Laws,  the  bill  would  es- 
tablish a living  will  mechanism  for 
Rhode  Island.  Although  the  General 
Assembly  approved  the  "durable  power  of 
attorney"  concept,  attempts  to  enact 
living  will  legislation  this  year  were 
unsuccessful . 

« approved  with  modifications  the  Inter- 
professional Code  between  physicians 
and  attorneys.  Proposed  by  a joint 
RIMS/Rhode  Island  Bar  Association  com- 
mittee, the  code  represents  two  years 
of  work  and  covers  such  matters  as  medi- 
cal records,  depositions,  and  court 
testimony.  As  originally  drafted,  the 
code  would  have  required  physicians  to 
forward  a photostat  of  medical  records 
without  requiring  payment  in  advance. 

The  House  requested  deletion  of  the 
provision  concerning  advance  payment. 

Other  highlights  of  the  day-long  meeting 

included : 

• a luncheon  presentation  by  Doctor  John 
Coury,  president-elect  of  the  American 
Medical  Association.  Cataloguing  what 
he  called  the  "disappointment  of  a proud 
profession,"  Doctor  Coury  cited  medical 
liability  as  the  "worst  thing  that  has 
happened  to  medicine."  Moreover,  phy- 
sicians feel  beleaguered  as  they  struggle 
to  defend  their  tarnished  reputation, 
and  financial  pressures  are  pushing 
medical  decisions  out  of  doctors'  hands 
and  into  the  domain  of  accountants. 


• the  1986  Charles  V.  Chapin  Oration  by 
William  J.  Curran,  Frances  Glessner 
Lee  Professor  of  Legal  Medicine  at  the 
Harvard  University  School  of  Public 
Health  and  a frequent  contributor  to 
the  New  England  Journal  of  Medicine. 
Noting  that  the  law  has  been  virtually 
turned  upside  down  with  regard  to  medi- 
cine in  the  past  30  years.  Professor 
Curran  said  that  public  and  charitable 
hospitals,  previously  immune  from  suit, 
now  provide  large  targets,  and  physi- 
cians are  especially  vulnerable  to 
anti-trust  actions. 

• an  after-dinner  speech  by  Senator  John 
Chafee  in  which  he  argued  against  fed- 
eral intervention  in  the  malpractice 
crisis  and  predicted  that  Congress,  in 
an  effort  to  cut  costs,  will  radically 
change  the  way  Medicare  reimburses  phy- 
sicians. The  changes,  Chafee  suggested, 
may  come  as  early  as  next  year. 

AMA  DEVELOPS  NEW  MEMBERSHIP  BENEFIT 

The  American  Medical  Association  recently 
announced  the  availability  of  the  AMA 
Members  Only  Professional  Services  Account. 
Provided  by  the  Maryland  Bank,  NA  of 
Wilmington,  Delaware,  the  Professional 
Services  Account  is  a credit  card  process- 
ing system  which  will  allow  AMA  members 
to  accept  Visa  and  MasterCard  payments 
from  their  patients  and  to  have  the  added 
benefit  of  a very  low  processing  fee. 

Physicians  who  participate  in  the  program 
will  pay  a $50  annual  fee  plus  a 1.98 
per  cent  discount  rate,  ie,  the  processing 
fee  for  charges  transacted  through  the 
system.  All  materials,  including  imprint- 
ers, checks,  deposit  tickets,  and  office 
display  pieces,  will  be  provided  at  no 
cost . 

A mailing  concerning  this  service  was  sent 
to  all  AMA  members  earlier  this  spring. 
Additional  information  is  available  from 
Lorna  Wunderman  (312/645-4785)  or  Mara 
Treshansky  (312/645-4969)  of  the  AMA 
Department  of  Membership  Benefits  and 
Research. 
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MEDICAL  CLEARING  BUREAU 
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COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 

273-4500 


Nursing  Services  Inc.' 


Staffing  • Private  Duty  • Home  Care 

WHY  HAVE  WE  GROWN  TO  BE  ONE  OF 
THE  LARGEST  PROVIDERS  OF  NURSING 
PERSONNEL  IN  RHODE  ISLAND? 


• We  have  one  of  the  largest  statewide  staffs  of  registered  and  licensed  practical  nurses  available  in 
Rhode  Island. 

• Our  Social  Service  and  Nursing  Departments  work,  around  the  clock,  everyday,  to  meet  specific  patient 
needs. 

• Most  major  hospitals  and  extended  care  facilities  rely  on  us  for  their  supplemental  staffing  needs. 

• More  physicians  than  ever  before  are  recommending  our  Agency  with  confidence  to  patients  who  need 
PRIVATE  DUTY  NURSING  CARE  in  the  hospital,  home  or  nursing  home. 


Providing: 

Registered  Nurses 
Licensed  Practical  Nurses 
Nursing  Assistants  and  Orderlies 
Homemakers  — Home  Health  Aides 


The  Friendly  Health  Care  Professionals 


When  Private  Duty  Nursing  Care  is  needed  call 

L M Nursing  Services  Inc. 

Providence  40l'751-2440  Pawtucket  401 -728-9898 


24  HOURS  A DAY  7 DAYS  A WEEK 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 


• 24  Hour  Stat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 
Our  Mobile  X-Ray  teams  usually  provide  a ‘Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  A>c  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bi:  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1570  CRANSTON  STRHLT,  CRANSTON,  R1  02920 

943-1211 

RI  TOLL  FREE  1-800-942-1011 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 

Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  f(3r  general 
surgeons,  gynecologists,  plastic  surgeons, 
ophthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists,  neurologists 

• Managed  by  physicians  with  the  doctor  in 
mind 

• Open  staff 

• Full-time  anesthesia  and  recovery  coverage 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare,  commercial 
insurance  coverage,  and  Massachusetts  Blue 
Shield 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

(^all  728-3800  for  more  information  and 

bookings. 

Blackstone  Valley  Surgicare 
333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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How  to  KEEP  yonr  Practice  HEALTHY 
Even  when  YOU  are  NOT 


IF  you  were  disabled  by  accident  or 
sickness,  would  your  practice  be  dis- 
abled too? 

1 he  revenues  of  a professional  office 
depend  on  the  efforts  of  the  doctor 
or  doctors  involved.  If  you  or  one  of 
your  associates  is  disabled  and  can 
not  work,  the  office’s  income  will  suf- 
fer — income  that’s  needed  to  pay 
overhead  expenses. 

You  can  protect  your  practice  with 


Overhead  Expense  Insurance.  While 
you’re  disabled,  it  pays  expenses  like 
office  rent,  employee  salaries,  util- 
ities, taxes,  and  insurance  premiums. 
You  select  the  level  of  coverage  that 
is  best  for  your  practice,  and,  as  a 
member  of  a sponsoring  organiza- 
tion, you  can  apply  for  coverage  that 
may  be  more  economical  than  an  in- 
dividual policy. 

For  more  information,  including 
costs,  and  what  is  and  isn’t  covered, 
contact: 


Endorsed  by  the 

imDE  ISLAND  MEDICAL  SOCIET}’ 


The  Adniinistratoy's 

^\JB  LESTER  L.  BURDICK,  INC. 

(^nce'l92^ 

10  POST  OFFICE  SQUARE,  BOSTON,  MA  02109 
(617)  426-0020 


Underwritten  by:  COMMERCIAL  INSURANCE  COMPANY  15  Corporate  Place  South,  PIscataway,  NJ  08854  201  981-4842 
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James  Parkinson’s  Shaking  Paisy 


So  slight  and  nearly  imperceptible  are  the  hrst  inroads  of 
this  malady,  and  so  extremely  slow  is  its  progress,  that  it  rarely 
happens  that  the  patient  can  form  any  recollection  of  the  pre- 
cise period  of  its  commencement.  1 he  hrst  symptoms  perceived 
as  a slight  sense  of  weakness  with  a proneness  to  trembling  in 
some  particular  part;  sometimes  in  the  head  but  most  com- 
monly in  one  of  the  hands  and  arms.  ...  As  time  and  the 
disease  proceed,  difficulties  increase:  writing  can  now  be  hardly 
at  all  accomplished;  and  reading,  from  tremulous  motion,  is 
accomplished  with  some  difficulty.  Whilst  at  meals  the  fork  not 
being  duly  directed,  frequently  fails  to  raise  the  morsel  from 
the  plate:  which,  when  seized,  is  with  much  difficulty  conveyed 
to  the  mouth.  . . . His  words  are  now  scarceh  intelligible;  and 
he  is  not  only  no  longer  able  to  feed  himself,  but  when  the 
food  is  conveyed  to  the  mouth  so  much  are  the  actions  of  the 
muscles  of  the  tongue,  pharynx,  etc.  impeded  by  impaired 
action  and  perpetual  agitation,  that  the  food  is  with  difficulty 
retained  in  the  mouth  until  masticated;  and  then  as  difficultly 
swallowed. 

As  the  debility  increases  and  influence  of  the  will  over  the 
muscles  fades  away,  the  tremulous  agitation  becomes  more 
vehement  . . . the  chin  is  now  almost  immoveably  bent  down 
upon  the  sternum.  The  slops  with  which  he  is  attempted  to  he 
fed,  with  the  saliva,  are  continually  trickling  from  the  mouth. 
The  power  of  articulation  is  lost.  The  urine  and  faeces  are 
passed  involuntarily;  and  at  the  last,  constant  sleepiness,  with 
slight  delerium,  and  other  marks  of  extreme  exhaustion,  an- 
nounce the  wished  for  relief.' 

Thus  did  James  Parkinson  describe  the  clinical 
features  of  a distinguishable,  progressive,  nerv- 
ous system  disorder  which  had  affected  six  mid- 
dle-aged males  under  his  observation.  His  trea- 
tise of  some  65  pages.  An  Essay  on  the  Shaking 
Palsy,  was  privately  published  in  London  in  18f7. 
Parkinson  felt  that  the  two  jDathognomonic  signs 
which  separated  this  illness  from  other  move- 
ment disorders  were  hrst,  “involuntarily  tremu- 
lous motion,  with  lessened  voluntary  muscular 
power,  (tremor  coactus);”  and  second,  the  “pro- 
pensity to  bend  the  trunk  forwards  and  to  pass 
from  a walking  to  a running  pace  (scelotyrbe  fes- 
tinans).”  Despite  the  excellence  of  this  inaugural 
description,  Parkinson’s  text  had  failed  to  note 
additional  features  of  the  disease  which  are  com- 
monly observed  today:  muscle  rigidity,  dementia, 
seborrhea,  cataplexy,  micrographia,  and  an 
expressionless  countenance  (so-called  Parkinson- 
ian facies). 


Parkinson’s  treatise  on  shaking  palsy  was  pub- 
lished in  the  sixty-second  year  of  his  life,  a life 
hlled  with  notable  scientihc,  literary,  and  political 
accomjjlishments.  His  published  texts  included  a 
three  volume  series  on  geology  and  jjaleontol- 
ogy.  Organic  Remains  of  a Former  World,  as  well  as 
numerous  medical  pamphlets  selectively  written 
for  the  laity. 

A contemporary  of  his  describes  him  as  fol- 
lows: “Mr.  Parkinson  was  rather  below  the  mid- 
dle stature,  with  an  energetic,  intelligent  and 
pleasing  expression  of  countenance  and  of  mild 
and  courteous  manners;  readily  imparting  in- 
formation either  on  his  favorite  science  or  on 
professional  subjects;  for  he  was  at  that  time  ac- 
tively engaged  in  medical  practice  in  Hoxton 
Square  and  was  the  author  of  several  valuable 
medical  treatises.” 

Parkinson’s  life  was  a paradox  of  parochialism 
and  worldliness.  On  the  one  hand  he  established 
his  immortality  as  a physician,  chemist,  geologist, 
paleontologist,  and  political  reformer;  and  on  the 
other  hand  he  lived  63  full  years  hardly  ever 
leaving  the  immediate  vicinity  of  his  father’s 
Hoxton  Square  home  where  he  was  born  and 
where  he  subsequently  practiced,  indeed,  rec- 
ords indicate  that  he  left  London,  and  only  briefly, 
on  but  two  occasions. 

Some  eighty  years  later,  the  eminent  British 
neurologist,  W.  R.  Gowers,  summarized  his  ex- 
periences with  Parkinson’s  Shaking  Palsy  (or  Pa- 
ralysis Agitans).-^  (iowers’s  description  (see  below) 
included  those  rhythmic  tremors  of  the  thumb 
and  forehnger  which  we  now  call  “pill-rolling:” 

t he  aspect  of  the  patient  is  very  characteristic.  Hie  head  is 
bent  forward,  and  the  expression  of  the  face  is  anxious  and 
fixed,  unchanged  hy  atiy  play  of  emotion.  The  arms  are  slightly 
flexed  at  all  joints  from  muscular  rigidity,  and  (the  hands  es- 
pecially) are  in  constant  rhvthmical  movement,  which  contin- 
ues when  the  limbs  ate  at  rest  so  far  as  the  will  is  concerned. 
The  tremor  is  usuallv  more  marked  on  one  side  than  on  the 
other.  Voluntary  movements  are  performed  slowly  and  with 
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link-  power.  I he  paliciil  often  walks  with  slioit  (|uick  sie|)s, 
leaning  torwaid  as  il  ahoni  to  run. 

1 he  Ireinoi  is  an  alleiiialing  lonlianion  in  opposing  nnis- 
( les,  ( ansing  a i liyllnnii  al  inovenieni  of  the  parts  to  whic  h tliey 
;ne  iittachecl.  It  is  nsntilly  greatest  in  tlie  Innids  and  lingers, 
paitly  f rom  thecontiiution  of  the  loieai  in  nniscles,  ptutly  from 
that  in  the  tlien;n  muscles  and  intetossei;  the  htttei  cause  ;i 
movement  of  tfie  fmgeis  al  the  metiic at  po-plial;mgeal  joints 
simihii  to  tliat  hy  wliich  Oiienttils  heat  their  small  di  nms.  1 his 
movemetit  may  l)e  chiefly  in  the  thnmh  ;md  lorelmgei,  ;is  in 
the  act  of  rolling  a small  object  between  theii  ti|)s. 

1 he  gieat  c hat  ;ic  tet  istic  of  the  tremor  of  p;ir;ilysis  tigitans  is, 
its  I’aikinson  pointed  out,  that  it  eontimies  during  rest.  1 he 
hands  go  on  moving  when  they  ate  resting  on  the  patient’s 
knee,  ;md  the  legs  when  he  is  sitting.  A voluntary  movement 
may  stoj)  the  tiemor  lor  a few  seconds,  sometitnes  for  many, 
hnt  it  leeommences  ;md  accompanies  the  tnovement.  Hence 
the  patient's  handwiiting  revettls  his  disease;  the  letters  may 
he  laii  ly  formed,  hut  ever\  line  is  a zigzag. 

Sjreec  h has  usually  well-mat  keel  characteristics:  the  voice  is 
monotonous,  being  no  more  varied  hv  emotional  expression 
than  is  the  face.  I here  is  a delay  in  commencing  a senlence, 
hut,  once  commenced,  the  words  are  uttered  rapicllv,  olten 
with  some  confluence  ol  syllaltles;  there  is  “festination  ” in  speech 
analogous  to  that  in  walking  — a condition  opposite  to  the 
separation  of  syllables  met  with  in  disseminated  sclerosis,  ft  is 


Monitoring  Drug  Safety:  A Unique 
Opportunity  for  Rhode  Island 
Physicians 

In  coming  months  Rhode  Island  physicians  will 
have  the  opportunity  to  participate  in  a statewide 
project  designed  to  increase  professional  vigi- 
lance toward  drug  product  safety.  Rhode  Island, 
along  with  Maryland,  was  recently  selected  by  the 
federal  Food  and  Drug  Administration  (FDA)  to 
establish  a pilot  project  to  hnd  ways  to  increase 
physician  reporting  of  suspected  adverse  drug 
reactions.  The  Rhode  Island  Adverse  Reaction 
(ADR)  Reporting  Project  is  based  in  the  Depart- 
ment of  Health  and  focuses  on  physicians’  unique 
competence  to  observe  suspected  adverse  drug 
reactions  and  to  produce  the  information  nec- 
essary to  validate  and  evaluate  these  suspicions. 
The  discovery  in  recent  years  of  major  drug  safety 
problems,  exemplihed  by  Zomax®  (zomepirac) 
and  Oraflex®  (benoxaprofen),  has  directed  at- 
tention toward  postmarketing  monitoring  of  ad- 
verse drug  reactions  and  underreporting  within 
the  voluntary  adverse  drug  reaction  reporting 
system  of  FDA. 


as  if  ihc  paiifiit  iiit-d  to  speak  with  a minimum  of  exertion, 
and  to  get  his  utterance  over  as  soon  as  possible. 

I he  intellect  may  he  unaffected  thioughout,  except  l)y  the 
irritability  which  usually  accompanies  the  physical  restlessness, 
or  hy  menial  depression,  which  is  chiefly  the  natural  result  of 
the  physical  ailment.  I’ronounced  mental  symptoms  are  oc- 
casionally present,  however,  in  the  latei  stages  of  disease,  es- 
peciallv  mental  weakness  and  loss  of  memory,  and  they  may 
occui  eaily  in  its  course. 

I he  present  issue  of  the  Rhode  hlaiid  Medical 
Journal  oflers  four  cunent  observations  con- 
cei  iiing  this  disease,  desci  ihed  by  James  Pat  kin- 
son,  which  affects  an  estimated  1,800  Rhode  Is- 
landei  s. 

Stanley  M.  Aronson,  MI) 
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The  ADR  project,  with  support  from  the  Rhode 
Island  Medical  Society  and  other  key  profes- 
sional associations,  offers  services  designed  to 
equip  and  encourage  physician  participation  in 
the  FDA  voluntary  reporting  system.  The  sig- 
nihcance  of  this  project  lies  with  the  combined 
recognition  of  the  inherent  limits  of  available 
safety  information  when  new  drugs  are  intro- 
duced in  the  market,  and  the  increased  amount 
and  diversity  of  drugs  consumed  by  the  Ameri- 
can population.  While  diagnostic  and  therapeutic 
drug  use  no  doubt  reduces  significant  suffering, 
increasing  public  health  concern  exists  over  the 
risks  associated  with  the  pattern  of  increased  drug 
supply  and  consumption.  This  pattern  shows  no 
sign  of  abating  and  can  only  be  expected  to  ac- 
celerate as  anticipated  population  trends  unfold. 
Likewise,  public  health  concerns  can  be  expected 
to  intensify. 

More  than  1,100  Rhode  Island  physicians  have 
already  contributed  to  the  ADR  project  by  re- 
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sponding  to  a recent  mail  survey  on  the  recog- 
nition and  reporting  of  suspected  adverse  drug 
reactions.  This  represents  a 75  per  cent  resj:>onse 
rate.  Snrvev  results  will  assist  the  ADR  j^roject  in 
designing  appropriate  means  to  encourage  in- 
creased physician  participation  and  to  overcome 
existing  barriers  to  reporting.  Preliminary  results 
indicate  that  a majority  of  respondents  (54.7  per 
cent)  are  familiar  with  the  FI)A’s  voluntary  re- 
porting system.  However,  an  even  greater  ma- 
jority (5(A(i  per  cent)  are  not  familiar  with  the 
specific  FDA  report  forms  and  report  guidelines. 
Presently,  a reporting  kit  complete  with  self-mail- 
ing, postage  paid  report  forms  and  report  guide- 
lines are  being  distriljiited  to  all  Rhode  Island 
physicians.  The  guidelines  stress  the  need  to  re- 
])ort  selected  suspected  adverse  drug  reactions: 
(1)  unexpected  reactions,  (2)  reactions  to  newly 
marketed  drugs,  and  (3)  all  fatal  and  serious  re- 
actions. The  guidelines  clearly  emphasize  that 
submission  of  a report  indicates  suspicion  of  drug- 
induced  illness  or  injury,  not  proof  or  admission 
of  causation.  Report  forms  are  addressed  to  the 
Department  of  Health,  where  they  are  for- 
warded to  the  FDA  for  review  and  evaluation. 

During  the  past  decade  an  average  of  hfty  re- 
ports of  adverse  drug  reactions  annually  was  re- 
ceived by  the  FDA  from  Rhode  Island  sources. 
This  level  of  reporting  reflects  the  characteristic 
underreporting  suspected  by  the  FDA  through- 
out the  Unitecl  States.  Preliminary  results  from 
the  ADR  project  survey  make  evident  that  the 


level  (jf  ])ai  ticipation  by  Rhode  Island  physicians 
can  im})rove.  A majority  of  jjhysicians  (55.8  per 
cent)  report  having  seen  at  least  one  adverse  drug 
reaction  among  their  patients  within  the  month 
preceding  the  survey.  Close  to  three-fourths  (73.4 
])er  cent)  indicate  having  seen  at  least  one  reac- 
tion during  the  past  year.  Many  of  these  events 
may  have  warranted  reporting  based  on  the 
guidelines  currently  being  distributed. 

The  outstanding  response  of  Rhode  Island 
physicians  to  the  baseline  survey  is  commenda- 
ble. It  serves  as  an  encouraging  indication  that 
Rhode  Island  physicians  will  not  miss  this  op- 
portunity to  demonstrate  their  professional  con- 
cern through  continued  participation  in  this  most 
important  effort.  The  campaign  to  promote  in- 
creased reporting  of  adverse  drug  reactions  has 
been  launched.  In  addition  to  the  reporting  kit, 
a series  of  topical  newsletters  will  be  distributed, 
and  a number  of  medical  education  sessions  are 
planned  throughout  Rhode  Island  to  facilitate 
professional  discourse  on  the  recognition  and  re- 
porting of  adverse  drug  reactions.  Watch  out  for 
these  activities.  Further  survey  results  and  uj)- 
dates  on  physician  reporting  levels  will  be  shared 
on  these  pages  over  the  course  of  the  coming 
months. 


H.  Denman  Scott,  MD,  MPH 
Director 

Rhode  Island  Department  of  Health 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services  * * by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.i.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 
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Management  by  Objectives, 
Not  by  Default 


One  of  the  committees  that  will  receive  increas- 
ing attention  chiring  the  next  year  is  the  Long- 
Range  Planning  Committee.  This  committee  was 
appointed  in  March  to  develop  a series  of  goals 
and  objectives  for  consideration  by  the  Council 
and  the  House  of  Delegates.  Once  these  objec- 
tives are  clearly  established,  specihc  jjrograms  can 
be  developed  to  achieve  them. 

The  activities  of  this  newly-formed  committee 
are  crucial  for  several  reasons.  First,  the  Society 
has  extremely  limited  resources,  and  it  is  imper- 
ative that  our  dues  dollars  be  spent  in  the  most 
effective  manner  possible.  Like  all  states,  Rhode 
Island  faces  many  problems  which  affect  the  fu- 
ture of  medical  practice,  including  the  burgeon- 
ing malpractice  crisis,  physician  disciplinary  pro- 
cedures, the  impact  of  DRGs  on  the  quality  of 
care,  and  restrictive  third-party  payment  policies. 
Unlike  New  York  or  California,  we  have  a limited 
dues  base  of  only  1,200  physicians  to  hnance  the 
Society’s  activities.  Yet  we  still  must  be  as  effective 
in  most  of  the  same  areas  as  the  larger  states.  To 
do  this,  we  must  set  priorities  and  target  a few 
matters  of  concern  to  all  physicians. 

Second,  the  continuity  of  the  Society’s  activi- 
ties, especially  in  the  political  arena,  is  essential. 
Political  clout  and  effectiveness  are  the  name  of 
the  game  in  today’s  climate.  All  Society  presi- 
dents arrive  with  a set  of  goals  that  they  wish  to 
accomplish  during  their  terms  of  office.  Con- 
cerned about  the  malpractice  crisis,  as  an  ex- 
ample, Doctor  Paul  Healey  served  as  an  effective 
spokesman  and  was  instrumental  in  laying  the 
groundwork  for  many  of  the  accomplishments 
of  the  Legislative  Commission  on  Medical  Mal- 
practice. His  successor.  Doctor  Herbert  Rakatan- 
sky,  believing  that  the  Society  should  do  more  in 
monitoring  the  quality  of  medical  practice,  es- 


Peter  D.  T.  Clarisse,  MD 


tablished  the  Peer  Review  Committee  on  Physi- 
cian Competency  to  help  identify  and  rehabili- 
tate physicians  whose  practices  do  not  meet 
acceptable  standards.  While  both  are  laudable 
activities,  they  were  conceived  and  implemented 
by  those  physicians  in  the  absence  of  a long-range 
plan.  Each  one  had  to  devise  his  own  strategy.  It 
would  have  been  much  easier  if  plans  for  imple- 
mentation were  already  available. 

Third,  because  most  of  the  problems  confront- 
ing medicine  are  not  amenable  to  quick  solutions, 
the  Society’s  goals  and  objectives  should  cover  at 
least  a three  to  hve  year  time  perioci.  The  mal- 
practice crisis  provides  a perfect  example  of  a 
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problcMii  rc*(|iiiiin^  a sustained  api)roa(h.  Al- 
though tlic  Legislative  Coiniuissioii  on  Medical 
Malprac  tice  stai  ted  its  delihei  atious  in  mid- 1985, 
it  was  not  until  this  sjuing  that  a package  of  leg- 
islative relorms  emeiged.  Because  of  the  Bevi- 
lacc]ua  im])eac liineut  proceedings,  theie  were 
unc'xpc'c  ted  delays  in  the  House'  judicial  y CiOUi- 
miltee.  The  (ieueral  Assemhl)  did  not  act  on  the 
hills  until  the  dosing  week  ol  its  session.  1 hese 
retornrs,  however,  proxide  only  a starting  j)oint 
for  significant  toi  l refoi  in.  I he  Cainnnission  no- 
tably failed  to  act  on  two  key  j)rovisions,  caps  on 
non-economic  losses  and  limitations  on  allot  iieys 
contingency  fees,  ft  is  expected  that  the  Society  s 
future  activities  directed  to  the  mali)raclice  crisis 
will  focus  on  these  two  issues.  Even  if  these  re- 
forms were  enacted  and  not  challenged  in  the 
courts,  as  the  American  Lrial  Lawyers  Associa- 
tion attempted  to  do  in  California  for  ten  years, 
mal))ractice  insurance  jnemiums  will  remain  at 
high  levels  for  a protracted  j^eriod. 

Finally,  the  responsibility  for  implementing  the 
Society’s  programs  falls  on  its  ofheers  and  staff. 
It  is  difficult  to  function  effectively  in  a situation 
where  objectives  and  programs  are  subject  to 


constant  change,  especially  since  the  major  re- 
sponsihility  rests  on  the  president  who  sel  ves  for 
only  one  year . .Successive  jiresidents  have  varying 
interests  to  em|)hasize.  I he  establishment  of  an 
overall  set  of  Objectives  will  permit  us  to  establish 
guidelines  for  evaluating  the  ef  fectiveness  of  the 
Society’s  programs  in  meeting  tliese  goals.  It 
would  institutionalize  a jirocess  that  now  goes  in 
fits  and  starts,  dejiending  on  the  most  burning 
problem  of  the  dav. 

Among  future  objectives  will  he  better  public 
relations,  more  effective  management  of  Our  lim- 
ited resources  and  alternatives,  peer  review, 
membershiji,  legislation,  and  tort  refoi  in.  By  no 
means  is  the  list  meant  to  be  inclusive.  Fo  aid  in 
its  deliberations,  the  committee  is  considering  a 
membershij)  survey  to  determine  what  the  So- 
ciety’s jji'ioi  ities  should  be  for  the  next  five  years. 

Planning  is  often  a frnstrating  and  tedious 
jji'ocess.  Many  of  us  find  it  mucli  more  rewarding 
actually  to  do  something  than  to  plan  for  it.  Yet 
unless  we  j)lan  for  the  future,  tlie  Society  will 
f unction  not  by  chosen  objectives,  but  by  default. 


There  must  be  a good  reason  why 

weVe  become  the 


ISNITED 

SURGICAL  CENTERS 


The  Professionals  in 
Horne  Health  Care  Eqnipnrerrt 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


We  carry  just  about  EVEHYTHING  for  Home 
Flealth  Care  . . . wFnicFi  means,  every! Fling  a 
patient  or  convaFescent  needs  to  implement  ttie 
doctor  s treatment  directions.  For  Ostomy  and 
O.xygen  needs  to  OrtFiopedic  Appliances.  WFieel 
cFiairs,  WalFters  and  Hospital  Fieds.  we  re  Fiere  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  e.xactly  "what  the 
doctor  ordered"  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  tFie  trust  of  so  many 
doctors. 

Medicare  and  Third  F’arty  Claims 
Accepted  and  F’rocessed. 


(401)781-2166 

OPEN  DAILY  8 to  5:30  • SATURDAY  8 to  1 


380  WARWICK  AVE.,  WARWICK  RI 02888 

At  the  Cranston/Warwlck  City  Line 
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Parkinson’s  Disease  Resources  within 
Rhode  isiand 


Goal  of  the  Parkinson’s  Disease  Referral 
"Ease  the  Burden  and  Find  the  Cure’’ 


Kathryn  Cullen,  BSN,  MS 


Parkinson’s  disease  (PD)  is  a chronic,  jjrogressive 
neurological  movement  disorder  which  affects 
mainly  j)ersons  over  the  age  of  50.  A person  with 
PD  lives  under  the  sword  of  Damocles.  He  or  she 
is  committed  to  a slow-motion  microcosm  in  a 
world  where  time-management  is  the  metro- 
nome; where  productivity,  not  patience,  is  the 
enduring  virtue;  and  where  youth  rather  than 
old  age  is  venerated. 

The  care  of  the  PD  jjatient  poses  a challenge 
for  physicians,  who  must  identify  and  coordinate 
many  factors  to  keep  the  person  functional  as 
well  as  cognitively  intact.  A network  of  profes- 
sionals and  organizations  has  emerged  to  help 
the  patient,  family,  and  physician  tackle  the  chal- 
lenge. d'he  following  will  chronicle  the  evolution 
and  contributions  of  the  PD  organizations  in 
Rhode  Island  and  will  speculate  on  f uture  proj- 
ects needed  for  this  purpose. 

The  following  scenarios  present  typical  prob- 
lems; 

Patient  A enters  your  office  with  his  wife  for  a physical  ex- 
amination. He  is  59  and  witliout  signihcant  past  medical  his- 
tory. You  last  saw  him  three  years  ago.  You  notice  that  he 
tends  to  shuffle,  has  difficulty  removing  his  coat,  has  a slight 
tremor  in  his  right  hand  that  abates  as  he  shakes  your  hand, 
tfe  no  longer  appears  to  be  the  animated  man  that  you  recalled 
from  his  last  visit.  Denying  any  problems  other  than  slowing 
down  and  a few  aches  and  pains,  he  states  that  his  wife  has 
made  him  come.  She  hastens  to  interject  that  he  appears  de- 
pressed, does  not  swing  his  right  arm  when  he  walks,  and  has 
had  trouble  getting  out  of  a chair  or  rolling  over  in  bed.  He 


Kathryn  Cullen,  BSN,  MS,  is  the  Coordinator  of  the 
Parkinson  s Disease  Referral  and  Information  Center, 
and  Clinic  Nurse  at  the  Parkinson  s Disease  Clinic, 
The  Memorial  Hospital,  Pawtucket,  Rhode  Island. 


and  Information  Center  is  to 


looks  angrily  at  her  and  says  that  "it  is  old  age  — what  can  you 
expect?” 

Patient  B,  another  59-year-old  with  a benign  medical  history, 
walks  into  your  office  and  begins  talking  even  before  sitting 
down.  He  shakes  your  hand  and  says  he  is  glad  that  you  could 
see  him.  For  the  past  year  he  has  noticed  aches  and  pains, 
slowing  down,  difficultv  with  his  walking,  and  a feeling  of 
general  "restlessness  inside.”  He  is  always  tired,  has  trouble 
dressing,  and  complains  of  trouble  turning  over  in  bed  as  well 
as  getting  in  and  out  of  cars,  ffe  complains  that  his  handwriting 
has  changed.  He  thinks  that  something  is  wrong,  although  his 
wife  and  another  doctor  think  just  that  “he  is  crazy  or  that  it's 
just  arthritis  or  old  age.  My  wife  says  that  I'm  just  depressed 
and  always  look  that  way.” 

After  physical  examination  of  both  men  you 
suspect  PD  but  will  rule  out  other  clisorclers  such 
as  depression,  arthritis,  or  (Jther  neurological  dis- 
eases. You  indicate  to  both  men  that  you  suspect 
PD  and  that  after  a few  tests  you  can  start  med- 
ication that  will  make  them  feel  and  function 
much  better.  They  leave  the  ofhce  after  sched- 
uling tests  and  follow-up  ajfpointments. 

What  is  the  reaction  of  each  man?  Patient  A 
probably  leaves  the  ofhce  shocked  and  in  a daze, 
recalling  little  of  what  you  explained.  Patient  B 
is  excited  and  relieved.  At  last  he  feels  that  he  is 
not  a hypochondriac.  He  too  may  not  recall  much 
of  what  you  said  about  progression  but  is  hajjpy 
at  last  to  have  a diagnosis  that  justihes  his  syinj)- 
toms. 

Later  on  questions  arise  for  both;  How  fast  and 
how  far  will  it  jfrogress?  There  is  no  cure,  but 
do  I die  from  it?  How  do  I tell  my  boss?  What 
if  I can’t  make  it  to  retirement?  Will  my  children 
get  it?  Is  it  contagions?  How  did  I get  it  and  why 
me?  How  will  my  wife  and  kids  deal  with  it? 

Patients  face  different  functional  and  psycho- 
social problems  depending  on  their  lifestyles  and 
aspirations,  their  symptoms,  the  rate  of  progres- 
sion, and  their  response  to  medical  management. 


July,  1986  — Vol.  69 


309 


yMthough  eadi  man’s  initial  reactions  and  piog- 
nosis  are  j)rol)al)ly  clifTerent,  eacli  has  to  deal  witli 
loss:  loss  of  youth,  loss  of  function,  loss  of  loles, 
loss  of  contiol,  and  loss  of  health,  just  as  with  a 
death,  thei  e is  a gt  ieving  piocess  involving  shock, 
denial,  anger,  hargaining,  dejjression,  and  ac- 
te])lanc:e.  Because  Pf)  is  a clnonic  and  progres- 
sive disease,  this  grieving  and  cojjing  process  will 
probably  follow  a dynamic  oscillating  cycle 
thronghont  the  following  years. 

)nst  as  a pebble  thrown  uj)on  water  sends  cjut 
ripj)les,  so  the  diagnosis  of  l^f)  af  fects  the  patient, 
his  family,  and  all  his  roles  and  relationshijis.  ft 
was  such  physical,  jjersonal,  and  social  sec|uelae 
tliat  motivated  I’arksonians  and  their  associates 
to  form  the  Rhode  fslancl  f’arkitison  Snpjjort  As- 
sociation (RfPSA). 

Frank  d'oolin,  the  son  of  the  Id)  patient,  wrote 
to  the  Providence  fournal-BnUetin's  “Action  Line” 
in  f978  to  determine  if  there  was  a Id)  organi- 
zation in  Rhode  Island  to  help  those  living  with 
the  disorder.  Although  no  such  group  existed, 
Don  Sakol  oi  the  Providence  Journal-Bulletin  asked 
Harold  S.  Roberts,  a businessman  known  to  have 
Parkinson’s  disease,  to  chaii  an  open  meeting  for 
those  interested.  As  a result  of  their  efforts  and 
following  a newsj)aper  announcement,  80  per- 
sons attended  the  first  meeting  of  RIPSA  in  Feb- 
ruary f979. 

RIPSA  has  since  been  established  as  the  Rhode 
Island  chapter  of  the  American  Parkinson’s  Dis- 
ease Association  (APDA).  Focusing  on  creating 
an  atmosphere  of  acceptance,  supjiort,  and 
friendship,  the  group  has  attracted  speakers  on 
PD  who  help  them  learn  more  about  living  cjn  a 
daily  basis  with  the  disease.  Over  the  past  seven 
years,  meetings  have  been  held  almost  monthly 
with  80-150  persons  attending,  and  membership 
in  RIPSA  has  averaged  about  200. 

Although  neurologists  and  other  health  care 
jirofessionals  have  been  interested  in  the  prob- 
lem, RIPSA  determined  that  the  facilities  and 
clinic  services  available  in  Rhode  Island  did  not 
meet  the  needs  of  PD  patients.  Through  the  col- 
laborative efforts  c:>f  RIPSA  board  members  such 
as  Doctors  Tamah  Sadick,  Stanley  M.  Aronson 
of  Brown  Lhiiversity,  and  C’.aii  V.  Granger,  Di- 
rector of  the  Department  of  Physical  Medicine 
and  Rehabilitation  at  the  Memorial  Hospital,  a 
proposal  was  drafted  in  October  1980  outlining 
a plan  to  establish  the  Parkinson’s  Disease  Re- 
ferral and  Information  Center  at  the  Memorial 
Hospital.  This  proposal  was  submitted  in  No- 
vember 1980  to  the  American  Parkinson  Disease 
Association. 


Since  1901,  APDA  has  sought  to  “ea.se  the  bur- 
den and  find  tbe  cure”  through  its  sj)onsorshij) 
of  research,  AI’DA  chapters,  and  information  and 
referral  centers  tlnoughout  the  United  States. 
I hese  centers  were  intended  to  provide  access 
to  cuirent  information  on  PI)  and  resources 
available  foi  patients.  Although  restricted  from 
rendering  treatment,  the  centers  identify  the 
needs  of  the  PI)  j)opulation  and  coordinate  j^ro- 
grams  which  helj)  such  j^atients  and  their  fami- 
lies. 

In  November  1981,  the  APDA  awarded  a 
.$20,000  grant  for  the  creation  of  the  Pai  kinson’s 
Disease  Refenal  and  Infoiniation  (Tmtei'  (PDRI) 
at  the  Memorial  Hospital.  It  become  operational 
on  May  17,  1982  under  the  direction  of  Doctor 
Granger  with  Donna  LaFantasie  as  co(jrdinator. 
Goals  of  the  center  were  aj^proved  in  1982  by 
the  PDRI  Advisory  Board,  comprised  of  neu- 
rologists, RIPSA  members,  and  members  of  the 
departments  (d  social  .service  and  physical  med- 
icine and  rehabilitation  at  the  Memorial  Hos|)ital. 
Since  then,  the  PDRI  has  collaborated  witli  the 
APDA,  RIPSA,  Brown  University,  the  Memorial 
Hospital,  local  neurologists,  and  other  health  care 
workers  to  imjilement  its  goals.  As  the  PDRI  ap- 
proaches its  fourth  year  of  operation,  it  is  worth- 
while to  review  its  jjrogress  and  accomplish- 
ments. 

The  first  annual  Parkinson’s  disease  sympos- 
ium sponsored  by  RIPSA  and  the  newly-opened 
PDRI  was  held  on  June  9,  1982  at  Brown  Uni- 
versity. Local  and  national  experts  on  Parkin- 
son’s disease  and  rehabilitation  contributed  t()  the 
program,  “Parkinsonism:  A Perspective  for  the 
’80s.”  This  conference  provided  an  encouraging 
beginning.  These  yearly  conclaves  have  contin- 
ued to  be  one  of  the  most  popular  events  coor- 
dinated by  the  PDRI  and  RIPSA.  Responding  to 
the  desire  of  Parkinsonians  for  knowledge  about 
the  disease,  its  treatment,  and  hopes  for  the  fu- 
ture, the  symposium  planning  committee  de- 
cided to  focus  on  the  informational  needs  of  PD 
patients  and  their  families.  The  1986  symposium 
was  held  in  early  June. 

Each  spring  and  fall  the  PDRI  morning  lecture 
series  and  the  evening  RIPSA  meetings  offer 
presentations  by  neurologists,  gerontologists, 
family  practitioners,  psychologists,  dietitians,  so- 
cial workers,  physical,  occupational,  and  speech 
therapists,  nurses,  and  patients  themselves.  Top- 
ics include  maintenance  exercise  programs,  home 
safety,  the  use  of  assistive  devices,  nutrition, 
speech  and  swallowing  techniques,  as  well  as  other 
topics. 
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Support  groups  in  six  locations  thiougliout  the 
stale  present  ideas  on  problem-solving,  stress 
management,  and  the  cleveloj)ment  of  coping 
strategies.  Efforts  are  made  to  present  accurate 
information,  correct  misconceptions,  and  en- 
courage communication  with  jirivate  jjhysicians, 
and  further  compliance  with  medication  regi- 
mens. Patients  are  admonished  m^t  to  comj^are 
dosages  of  inedications  or  the  rate  of  progression 
of  their  disease  among  themselves,  since  the 
course  of  Id)  and  its  treatment  is  so  individual- 
ized. Informal  instruction  and  counselling  are 
also  available  at  the  Center.  Ehe  Center  also  dis- 
tributes four  handbooks  published  by  the  APDA, 
which  are  free  of  charge.  I hese  include  The  Par- 
kinson’s Disease  Handbook,  Speech  Problems  and 
Swallowing  Problems  in  Parkinson’s  Disease,  Home 
Exercises  for  Patients  ivith  Parkinson’s  Disease,  and 
Aids,  Equipment,  and  Suggestions  to  Help  the  Patient 
ivith  Parkinson’s  Disease  in  the  Activities  of  Daily  Liv- 
ing. The  PDRI  is  open  daily  for  calls  and  referrals 
to  community  agencies  which  offer  assistance  to 
patients  and  their  families. 

Phe  PDRI  and  the  netwajrk  of  individuals  in- 
terested in  PI)  have  provided  educational  j)ro- 
grams  for  physicians,  nurses,  therapists,  patients, 
and  family  members.  Efforts  are  made  to  reach 
out  to  nurses  through  in-service  education.  Since 
its  inception  in  1982,  the  PDRI  has  identihed 
approximately  400-500  of  the  estimated  1,700 
PD  patients  who  live  in  Rhode  Island.  According 
to  national  Parkinson’s  disease  groups,  PD  is  more 
prevalent  than  multiple  sclerosis,  muscular  dys- 
trophy, and  amyolateral  sclerosis  combined  and 
affects  one  per  cent  of  the  pojiulation  over  the 
age  of  50.  Currently  the  PDRI  has  a very  active 
contingent  of  “young  Parkinsonians”  diagnosed 
in  their  30s  and  40s.  T here  are,  however,  many 
others  with  PI)  who  are  in  nursing  homes,  “in 
the  closet,”  or  who  do  not  know  how  to  ask  for 
or  obtain  help. 

Donna  LaFantasie,  former  coordinator,  con- 
ducted a self-study  of  102  patients  and  a nursing 
home  survey.  Doctor  Richard  Brown,  a rehabil- 
itation psychologist  at  the  Memorial  Elospital,  also 
conducted  a family  coping  skills  program  f unded 
by  a grant  from  the  Rhode  Island  Rehabilitation 
Network.  Moreover,  the  Center  is  assisting  Doc- 
tor Joseph  H.  Friedman  with  pending  drug  stud- 
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ies  and  a study  on  the  effects  of  the  maintenance 
exercise  program  on  participants’  functioning  and 
psychological  outlook.  The  PDRI  also  commu- 
nicates and  works  with  Parkinson’s  disease  cen- 
ters in  Boston  and  New  Haven  to  share  infoi- 
mation  on  forthcoming  research  jjrojects  ami 
programs. 

Ehe  PDRI  is  j^lanning  in  the  next  year  to  ac- 
cumulate more  data  on  PI)  jjatients  in  Rhode 
Island  and  to  invite  medical  and  graduate  stu- 
dents in  the  areas  of  phai  macy,  nursing,  physical 
medicine,  the  S(xial  sciences,  and  nutrition  to  un- 
dertake relevant  research  projects. 

Doctor  Ciranger  established  a multidisciplinary 
Parkinson’s  disease  clinic  at  the  Memorial  Hos- 
pital with  the  help  of  Doctor  John  J.  (Am- 
ningham  from  the  Department  of  Family  .Med- 
icine as  well  as  from  Doctors  Barry  Levin  and 
Joseph  H.  Friedman.  Doctor  Pasquale  F.  Finelli, 
who  was  recently  appointed  Director  of  the  PDRI, 
serves  as  the  clinic’s  neurologist.  Doctor  Fried- 
man established  a satellite  Parkinson’s  disease 
clinic  at  Roger  Williams  Cieneral  Hosj^ital  in  1984. 

Basic  to  the  concept  of  comprehensive  man- 
agement of  Parkinson’s  disease  is  a respect  and 
regard  for  the  patient-client  and  family  members 
as  clinic  team  members.  Efforts  are  being  made 
to  facilitate  good  doctor-jiatient  relationsliips  as 
well  as  team  member- j^atient  relationships.  We 
especially  encourage  patients  to  keej)  a diary  that 
can  help  them  in  giving  reliable  information  about 
such  items  as  past  medical  history,  syrnjjtoms, 
medications  taken,  and  patterns  in  side  effects 
such  as  the  on/off  phenomenon,  wearing  off, 
freezing,  dyskinesias,  sleep  disorders,  confusion, 
hallucinations,  and  falling.  In  making  the  jjatient 
and  family  members  partners  in  setting  goals  and 
management,  it  is  hoped  that  they  can  abandon 
the  stereotypical  “sick  role”  and  assume  more 
responsibility  in  learning  to  live  and  co{)e  with 
the  disease.  PI)  patients  who  have  performed 
maintenance  exercises,  participate  in  theraj^y,  at- 
tend lectures,  and  j^articipate  in  support  groups 
have  benefited  functionally  and  psychologically. 

Signihcant  progress  has  been  made  toward 
achieving  the  goals  formulated  in  1982  through 
the  help  of  the  APDA,  the  Memorial  Hospital, 
dedicated  health  professionals,  and  volunteer  pa- 
tients and  family  members.  It  is  hojjed  that  the 
PDRI  can  help  private  jihysicians  and  research- 
ers to  realize  the  APDA’s  mission,  “to  ease  the 
burden  and  hnd  the  cure.” 
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re*ha*bil*i*tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don't  have  to  leave  the  State  for 
inpatient  physical  rehabilitation.  Newport  Hospital’s 
Vanderbilt  Rehabilitation  Center  provides  the  most  comprehensive 
medical  rehabilitation  in  Rhode  Island,  southeastern 
Massachusetts  and  eastern  Connecticut.  The  Center  is 
accredited  by  the  national  Commission  on  Accreditation 
of  Rehabilitation  Facilities  and  the  Joint  Commission 
on  Accreditation  of  Hospitals  and  is  supported  by 
the  general  medical/surgical  capabilities  of  a 
full  service  hospital. 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area.  For  further 
information  or  a descriptive  brochure  call  (401) 

846-6400,  extension  1845,  or  write  to:  Vanderbilt 
Rehabilitation  Center,  Newport  Hospital, 

Friendship  Street,  Newport,  Rhode  Island  02840. 


The  28  bed  Center  provides: 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 


VANDERBILT 

REHABILITATION  CENTER 
At  Newport  Hospital 

Fnendship  St.,  Newport,  RI  02840 
(401)846-6400,  ext.  1845 
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Subjectively  Speaking:  A Patient’s  View  of 
Parkinson’s  Disease 

Tremor  and  Loss  of  Spontaneity  Have  Been  the  Hardest  Things  to  Accept 

Robert  Bernen 


“Well,  Bob,  I don’t  find  anything  wrong  with 
yon.” 

“What  about  this  congestion  in  iny  lungs,  doc- 
tor?” 

“Your  lungs  are  clear.” 

“Then  you  can’t  give  me  anything  for  it?” 

The  doctor  shrugged.  This  was  iny  third  visit 
to  him  in  three  months  and  I was  beginning  to 
feel  that  I was  nagging  him.  Lungs  had  never 
been  my  strong  point.  Living  in  the  west  of  Ire- 
land did  not  help.  The  hrst  six  or  seven  years 
there  I resisted  the  mist  and  damp.  Then  they 
began  to  make  their  effects  felt.  Late  in  the  fall 
I sensed  the  hrst  slight  congestion  in  the  top  of 
my  lungs  and  an  uncomfortable  hoarseness  in 
my  throat.  All  attempts  to  clear  it  away  with 
noisily  vibrating  exhalations  were  useless. 

When  winter  came,  the  congestion  got  worse 
and  bothered  me  constantly.  At  times  I suc- 
ceeded in  shifting  it  a little,  and  then  it  felt  like 
a hue  line  of  pain  moving  through  the  upper 
part  of  my  chest.  A bit  of  mucus  would  propel 
itself  into  my  throat  or  the  back  of  my  mouth. 
Most  of  the  time  I sw  allowed  it  again.  Sometimes 
I was  able  to  spit  it  out,  a little,  yellowish  lump 
of  phlegm. 

So  I nagged  my  doctor  and  complained  about 
my  loss  of  stamina  and  lack  of  energy.  I probably 
did  not  say  anything  about  feeling  weak.  It  was 
a point  of  pride  with  me  to  be  strong  enough  to 
keep  up  with  my  farmer  neighbors  in  spite  of 
my  city  background.  Besides,  my  muscles  were 


Robert  Bernen,  a professional  writer  educated  at  Cor- 
nell and  Harvard  Universities,  is  the  author  of  nu- 
merous texts  on  Irish  culture,  mythology,  art,  and  travel. 
Some  of  his  works  have  been  recorded  by  the  Library 
of  Congress. 


all  intact.  How  could  1 be  weak? 

When  in  the  late  1970s  my  illness  began  to 
show  itself  in  cryptic,  puzzling  wavs  that  bore  no 
easily  discernible  relation  to  Parkinson’s  disease, 
my  wife  and  I were  living  on  the  Irish  hill  farm 
that  had  been  our  home  for  eight  years.  We 
thought  the  combination  of  farming  and  books 

— reading  them  or  writing  them  — a good  one 
for  two  American  intellectuals.  Our  neighbors, 
born  in  an  age  when  people  were  moving  away 
from  the  hills  and  the  population  thinning  out 

— “The  hills  will  soon  be  waste,”  one  of  them 
told  me  — found  the  loneliness  and  remoteness 
from  town  burdensome,  especially  on  long  win- 
ter nights,  but  to  us  they  meant  quiet  and  time 
for  reading  and  writing.  Wdien  the  weather  was 
good  we  worked.  When  it  rained  we  read, 
thought,  or  wrote,  or  went  to  a neighbor’s  house 
for  long  talks  by  the  hearth.  In  the  event,  four 
books  came  out  of  our  stay  there.  I think  we 
would  be  there  still  if  Parkinson’s  had  not  inter- 
vened. 

Most  of  the  visits  the  doctor  got  were  from  the 
women  of  the  region.  He  was  used  to  hearing 
about  lack  of  energy  from  farm  wives  who  had 
too  much  to  do  and  too  little  help  in  doing  it. 
Their  husbands  came  to  him  less  often  and  when 
they  did  it  w'as  usually  with  a bad  back.  Men  were 
reluctant  to  show  weakness.  Traditionally,  in  a 
farming  community  that  until  recently  had  been 
largely  moneyless,  the  doctor  was  not  called  until 
the  patient  was  seriously  ill  or  dying.  Though 
farm  families  had  more  money  than  their  parents 
and  grandparents  had,  the  custom  persisted  of 
calling  the  doctor  only  as  a last  resort. 

Newcomers  that  we  were  to  the  life  there,  we 
nonetheless  felt  the  force  of  that  tradition  our- 
selves. My  yearly  visits  to  the  doctor  for  a “check- 
up” embarrassed  me  a little.  They  were  an  Amer- 
ican custom  that  we  brought  with  us.  They  ern- 
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barrassed  the  doctor  too.  He  contented  himself 
with  inetliods  I reniemhered  f rom  my  childliood; 
stethoscoj)e,  thumj)s  on  tlie  chest  and  hack,  re- 
flexes, a look  into  eyes,  nose  and  thi'oat,  the  search 
for  swollen  glands.  Nothing  was  ever  wrong  and 
1 was  satisfied  with  the  clean  hill  of  health  he 
gave  me.  When  1 started  coming  to  him  with  my 
vague  comj)laints,  he  and  I were  both  soj)histi- 
cated  enough  to  see  a “psychosomatic”  origin  for 
them,  since  he  did  not  find  anything  j)hysically 
wrong  with  me. 

Eventually  congestion,  weakness,  and  fatigue 
did  get  the  better  of  me.  1 wondered  why  the 
doctor  had  not  sent  me  for  an  x-rav.  Was  his 
stethoscope  a sure  means  of  knowing  that  my 
congestion  was  imaginary?  1 called  a friend  in 
Dublin  and  got  the  name  of  an  internist  from 
him.  Self-referral  is  not  usual  in  Ireland,  hut  the 
Dublin  doctor  gave  me  an  appointment  anyway. 
Listening  to  my  list  of  symptoms  he  decided  that 
something  was  wrong  — “seriouslv  wrong,”  he 
said  — hut  he  would  not  know  what  until  he  had 
seen  an  x-ray.  “Pleurisy  perhaps,”  he  concluded. 

I had  the  x-ray  that  afternoon.  My  suspense 
did  not  last  long.  The  x-ray  technician  suggested 
that  I stay  around  while  she  developed  the  neg- 
ative. I did,  and  as  I stood  by,  not  holding  my 
breath  but  breathing  shallowly  and  rapidly  in  spite 
of  myself,  she  studied  the  plate.  Then  she  told 
me  with  a smile  that  my  lungs  were  “absolutely 
clear.”  There  was  no  trace  of  anything  wrong. 

A week  later  the  internist  confirmed  the  tech- 
nician’s judgment.  He  had  asked  me  to  call  him, 
and  when  I did,  he  told  me  briefly  that  there  was 
nothing  wrong  with  me.  I echoed  his  words  fee- 
bly and  did  not  protest  that  if  there  was  nothing 
wrong  with  me  then  what  was  wrong  with  me? 
That  would  have  been  too  much  like  inventing 
an  illness  and  pushing  it  through  at  all  costs. 

Subjectively  speaking,  these  early  signs  of  ill- 
ness did  not  appear  to  me  in  terms  of  the  three 
“classic”  symptoms  that  doctors  try  to  find  to  rec- 
ognize and  diagnose  Parkinson’s  disease.  To  me 
my  weakness  and  fatigue  brought  to  mind  some 
of  my  fellow-students  at  Cornell  in  the  late  ’40s 
and  their  descriptions  of  languishing  for  weeks 
in  the  clinic  and  then  at  home  with  what  they 
called  “mononucleosis.”  I thought  of  worse  things 
as  well.  A long  veterinaries’  strike  had  put  an  end 
to  the  testing  of  Irish  dairy  herds  for  tuberculosis 
and  brucellosis.  The  strike  lasted  for  two  years 
but  we  went  on  drinking  milk  from  our  neigh- 
bors’ cows  whenever  we  went  visiting.  When  test- 
ing was  resumed  some  of  the  local  herds  were 
condemned  and  I wondered  if  I had  picked  up 


brucellosis  from  the  milk.  But  the  doctor  and  the 
inteniist  were  indej^endently  in  agreement  that 
nothing  was  wiong  and  the  matter  rested  there. 

With  the  hindsight  that  diagnosis  in  1980 
brought  with  it,  I looked  hack  over  this  j)eriod 
of  developing  illness  and  gradually  recallecl  other 
stiange  things  that  had  been  happening  to  me. 
Possibly  the  strangest  of  all  was  my  total  forget- 
fulness of  what  1 had  once  known  about  Parkin- 
son’s disease.  Even  after  the  tremor  started  on 
my  right  side  in  1980  1 persisted  for  months  in 
not  knowing  what  I had.  Yet  I had  known  about 
Parkinson’s  at  least  as  early  as  1952,  when  a friend 
of  mine  explained  at  length  the  new  science  of 
cybernetics  and  the  invention  of  computers,  the 
binary  system  on  which  they  functioned  and  its 
relationship  to  animal  motion  — the  ratchety  mo- 
tion of  certain  animals  such  as  squirrels  and  hens, 
the  smooth  but  nonetheless  binary  motion  of  hu- 
mans. Parkinson’s  disease  came  into  his  exjjla- 
nation  as  an  example  of  the  breakdown  of  the 
even  balance  of  opposed  muscles,  leading  to  both 
ratchety  movements  and  tremor.  A decade  later 
I read  articles  about  Margaret  Bourke-White  and 
her  experience:  her  bold  attempt  to  fight  pro- 
gressive stiffening  with  exercise,  the  brain  sur- 
gery she  underwent.  And  even  as  late  as  1975  or 
1976,  after  seeing  my  hand  follow  an  unsteady, 
wavering  course  to  pick  up  a pen,  so  that  I con- 
sciously “zeroed-in”  on  it,  I had  said  to  myself, 
“Parkinson’s  disease,”  followed  at  once  by  an- 
other thought:  “Since  there  is  no  cure,  why  worry 
about  it?”  Then  I quickly,  and  successfully,  put 
the  matter  out  of  my  mind. 

There  came  a period  when  I stumbled  when- 
ever I got  up  out  of  my  chair,  and  felt  weak  in 
my  knees.  I started  using  my  arms  to  push  myself 
up.  Seeing  me  do  that  a few  times,  a friend  chided: 
“You’re  like  an  old  man.  Bob.”  The  lesson  was 
quickly  learned.  With  a little  conscious  discipline 
I retrained  myself  to  pop  out  of  the  chair.  Stead- 
ying my  hancl  was  even  easier,  and  in  the  years 
immediately  before  the  tremor  appeared  my  hand 
seemed  steadier  than  ever. 

But  other,  puzzling  things  were  happening  that 
worried  me  more,  like  waking  up  in  the  middle 
of  the  night  with  one  arm  held  straight  up  in  the 
air  above  me,  fingers  tightly  clenched  and  with 
no  sensation  in  them  or  the  rest  of  the  arm.  Most 
of  the  time  the  arm  was  completely  paralyzed 
and  I could  only  thaw  it  out  by  rubbing  it  with 
my  good  hand.  Sometimes  though  it  responded 
to  my  conscious  effort  to  move  it  without  the  help 
of  the  other  hand.  I wondered  why  I never  felt 
pins  and  needles  as  the  arm  thawed,  as  I should 


314 


Rhode  Island  Medical  Journal 


if  I had  bloclled  circulation  by  lying  on  it. 

Anns  wer^  a problem  in  tbeinselves  at  bed- 
time. I found  my.self  vvondering  what  to  do  with 
them,  bow  to  arrange  them  so  that  I would  not 
have  to  lie  on  them  and  so  that  they  would  leave 
me  comfortable.  Usefid  by  day,  at  night  they 
seemed  like  Isuperffuous  appendages,  always  in 
the  way.  I asked  friends  what  they  did  with  their 
arms  when  they  went  to  bed,  hut  they  were  only 
puzzled  by  my  question.  It  was  something  they 
arranged  spontaneously,  without  being  con- 
scious of  doing  it. 

Were  experiences  like  that  j)art  of  Parkinson’s, 
or  was  it  just  coincidence  that  they  were  hap- 
pening at  the  same  time?  Plenty  of  peculiar  things 
were  going  bn.  Some  of  them  were  related  to 
what  I called  “reffexes.”  I remember  a day  when 
I unintentionally  put  my  hand  on  the  cast  iron, 
solid-fuel  stove  we  used  to  heat  our  kitchen.  The 
stove  was  hot,  but  I did  not  feel  any  heat.  And 
yet,  though  there  was  no  sensation  of  being 
burned,  my  mind  registered  the  importance  of 
taking  my  hand  away  from  the  hot  metal  as 
quickly  as  I could.  Still,  my  hand  refused  to  move. 
Finally  I did  feel  my  hngers  being  burnt  and  was 
able  to  lift  my  hand,  too  late  to  avoid  a bad  burn. 
Fhe  same  thing  happened  a number  of  times. 
What  was  peculiar  to  me  was  that  there  seemed 
to  be  so  much  time  during  which  my  hngers  in 
contact  with  the  burning  surface  did  not  feel  any 
pain,  while  my  mind  registered  what  was  hap- 
pening and  tried,  without  success,  to  get  my  hand 
to  come  away. 

Was  this  related  to  the  numbness  that  some- 
times settled  on  the  very  top  of  my  head  and 
parts  of  my  face,  mainly  my  jaw,  which  felt  the 
way  it  did  after  a dentist’s  shot  of  anesthetic?  Or 
to  my  middle  of  the  night  “marble  arms?”  Some- 
thing that  bothered  me  more  and  gave  me  more 
worry  was  a confusion  that  occurred  in  my  hear- 
ing. Living  on  a remote  dirt  road  where  vehicles 
seldom  came,  it  was  natural  for  us  to  learn  to 
identify  approaching  cars  or  trucks  by  their 
sound.  The  long  uphill  apjiroach  made  them  gun 
and  strain  more  loudly  than  on  level  ground  and 
we  heard  them  as  much  as  hve  minutes  before 
they  actually  arrived.  But  at  a certain  point  I 
found  I could  no  longer  distinguish  cars  from 
tractors,  or  either  of  them  from  planes  Hying 
overhead.  I lost  the  ability  to  tell  which  direction 
j they  were  yoming  from  and  would  look  at  my 
f wife  for  the  answer.  She  became  so  used  to  my 
! puzzled  look  at  such  times  that  she  siqjplied  the 
! answer  before  I asked  the  question.  In  time  the 
i confusion  went  so  far  as  to  include  natural  .sounds. 


atid  I was  impressed  by  how  nearly  a kettle  of 
boiling  water  coidd  resemble  the  sound  of  an 
approaching  tractor. 

The  tremor  that  began  in  the  late  winter  (if 
1980,  at  first  for  only  a few  minutes  every  morn- 
ing as  I woke,  quickly  grew  longer  lasting  and 
stronger  and  led  to  diagnosis  in  July  ol  the  same 
year.  Fhen  my  awareness  of  my  difhculties  in- 
creased rapidly,  as  though  the  knowledge  brought 
by  diagnosis  were  a factor  in  making  my  symp- 
toms worse.  It  was  with  great  reluctance  that  I 
read  the  newsletters  and  descriptive  pamjihlets 
published  by  the  various  foundations.  My  tend- 
ency was  to  recognize  normally  late  symptoms  in 
myself  and  to  see  myself  in  terms  of  the  most 
advanced  stages  of  the  disease.  My  own  embar- 
rassment at  the  tremor  and  my  tendency  to  with- 
draw and  heccime  recluse  were  my  largest  hand- 
icaps. Even  when  I made  a conscious  decisicjn  to 
accept  my  condition  it  took  a considerable  effort 
to  go  on  seeing  friends  as  I had  before. 

During  that  hrst  difhcidt  j^eriod  when  self-im- 
posed loneliness  and  constant  embarrassment 
d(3minated  my  life,  I started  keeping  a journal. 
My  purpose  was  not  primarily  to  recxjrd  the  ex- 
perience of  my  illness,  but  simply  to  exercise  my 
hand  and  keep  it  as  limber  as  possible  — in  shtjrt, 
to  practice  my  handwriting.  A steno  notebook 
was  easy  t(i  take  along  wherever  I went,  and  in 
spare  moments  I opened  it  and  wrote  whatever 
came  to  mind.  1 found  myself  recording  my 
everyday  life  at  that  time,  but  with  a good  deal 
about  Parkinson’s  too,  either  the  daily  exjjerience 
of  the  disease  as  I felt  it  then  or  my  recollections 
of  its  early  manifestaticms  in  the  preceding  ten 
or  twelve  years. 

Thus  it  was  that  I thought  back  to  the  day  I 
hrst  became  aware  that  my  right  arm  was  not 
swinging  as  I walked,  that  my  right  foot  had 
turned  inward,  making  me  pigeon-toed,  and  that 
a long-lasting  sense  of  fatigue  began.  Fhe  date 
— the  end  of  the  hrst  week  in  May  1978  — was 
marked  precisely  in  my  mind  because  it  followed 
the  unusual  exertion  of  a long  hill  walk  with 
friends  who  were  more  ambitious  and  more  vig- 
orous than  I.  A few  weeks  later  I started  telling 
them  that  I had  never  recovered  from  that  hike. 
Fhey  were  incredidous,  and  I shared  their  be- 
wilderment, but  my  inability  to  keep  up  with  the 
summer  work  of  the  farm  was  a daily  reminder 
of  my  poor  cc^ndition. 

Then  I began  to  remember  the  little  signs  — 
external  indications  of  something  wrong  — and 
symptoms  — internal  sensations  of  something 
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wrong  — that  had  |)u/./,lcd  me  at  the  time  I first 
noticed  them.  One  sign  was  what  I perceived  as 
a defec  t in  my  tyj)ewriter,  wfiic  h starteef  |)i  inting 
cajjital  letters  halfway  above  the  line.  lo  make 
this  clefeet  more  annoying,  it  printed  the  lower 
ease  letter  that  followed  half  below  the  line.  An- 
other was  the  persistent  tendency  of  iny  lef  t-hand 
shirt  sleeve  to  unroll  and  flop  clown  on  my  fo- 
rearm a few  minutes  aftei  1 had  lolled  up  my 
sleeves  for  work.  As  this  happened  with  any  shirt 
1 was  wearing,  1 should  have  l ecogni/ed  the  fault 
as  mine,  hut  I blamed  the  shii  t and  l easoned  that 
as  all  my  woi  k shirts  were  of  the  same  brand,  so 
they  all  had  the  same  fault.  It  was  always  some- 
thing external  that  I blamed  foi  these  signs  of 
failing  muscle  tone.  Aware  that  I no  longer  had 
the  strength  needed  for  jobs  like  fencing  or  mow- 
ing, I was  unaware  that  the  efficiency  of  my  mus- 
cles was  failing  even  in  small  movements.  In- 
stead, I complained  of  the  inferior  cpiality  of 
modern  typewriters  and  modern  prc^ducts  in 
general  and  managed  tcj  find  external  objects  to 
blame  for  my  difhculties. 

riiere  were  other  signs  and  symptoms  that  I 
paid  less  attention  to  or  failed  to  notice  at  all. 
When  my  wife  pointed  them  out  to  me,  I quickly 
thought  of  reasons  to  see  them  as  a natural  part 
of  being  middle  aged.  In  some  cases  I even  wel- 
cc^med  them  as  an  improvement  on  former  hab- 
its. We  had  both  been  rapid  walkers  and  did  not 
find  it  difficult  to  walk  five  miles  to  call  on  friends 
and  five  miles  home  again.  Now,  my  wife  pointed 
out,  I had  slowed  down  noticeably.  I replied  that 
that  was  only  on  hills  — I had  already  become 
aware  that  hills  were  harder  to  climb  — and  that 
I was  still  fast  enough  on  level  ground.  Besides, 
a farmer  I sometimes  bought  sheep  from,  and 
whom  I admired  for  his  skill  as  a breeder,  had 
told  me  that  where  farm  work  was  concerned  he 
and  his  brothers  had  felt  themselves  grow 
stronger  up  to  the  age  of  forty-five,  after  which 
the  decline  began.  I was  fifty:  that  accounted  fcjr 
my  slowing  down.  In  any  case,  I argued,  going 
slower  was  better  than  my  former  way  cif  walking 
too  quickly.  The  same  slowing  down  had  oc- 
curred in  my  speech,  and  there  it  was  clearly  an 
improvement,  for  I had  always  talked  too  fast. 
Now  I was  considering  what  I said  more  carefully 
and  measuring  my  words.  With  these  and  similar 
arguments  I rationalized  the  changes  I was 
undergoing  and  even  saw  them  as  benefits. 

At  the  same  time  my  handwriting  was  becom- 
ing very  much  smaller  and  more  rapid.  Instead 
of  seeing  this  change  in  my  penmanship  as  a 
symptom  of  illness,  I thought  of  it  as  a conscious 


develoj)ment,  not  something  that  was  happening 
to  me,  but  something  I had  willed.  At  the  time, 
1 was  beginning  work  on  a tiavel  book  in  the 
lorm  of  vei  bal  deset  ij)tions  of  things  1 saw  and 
heard  dining  a vacation  in  France.  Fven  when 
writing  at  my  own  desk  1 had  often  felt  the  words 
and  sentences  tumbling  into  my  mind  with  such 
ra|)idity  that  my  hand  could  keep  j)ace  with  them 
only  with  difficulty.  As  1 raced  to  record  one  idea, 
one  sentence,  the  next  was  already  fully  in  my 
mind.  A double  effort  was  required:  writing  one 
sentence,  memorizing  the  other.  I his  of  ten  con- 
tinued for  an  hour  or  more,  at  the  end  of  which 
time  my  mind  and  hand  would  be  exhausted. 
When  my  new  small  swift  way  of  writing  devel- 
ojjed,  I saw  it  as  a natural  accommodation  and 
solution  to  that  problem.  Using  an  old-f  ashioned 
Parker  fountain  pen  and  liquid  ink,  my  hand 
skimmed  over  the  surface  of  the  paper  swiftly 
and  lightly,  keeping  ujj  with  my  racing  thoughts. 
A welcome  feature  of  this  new  way  of  writing  was 
that  I could  work  for  long  periods  without  writ- 
er’s cramp.  On  the  other  hand,  the  indications 
of  words  and  letters  were  sometimes  so  con- 
densed as  to  be  almost  illegible.  My  longhand 
script  was  in  fact  becoming  a kind  of  shorthand 
that  had  to  be  transcribed  the  same  day.  If  I put 
off  typing  up  my  notes  for  twenty-four  hours,  I 
was  in  danger  of  not  being  able  to  decipher  them 
at  all.  Wdiat  I find  remarkable  now  is  the  way 
these  signs  of  developing  Parkinson’s  — walking 
slower,  talking  slower,  writing  smaller  — seemed 
to  me  to  be  desirable  changes  in  my  way  of  doing 
things,  and  by  no  means  signs  of  approaching 
illness.* 

When  the  tremor  made  it  impossible  to  ignore 
the  disease  any  longer,  I still  did  not  sense  my 
illness  in  terms  of  stiffness  and  slowness  of  move- 
ment. Instead,  I was  painfully  aware  of  two  things: 
the  first,  my  uncontrollable  shaking,  the  second, 
my  loss  of  spontaneity.  The  first  meant  that  I 
could  not  be  still  when  I wanted  to  rest,  the  sec- 
ond that  I could  not  move  freely  and  fully  when 
I wanted  to  be  in  action.  Between  them  they  made 
life  seem  a burden  that  it  would  take  a long  effort 
to  grow  used  to. 

Nothing  has  been  able  to  make  up  for  the  loss 
of  spontaneity.  After  the  tremor,  it  was  the  hard- 
est thing  to  accept.  The  realization  that  I was 
losing  for  good  the  capacity  to  carry  out  a willed 
movement  without  extra  thought  meant  that  life 
would  be  more  a performance  than  an  experi- 
ence. Gradually  I got  used  to  that  loss  and  ad- 
justed to  the  necessity  to  will  every  action  twice. 
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It  was  all  part  oi  the  larger  adjustment  to  my  new 
slowness,  unsteadiness,  and  uncertainty.  1 have 
been  at  it  for  so  long  now  that  it  seems  noiinal, 
and  I have  even  forgotten  that  that  is  what  I do. 
Only  from  time  to  time,  at  moments  when  my 
medicines  work  perfectlv  and  my  right  arm 
reaches  out  and  does  things  of  its  own  accord, 
do  I experience  again  that  sensation,  the  sj)on- 
taneous  action  of  a body  that  knows  what  I want 
done  before  I have  thought  about  it  myself.  When 
spontaneity  returns  temporarily  now,  it  can  be 
as  much  a liability  as  a pleasure.  I notice  myself 
doing  things  without  the  judgment  I used  to  have, 
moving  through  a crowd  of  jjeojile,  say,  without 
thinking  about  the  intricacies  of  slipj)ing  through 
narrow  places  by  twisting  my  shoulders  to  ac- 
commodate. The  spontaneity  leturns,  but  the  hue 
control  is  not  there.  So  even  in  moments  of  sjion- 
taneity  I still  need  conscious  control  to  prevent 
an  action  from  going  too  far,  too  cjuickly.  Slow- 
ness beccmies  desiralde. 

I always  disliked  people  with  tremors  or  tics 
and  avoided  their  company.  Now  1 have  the 
tremor  and  would  avoid  myself  if  I coukl.  Instead 
I go  around  everywhere  with  myself  just  as  be- 
fore, resist  the  recluse  tendency,  cultivate  a sense 
of  humor  to  put  others  at  their  ease,  and  try  to 
accept  this  new  condition  of  life.  The  tremor  and 
the  loss  of  sj)ontaneity  have  been  the  hardest 
things  to  accept.  They  make  my  life  look  to  me 
like  an  awkward  coordination  of  two  unlike  per- 
sonalities, one  who  shakes  while  the  other,  em- 
barrassed, looks  on  heljjlessly;  one  who  wills,  while 
the  other  reluctantly  obeys;  a constant  conflict  of 
selves.  It  may  seem  strange  to  talk  of  being  two 
persons,  but  that  is  the  way  having  Parkinson’s 
disease  feels  to  me. 


* The  earliest  symptom  I was  ever  able  to  recall  in  this  way  was  in 
1969.  with  pains  that  occurred  in  each  shoulder  whenever  my  wife 
and  I went  for  the  long  weekend  walks  that  we  almost  never  missed, 
rain  or  shine.  The  usual  distance  was  about  twetity-hve  miles,  and. 
while  my  feet  and  legs  did  not  feel  tired  or  sore  after  the  walk,  1 
consistently  felt  pains  in  the  region  of  niv  shoulder  blades.  My  wife 
and  the  friends  we  walked  with  did  not  liave  them,  and  that  made 
them  all  the  more  puzzling.  After  diagnosis  1 was  puzzled  too  at 
the  thought  that  the  earliest  symptom  may  have  occurred  more 
than  ten  years  before  the  tremttr. 

In  informal  conversation  recently  with  Doctor  Roger  Duvoisin, 
Chairman  of  Neurology  at  Rutgers,  the  talk  went  round  to  the 
subject  of  cigarette  smoking  and  the  incidence  of  Parkinson's  dis- 
ease. A persistent  statistic  shows  that  people  who  have  Parkinson's 
disease  are  seldom  smokers,  or  have  been  smokers  but  have  given 
it  up,  while  cigarette  smokers  seldom  get  Parkinson’s  disease.  The 
question  we  discussed  was  whether  cigarette  smoking  is  |trophy- 
lactic  for  Parkinson's  or  merely  an  imlication  that  the  individual 
was  not  at  high  risk  for  the  disease,  while  conversely  an  aversion 
to  smoking  indicated  a tendency  towards  the  disease.  Doctor  Du- 
voisin supported  the  second  explanation  and  called  the  aversion  a 
“behavior  marker.” 
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Recent  Research  Advances  in 
Parkinson’s  Disease:  Part  I 

Chance  Discovery  Has  Provided  Animal  Models  for  Research 


Joseph  Friedman,  MD 


Parkinson’s  disease  (PD)  occupies  a special  niche 
in  neurophannacological  history.  It  is  the  hrst 
such  disease  for  which  a therapy  was  designed. 
File  neuropathology  of  the  disease  had  been  well 
described  since  the  early  twentieth  century,  but 
the  neurocheniical  dehcits  were  not  understood 
until  1963  when  Hornykewicz  discovered  the 
pronounced  loss  of  dopamine  in  the  basal  ganglia 
of  Parkinsonian  patients.'  ^ 

It  was  recognized  that  dopamine  itself  could 
not  be  used  to  treat  PD  since  it  does  not  cross 
the  brain  barrier  and  produces  profound  car- 
diovascular side  effects.  Some  workers  thought 
that  the  remaining  cells  in  the  substantia  nigra 
would  absorb  L-dopa,  a dojjamine  precursor,  thus 
shifting  the  synthetic  pathway  into  producing 
more  dopamine.  However,  initial  attempts  to  in- 
crease brain  dopamine  by  supplying  L-dopa  were 
not  successful.  Side  effects,  especially  nausea,  oc- 
curred in  most  patients  taking  large  doses  of  the 
drug.  Moreover,  an  enzyme  located  in  the  liver 
broke  down  L-dopa  to  dopamine  (recently  re- 
discovered to  be  a useful  method  of  supplying 
oral  dopamine  in  the  treatment  of  congestive 
heart  failure®'^),  thus  lowering  the  serum  level  of 
L-dopa  available  to  the  brain  and  for  treating  the 
PD.  Perseverance  and  administration  of  L-dopa 
at  slowly  increasing  strengths  revealed  that  most 
patients  eventually  demonstrated  marked  im- 
provement without  signihcant  side  effects.  This 
was  a pronounced  triumph  for  a rational  ap- 
proach to  the  symptomatic  control  of  Parkinson’s 
disease. 


Joseph  Friedman,  MD,  is  Chief  of  Neurology,  Roger 
Williams  General  Hospital,  Providence,  and  Assistant 
Professor  of  Medicine,  Brown  University  Program  in 
Medicine. 


Lhifortunately  there  have  been  limits  to  the 
usefulness  of  L-dopa.  Despite  better  tolerance  of 
higher  L-doj)a  levels  with  fewer  side  effects  by 
using  the  combined  drugs  carbidopa/L-dopa  (the 
former  blocks  the  enzyme  which  metabolizes  L- 
dopa  to  dojjamine  in  the  blood),  it  was  soon 
learned  that  many  patients  developed  new  drug 
side  effects  within  a few  years  and  sometimes 
stopped  responding  to  the  drug  at  all.  Some  in- 
vestigators began  to  be  concerned  that  the  L- 
dopa  was  itself  causing  a worsening  of  the  PD. 
While  the  patient  was  more  mobile  and  less  trem- 
ulous on  the  medication,  it  was  feared  that  the 
underlying  disease  process,  the  death  of  brain 
cells,  was  being  hastened. 

Since  the  advent  of  L-dopa,  no  major  changes 
in  the  understanding  of  PD  occurred  four 
years  ago  when  “one  of  the  most  remark- 
able stories  of  recent  medical  history’’  un- 
folded.^ In  1976,  a chemistry  student  developed 
a Parkinsonian  syndrome  after  using  a synthetic 
heroin-like  drug."  The  significance  of  this  hnd- 
ing  was  unrecognized  until  1982  when  a mini- 
epidemic of  the  identical  Parkinsonian  syndrome 
occurred  in  the  San  Francisco  Bay  area  among 
intravenous  drug  abusers.  The  source  of  the 
problem  was  tracked  down  to  a single  “kitchen 
chemist’’  who  had  been  illicitly  manufacturing  a 
meperidine-like  drug,  1 methyl-4  phenyl- 1 ,2,3,6 
tetrahydrophyridine  (MPFP).'  The  student  af- 
fected in  1976  died  of  a drug  overdose  in  1978. 
An  autopsy  revealed  isolated  destruction  of  the 
zona  compacta  of  the  substantia  nigra,  the  main 
area  affected  in  Parkinson’s  disease.  None  of  the 
other  changes  seen  in  PD  were  present. 

The  identihcation  of  a Parkinsonism-produc- 
ing compound,  although  synthetic,  immediately 
suggested  the  possibility  that  PD  itself  was  the 
result  of  an  environmental  toxin  and  that  sci- 
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cntisls  now  had  a diK%  alhcil  a small  one,  lo  its 
nalurc.  I’mhahly  more  immediate  was  the  pros- 
pect ol  using  the  di  ng  to  develop  good  non-lm- 
man  models  of  PI),  wliic  li  had  not  existed  uj)  to 
that  time.  In  lact,  an  ex|dosion  in  PI)-ielated  re- 
search (Kdii  red  because  of  MP  ri’’s  nselnlness 
in  develoj)ing  animal  models.^  ''  In  jnne  I9S2, 
the  fit  St  MP  I P i)atients  were  admitted  to  the  hos- 
])ital.  By  July  I9H3,  the  first  primate  model  of 
PI),  using  jjarental  MI’  f P to  pioduce  the  syn- 
diome,  had  been  jinhlished  in  a scientific  journal. 
In  1985,  the  litst  confeience  on  the  subject  was 
held.  More  than  200  lahoratoi  ies  had  been  using 
the  dmg  experimentally  by  that  time. 

MP  I f’  has  created  the  possibility  of  a leaj)  foi  - 
ward  in  understanding,  treating,  and  possibly 
jjreventing  the  disease  or  interrupting  its  jjro- 
gression  in  those  already  affected.  We  have  al- 
ready learned  that  virtually  all  the  clinical  signs 
of  PI),  tremc^r,  stiffness,  akinesia,  freezing,  l)ia- 
dykinesia,  micrographia,  and  seborrhea,  are  due 
to  the  lesion  in  the  substantia  nigra,  riuis,  the 
other  j)athological  hndings  in  PI)  have  an  un- 
known, but  a})j)arently  subclinical  impact.  Treat- 
ment of  PI)  therefore  can  focus  entirely  on  this 
region. 

To  date,  published  studies  have  demcjustrated 
the  development  of  MPTP  models  of  PD  in  rhe- 
sus monkeys,  squirrel  monkeys,  marmosets,  sal- 
amanders, and  frogs.”  “ An  as  yet  unpublished 
study  has  demonstrated  a Parkinsonian  leech, 
prcjbably  the  hrst  non-vertel)rate  model  of  any 
human  nervous  disease.’-’  Importantly,  the  pri- 
mate models  and  the  leech  respond  to  L-dopa 
therapy.  The  primate  models  will  be  extremely 
useful  in  helping  to  answer  several  cjuestions 
about  PD. 

Since  new  drugs  will  be  tested  on  these  animals 
before  human  trials  are  undertaken,  the  models 
will  help  in  the  development  of  therapies.  I\v.b- 
ably  more  important  will  be  the  use  of  the  pri- 
mate model  to  study  the  long-term  consec|uences 
of  L-dopa  therapy.  Serious  jjroblems  occur  in 
half  the  Parkinsonian  population  after  treatment 
with  L-dopa  for  three  years.”’  Such  problems  in- 
clude “wearing  off,”  in  which  the  early  daily  dcjses 
of  L-dopa  are  effective,  but  the  later  ones  are 
not;  “variable  response,”  in  which  the  effects  of 
L-doj)a  are  unpredictable;  and  most  perplexing 
of  all,  the  “random  fluctuation,”  in  which  a pa- 
tient switches  “on”  and  “off’  seemingly  at  ran- 
dom times  during  the  day,  unrelated  to  the  drug 
schedule.  In  addition,  various  secondary  mcjve- 
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Fig  1:  Meperidine  and  its  metabolite,  MPP  + . 


ment  disorders  develop  after  piolonged  L-do|ja 
administration,  including  chorea,  dystonia,  and 
mycKlonus.  None  of  these  relatively  common 
jjroblems  is  readily  amenable  to  study  in  human 
subjects  since  study  of  the  brain  with  inijjlanted 
devices  or  sacrifice  of  the  subject  to  study  the 
brain  are  obviously  not  feasible. 

One  cjuestion  whicb  should  be  easy  to  answer 
using  the  MP'I  P j^rimate  model  (d  PD  has  to  do 
with  whether  or  not  L-dopa  hastens  the  crnirse 
of  PI).  There  has  long  been  a theory  that  free 
radicals,  highly  reactive  oxidative  molecules,  are 
involved  in  the  slow  changes  that  occur  in  cells 
as  they  age  and  eventually  die.  The  metabolism 
of  dopamine  generates  f ree  radicals.  Therefore, 
a concern  has  arisen  that  L-dopa  theraj^y,  which 
increases  dopamine  production  in  the  remaining 
cells  of  the  substantia  nigra,  may  actually  be  has- 
tening the  demise  of  such  cells  even  as  it  amelio- 
rates the  symptoms  and  signs  of  the  disease.  It 
will  be  easy  to  treat  one  group  of  MP  LP  primates 
with  L-dopa  and  then  compare  it  with  an  un- 
treated group  to  see  if  the  number  of  cells  re- 
maining and  their  function  are  altered. 

The  value  of  the  amphibian  models  lies  in  their 
low  cost,  easy  care,  ready  availability,  and  the 
ethical  advantages  of  not  using  primates  for  ex- 
periments. It  may  make  sense  to  test  some  drugs 
on  amphibians  before  use  of  monkeys,  although 
some  drugs  may  be  metabolized  differently  in 
different  phyla.  The  leech,  an  animal  with  a prim- 
itive nervous  system,  will  be  a useful  model  for 
studying  individual  cell  changes.  As  the  leech  re- 
sponds to  L-dopa  therapy,  it  may  even  be  possible 
to  study  single  cell  interactions  before  therapy, 
during  early  therapy,  and  after  prolonged  L-dopa 
use. 

The  fact  that  a toxin  exists  which  may  selec- 
tively destroy  only  one  region  of  the  brain  has 
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Fig  2;  A.  Graph  showing  hypothesis  that  Parkinson’s 
disease  is  caused  by  discrete  toxin  exposure  and  nor- 
mal aging:  B.  Graph  showing  hypothesis  that  Parkin- 
son’s disease  is  the  result  of  continuous  low-grade  toxin 
exposure. 

suggested  the  j)ossibility  that  some  environmen- 
tal toxin  may  cause  PI).  There  are  two  theories 
of  causation.  One  maintains  that  a single  or  a 
small  number  of  exposures  cause  the  death  of 
cells  in  the  substantia  nigra  and  the  other  areas 
involved  in  PD,  but  that  the  lesions  are  subciin- 
ical.  In  human  subjects  with  PI)  and  in  primate 
models  as  well,  clinical  evidence  of  Parkinsonism 
occurs  only  after  80  per  cent  of  the  cells  in  the 
zona  compacta  are  destroyed.*^  It  is  possible, 
therefore,  that  relatively  early  in  life  one  loses  a 
certain  percentage  of  brain  cells,  but  is  unaware 
of  the  loss.  As  the  individual  ages  normally  and 
more  brain  cells  die,  he  reaches  the  80  per  cent 
threshold  and  then  develops  clinical  Parkinson- 
ism while  an  individual  not  exposed  to  the  al- 
leged toxin  never  reaches  this  benchmark  (see 
Figure  2).  Several  San  Francisco  intravenous  drug 
users  have  now  been  identified  with  a limited 
exposure  to  MP'FP,  hut  without  Parkinsonism. 
They  will  be  followed  to  see  if  they  eventually 
develop  the  disease. 

The  second  toxin  theory  suggests  that  PI)  may 
he  the  result  of  a chronic  low-grade  environ- 


mental exposure.  Circumstantial  sujiport  for  this 
theory  arises  from  the  chemical  similarity  of 
MPFP  to  paracjuat  and  other  insecticides,  the 
jn  esence  of  geographic  clustering  of  PI)  cases  in 
certain  epidemiological  studies, the  lack  of 
clear  clinical  descriptions  of  Pat  kinsonism  in  any 
literature  piedatiug  the  Industrial  Revolution  and 
its  environmental  pollution,  and  a recent  study'' 
demonstrating  hepatic  detoxification  enzyme  de- 
hciencies  in  a high  j^ercentage  of  PI)  patients. 

I he  toxicology  of  MP'FP  is  jjartially  under- 
stood. MPFP  itself  is  nontoxic.  It  is  metabolized 
by  the  enzyme  mono-amine  oxidase  B (MAO  B) 
in  the  glial  cell  to  MPP-I- , which  is  then  taken  up 
by  the  dopamine  uptake  mechanism  in  the  zona 
compacta  cells,  killing  these  substantia  nigra  neu- 
rons.'” By  inhibiting  MAO  B or  the  (loj)amine 
uptake  mechanism,  MP'FP  is  rendered  non- 
toxic.”"  Deprenyl,  an  extremely  safe  drug,  is  an 
MAO  B inhibitor  currently  available  in  Furope 
as  a mild  agent  to  treat  symptoms  of  PD.  It  also 
prevents  MP'FP  toxicity  in  ])rimates.  Although 
there  is  no  hard  evidence  linking  MP  FP  or  other 
toxic  agents  to  PI),  a three-year  national  cooiJ- 
erative  study  is  planned  to  start  in  July  1987,  if 
funded,  to  treat  early  PI)  patients  with  deprenyl 
to  see  if  the  progression  of  tlie  disease  may  be 
halted.  Under  consideration  is  the  concomitant 
use  of  V’itamin  E,  an  anti-oxidant,  to  test  the 
theory  that  increased  free  radical  formation 
causes  disease  jjrogression.  As  study  ])atients  will 
not  be  treated  with  other  anti-PD  agents,  it  will 
be  easy  to  see  if  disease  progression  is  retarded. 
A positive  effect  of  these  agents  would  be  the 
most  important  clinical  neurological  break- 
through since  Putnam  and  Merritt  developed  an 
animal  model  of  epilepsy  in  1938  and  demon- 
strated the  efhcacy  of  jihenytoin  in  controlling 
seizures. 
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Mental  Disorders  in  Parkinson’s  Disease 


Psychiatric  Problems,  Dementia,  and  Subtle  Cognitive  Impairments 
May  Be  Associated  with  This  Disorder 


Robert  Ratal,  MD 


Since  the  j)ublication  of  Parkinson’s  Essay  on 
Shaking  Palsy  in  1817,  motor  clysl unction  has  been 
recognized  as  the  cardinal  feature  of  this  disease; 
akinesia  and  bradykinesia,  resting  tremor,  rigid- 
ity, and  loss  of  postural  reflexes.  Marsden  has 
recently  emphasized  that  mental  life  can  remain 
remarkably  unaffected,  even  in  patients  with  se- 
vere motor  disability:  “patients  with  Parkinson’s 
disease  continue  to  paint,  compose,  play  musical 
instruments  (albeit  with  less  facility  than  previ- 
ously), write  verse  and  prose,  and  appreciate  hue 
wine  and  food.  The  senses  are  not  dulled  and 
the  memories  necessary  for  the  execution  of  these 
special  skills  are  preserved.”'  However,  even  Par- 
kinson in  his  seminal  monograph,  while  empha- 
sizing “the  senses  and  intellect  are  uninjured,” 
nevertheless  commented  that  mental  disturb- 
ances do  occur  in  the  form  of  “depression  and 
terminal  delirium.” 

Succeeding  generations  of  physicians  have  had 
different  perspectives  upon  the  mental  disorders 
which  can  accompany  Parkinson’s  disease.  For  a 
half  century  following  the  1918-1920  pandemic 
of  encephalitis  lethargica,  a large  proportion  of 
the  patients  with  Parkinsonian  symptoms  suf- 
fered from  post-encephalitic  Parkinson’s  disease. 
These  patients,  having  suffered  encephalitis,  had 
widespread  involvement  of  the  central  nervous 
system,  including  basal  ganglia  and  cortex. 
Therefore,  physicians  caring  for  these  patients 
often  found  that  mental  disabilities  were  a dom- 
inant element  of  the  clinical  course.  By  the  time 
L-dopa  therapy  was  introduced  in  the  early  1970s, 
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however,  post-encephalitic  disease  had  largely 
vanished.  Physicians  in  this  era  were  impressed 
by  the  dramatic  response  of  idiopathic  Parkin- 
son’s disease  to  treatment.  By  replacing  dehcient 
dopamine  neurotransmitters  in  these  patients, 
virtually  all  of  their  signs  and  symptoms  could 
be  alleviated.  Patients  under  treatment  fre- 
quently appeared  to  be  entirely  normal  with  no 
clinical  evidence  of  neurologic  or  mental  im- 
pairment of  any  kind.  As  a result  of  this  dramatic 
advance,  a perspective  emerged  in  which  Par- 
kinson’s disease  was  viewed  as  representing  a pure 
basal  ganglia  disorder  due  to  dehcient  dopami- 
nergic input  to  the  striatum.  For  a time,  medical 
thinking  lacked  an  adequate  appreciation  for  the 
heterogeneous  nature  of  Parkinson’s  disease,  both 
with  regard  to  its  pathologic  and  neurochemical 
abnormalities  and  to  its  clinical  symptomatology. 
Less  than  hve  years  after  the  advent  of  L-dopa 
therapy,  however,  we  were  forced  to  take  a more 
sober  view  of  Parkinson’s  disease.  As  patients  with 
this  disease  lived  longer  with  control  of  their  mo- 
tor disabilities,  it  became  increasingly  clear  that 
mental  signs  and  symptoms  were  indeed  part  of 
the  natural  history  of  this  disorder  in  a sizable 
proportion  of  afflicted  patients. 

Over  the  past  ten  years  a more  systematic  ap- 
proach to  understanding  this  natural  history  fo- 
cused renewed  interest  on  the  depression  which 
Parkinson  noted  in  his  monograph.  Since  pa- 
tients were  living  longer  with  control  of  their 
motor  symptoms,  the  “terminal  delirium”  that 
Parkinson  noted  emerged  in  the  form  of  chronic 
dementing  illness  in  a certain  proportion  of  pa- 
tients. A better  appreciation  and  understanding 
of  these  disorders  is  important,  both  because  they 
represent  a major  challenge  in  therapeutic  man- 
agement, and  because  they  may  provide  insight 
into  an  understanding  of  what  role  the  basal  gan- 
glia may  play. 
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Psychiatric  Disorders  in  Parkinson’s  Disease 

Parkinson’s  disease  prodnees  a elnonie  disability 
and  it  is  j)eiliaps  not  surprising  that  depression 
is  eoninion  in  this  disordei.  Nevertlieless,  when 
systematically  compared  to  other  disabling  dis- 
eases, such  as  rheinnatoid  arthritis,  it  has  been 
shown  that  the  incidence  of  depiession  in  Pai- 
kinson’s  disease  is  greatei  than  that  which  could 
he  antieijjated  on  a situational  basis.  I liere  is  a 
growing  consensus,  therefore,  that  the  deptes- 
sion  which  commonly  occurs  in  Parkinson’s  dis- 
ease has  a strong  endogenous  component.  I’lie 
nenrochemistry  and  nenroj^harmacology  of  this 
endogenous  depression  in  I’arkinson’s  disease  has 
been  the  focus  of  considerable  interest.-^  ’ 

A number  of  neurochemical  disturbances  may 
play  a contributing  role.  Perhaps  the  most  ob- 
vious possibility  is  that  dopamine  deficiency  ac- 
counts for  or  contributes  to  dejrression.  The  mo- 
tor disability  of  Parkinson’s  disease  is  due  to  the 
deficiency  of  dopaminergic  substance  in  the  l)asal 
ganglia.  However,  other  dopamine  pathways  ex- 
ist and  are  thought  to  he  involved  in  the  emo- 
tions. Alteration  of  neurotransmitters  other  than 
dopamine  also  occur  in  Parkinson’s  disease.^  Re- 
cently Mayeux  and  his  coworkers  have  provided 
evidence  that  depression  in  Parkinson’s  disease 
correlates  better  with  alterations  in  serotonin  me- 
tabolites in  the  spinal  fluid  than  with  other  neu- 
rotransmitters, including  dopamine  and  neur- 
adrenalin  metabolites. Regardless  of  its  neuro- 
chemical basis,  it  is  important  for  clinicians  to 
recognize  that  depression  can  he  a major  prob- 
lem in  Parkinson’s  disease,  and  that  it  may  have 
an  endogenous  component  amenable  to  treat- 
ment with  antidepressant  medication. 

Psychosis,  in  the  form  of  full-blown  thought 
disorder,  delusions,  and  hallucinations,  does  oc- 
cur in  a small  minority  of  patients  with  Parkin- 
son’s disease  and  may  even  herald  the  disorder 
before  the  appearance  of  significant  motor  dis- 
ability. Most  commonly,  psychosis  in  Parkinson’s 
disease  takes  the  form  of  an  agitated  psychotic 
depression  rather  than  a schizophreniform  dis- 
order. The  emergence  of  psychotic  symptoms  in 
patients  with  Parkinson’s  disease  is  an  ominous 
development.  All  of  the  available  antipsychotic 
neuroleptic  agents  have  antidopaminergic  modes 
of  action  and  therefore  can  aggravate  the  motor 
symptoms  of  Parkinson’s  disease.  A new  anti- 
psychotic agent,  clozapine,  which  has  low  anti- 
dopaminergic activity,  is  not  currently  available 
on  the  market.  In  some  patients,  control  of  psy- 
chotic symptoms  with  neuroleptic  agents  can  be 
achieved  only  at  the  price  of  worsening  motor 


disability.  However,  since  the  psychosis  seen  in 
some  I’ai  kinson’s  disease  jxuieuts  lakes  the  form 
of  an  agitated  depiession,  lithium  may  be  of  ton- 
siderable  benefit  and  may  succeed  in  (ontrolliug 
psychotic  symjjtoms  without  recourse  to  the  use 
of  anlidopamiuergic  neuroleptic  agents. 

A toxic  delirium  due  to  antij)arkinsonian  med- 
ication can  produce  vivid  hallucinosis.  It  is  im- 
portant  that  these  not  be  confused  with  a psy- 
chotic disorder . VC.  f his  toxic  halluc  inosis  can 
result  fiom  any  of  the  antiparkinsonian  agents, 
including  L-clopa,  antichcdingergic  agents, 
amantadine,  or  bromocrijvtine.  I his  toxic  delir- 
ium constitutes  a striking  and  diaracteristic  clin- 
ical jjicture.  Typically,  jjatients  have  formed  vis- 
ual hallucinations,  usually  of  living  creatures. 
Animals  and  pecjjjle  are  commonly  seen.  Al- 
though they  are  often  distorted  in  unreal  ways 
— “I  see  little  peojjle  running  around  under  the 
table”  — patients  wbo  experience  them  are  quite 
aware  of  the  fact  that  they  are  not  real.  Patients 
usually  have  insight  into  the  hallucinatory  nature 
of  their  exjjerience  and  clcj  not  have  a jjrimary 
disorder  of  reality  testing.  The  hallucinations  are 
not  acccnnjranied  by  thought  discncler  c:>r  clelu- 
siems.  Unlike  the  hallucinaticjns  which  are  char- 
acteristic of  psychotic  j^rocesses,  auditory  hallu- 
cinations, especially  c^f  a persecutory  nature,  are 
not  a part  of  the  syndrome.  It  is  impcjrtant  that 
the  nature  of  the  hallucinatory  disorder  be  rec- 
ognized since  its  treatment  involves  reduction  of 
antiparkinsonian  medication,  not  the  use  of  psy- 
chotropic medication. 

The  hallucinatory  disorder  due  to  antiparkin- 
sonian medication  often  occurs  as  part  of  a symp- 
tom complex  associated  with  drug  toxicity.'  It 
tends  to  occur  in  patients  who  have  been  under 
treatment  with  antiparkinsonian  medication  for 
many  years.  In  general,  most  of  these  patients 
have  at  least  a mild  degree  of  dementia.  In  ad- 
dition to  the  hallucinations,  they  typically  have 
other  manifestations  of  chronic  drug  toxicity,  in- 
cluding dyskinesias,  sleep  disorders  (including 
insomnia  and  sleep  myoclonus),  and  periods  of 
confusion.  The  advent  of  this  symptom  complex 
is  an  indication  for  the  reduction  of  antiparkin- 
sonian medication.  In  most  instances,  this  can  be 
accomplished  without  unduly  prejudicing  con- 
trol of  motor  disability.  However,  this  is  not  al- 
ways the  case,  and  in  individual  patients  it  may 
be  necessary  to  hnd  a dose  and  combination  of 
medications  which  can  reduce  mental  symptoms 
to  a minimum,  while  maintaining  optimal  control 
of  motor  disability.  This  may  be  a difhcult  goal 
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to  achieve.  Often,  the  |3atients  serve  as  tlie  l>est 
guide  to  the  physician  in  achieving  a compro- 
mise. Many  patients  are  c|nite  willing  to  tolerate 
occasional  mild  hallucinations  to  maintain  their 
mobility.  Nevertheless,  it  is  important  for  the 
physician  to  recognize  these  symptoms  for  what 
they  are,  a sign  of  chronic  drug  toxicity,  and  to 
reduce  the  antiparkinsonian  regimen  to  a mini- 
mum. 


Dementia  in  Parkinson’s  Disease 

In  recent  years,  as  therapy  for  Parkinson’s  dis- 
ease has  become  more  successful,  it  has  become 
evident  that  dementia  occurs  commonly  at  some 
stage  of  this  disease,  and  ultimately  will  afflict  at 
least  a third  of  the  individuals  suffering  from 
this  disorder.  The  cause  and  characteristics  of 
the  dementing  disorder  which  accompanies  Par- 
kinson’s disease  remain  controversial.  Among  the 
many  studies  which  have  investigated  the  issue 
of  dementia  in  Parkinson’s  disease,  the  perspec- 
tives differ  widely  depending  upon  whether  the 
approach  is  that  of  observational  clinical  studies, 
pathological  analysis,  or  sensitive  assessment  of 
cognitive  function  with  neuropsychological  test- 
ing. Consensus  has  emerged,  however,  that  Par- 
kinson’s disease  is  a heterogeneous  disorder  both 
clinically  and  pathologically.  Increasingly,  inter- 
est has  focused  on  determining  whether  there 
are  subgroups  of  patients  with  Parkinson’s  dis- 
ease who  are  more  likely  to  suffer  from  dementia 
and  to  understand  better  the  pathophysiology  of 
cognitive  impairment.  In  general,  patients  who 
present  with  Parkinsonian  symptoms  later  in  life, 
especially  those  in  whom  braclykinesia  and  aki- 
nesia are  dominant  symptoms,  are  more  likely  to 
become  demented  than  are  young  individuals 
who  present  with  tremor  as  the  dominant  symp- 
tom. However,  it  would  be  misleading  to  con- 
clude that  there  are  two  distinct  subpopulations 
of  Parkinsonian  patients,  those  who  become  de- 
mented and  those  who  do  not.  Systematic  neu- 
ropsychological studies  in  large  populations  of 
Parkinson’s  disease  patients  reveal  that  impair- 
ments of  cognitive  function  form  a spectrum 
ranging  from  very  mild  to  very  severe.® 

Among  that  group  of  Parkinson’s  disease  pa- 
tients in  whom  severe  dementia  ultimately  be- 
comes manifest,  coexistent  degeneration  of  the 
cerebral  cortex  is  commonly  found. In  the  age 
of  current  therapy,  patients  with  Parkinson’s  dis- 
ease not  infrequently  live  to  an  advanced  age. 
Some  authorities  have  argued  that  coexistent 


Alzheimer’s  disease  is  inevitable,  and  that  this 
coincidental  association  of  two  common  diseases 
accounts  for  the  phenomena  of  severe  dementia 
in  Parkinson’s  di.sease.  Phere  is  not  unanimous 
agreement,  however,  on  this  theory. 

Although  severe  cortical  degeneration,  similar 
to  Alzheimer’s  disease,  is  common  in  Parkinson’s 
disease,  it  has  recently  been  IouikI  that  significant 
mental  deficiency  can  occur  in  Parkinson’s  dis- 
ease in  the  absence  of  histological  abnormalities 
in  the  cortex.*'  I hese  observations  have  led  to 
the  concept  of  “subcortical  dementia,’’  which  pos- 
tulates that  the  basal  ganglia  play  an  important 
role  in  higher  mental  functions  and  that  their 
involvement  by  disease  can  produce  a dementia 
which  is  clinically  distinct  from  the  cortical  de- 
mentia such  as  occurs  in  Alzheimer’s  disease.*®  **’ 
The  validity  of  this  dichotomy  between  cortical 
and  subcortical  dementias  has  recently  been  chal- 
lenged.**^ 

Controlled  studies  have  failed  to  reveal  con- 
sistent clinical  differences  in  the  dementias  due 
to  cortical  and  subcortical  diseases.***  A classifi- 
cation of  dementias  as  cortical  and  subcortical 
based  on  histopathology  can  be  misleading.  As 
the  neurobiochemical  basis  of  dementias  came 
under  study  in  the  late  1970s,  the  boundaries 
between  cortical  and  subcortical  dementias  be- 
came much  less  clear.  Alzheimer’s  disease,  the 
prototype  of  cortical  dementias,  was  found  also 
to  involve  degeneration  in  a subcortical  struc- 
ture, the  nucleus  basalis  of  Meynert,  which  lies 
beneath  the  globus  pallidus  of  the  basal  ganglia. 
This  nuclear  group  deploys  the  neurotransmitter 
acetylcholine  and  is  the  chief  source  of  this  neu- 
rotransmitter to  the  entire  cerebral  cortex.  Stud- 
ies which  related  clinical  dementia  with  histo- 
pathology and  biochemical  analysis  revealed  that 
the  degree  of  dementia  was  more  closely  related 
to  degeneration  in  the  nucleus  basalis,  with  re- 
sultant loss  of  acetylcholine,  than  to  the  severity 
of  histological  changes  in  the  cerebral  cortex.  Very 
recently,  the  same  neurochemical  approach  has 
been  pursued  in  investigating  the  dementia  of 
Parkinson’s  disease.  Degeneration  of  acetylchol- 
inergic  neurons  in  the  nucleus  basalis  was  also 
identified  and  found  to  relate  quite  well  to  the 
degree  of  dementia  in  the  patients  studied.  Thus, 
it  appears  cjuite  jjossible  that  the  dementia  of 
Parkinson’s  disease  and  that  of  Alzheimer’s  dis- 
ease may  relate  to  degeneration  of  the  subcortical 
nucleus  basalis  with  resulting  acetylcholine  de- 
ficiency.*^’ *® 
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Conclusions 

Parkinson’s  disease  is  a heterogeneous  disorder 
both  j)athologieally  and  neuroclieinically  and  its 
clinical  inanilestations  in  individual  patients  can 
he  (|uile  diverse.  Psychiati  ic  j)rol)leins,  dementia, 
and  subtle  cognitive  iinpaii  nient  can  occui  com- 
monly. While  the  ))athophysiology  of  these  dis- 
oiders  remains  jjoorly  underslood  and  the  sub- 
ject of  intense  continuing  investigation,  the 
practitioner  must  maintain  an  awareness  of  the 
associated  mental  disorders  accompanying  Par- 
kinson’s disease. 

References 

' Marsden  Ct):  I lie  enigma  of  the  basal  ganglia  and  movement. 
1 INS  Nov  1980, 

^ Mindham  RllS;  I’syclhatric  syndrome  in  Parkinsonism.  ) Neurol, 
Neiirosurg,  and  Psych  30:188-191,  1970. 

^ Mayenx  R,  Stern  Y,  Rosen  |,  et  al:  Dejiression  atid  intellectual 
impairment  of  Parkinson's  disease.  Neurol  31:64.5:6.50,  1981. 

' Mayeux  R:  Depression  and  dementia  in  Parkinson’s  disease.  In 
Marsden  CD,  Fahn  S (eds):  Movement  Disorders,  l.otidon:  But- 
terworths,  pp  7.5-9.5,  1982. 

“ 1 lornykiewicz  ():  Brain  neurotransmitter  changes  in  Parkinson's 
disease.  In  Marsden  Cd),  Fahn  S (eds):  Movement  Disorders. 
London:  Butterworths,  pp  44-58,  1982. 

825  C.halkstone  Avenue 
Providence,  Rhode  Island  02908 


Mayeux  R,  Stei  ii  'l',  Cote  L,  et  al:  Altered  serotonin  metabolism 
in  depiessed  |)atients  with  Parkinson’s  disease.  Neurol  34:(i42- 
646,  1984. 

’ Neausietla  PA,  Fanner  C.M,  Klawans  111.:  Serontonergit ally  ac- 
tive agents  in  levodopti-induced  psyc  hiatric  toxic  ity  reactic^ns.  In 
Fahn  ,S,  Caine  DB,  .Shoulson  1 (eds);  ,\dvances  in  Neurology. 
Vol  37:  Fxperimental  1 hentpeutic  s of  Movement  Disorders.  .New 
5'ork;  Raven  Pi  ess,  1983. 

" Piroz/olo  F),  llansch  F.C,  .Mortimer  | A,  et  al:  Dementia  in  Par- 
kinson's disease:  A neuropsychological  analysis.  Brain  and  Ccig- 
nition  1:71-83,  1982. 

^ Hakim  AM,  Mathiescni  C;  Dementia  in  Parkinson’s  disease:  A 
neumiialhologic  study.  Neurol  29:1209-1214,  1979. 

Ifoller  F,  Mizuttmi  F,  Roessmann  Lh  et  al:  Parkinson's  disease, 
dementia,  and  ,\lzhcimer’s  disease;  Clinico|jaih(tlogical  corre- 
lations. .Ann  Neurol  7:329-335,  1980, 

“ Ball  M|:  Lite  mor|)hological  basis  of  dementia  in  Parkinson’s 
disease.  Can  J Neurol  Sci  11:180-184,  1984. 

Whiiehouse  P:  I he  concept  of  subcortical  and  cortical  dementia: 
Another  look.  Neurol  1:1-6,  1986. 

Mayeux  R,  .Stem  V,  Rosen  J,  et  al:  Is  “subcortical  demeniia”  a 
recognizable  clinical  entity?  Ann  Neurol  14:278-283,  1983. 

" Nakano  1,  Ilirano  ,A:  Parkinson’s  disease:  Neuron  loss  in  the 
nucleus  basalis  without  concomitant  .Alzheimer’s  disease.  .Ann 
Neurol  15:415-418,  1984. 

Iltrrnykiewicz  (),  Kish  S:  Neurochemical  basis  of  dementia  in 
Parkinson’s  disease.  Can  j Neurol  .Sci  1 1:185-190,  1984, 

.Albert  ML:  Subcortical  dementia.  In  Katzman  R,  Terry  RD,  Biek 
KL  (eds):  .Alzheimer’s  Disease:  Senile  Dementia  and  Related  Dis- 
orders. New  York:  Raven  Press,  1978. 

Cummings  JL,  Benson  DF:  Subcortical  demeniia.  Arch  .Neurol 
41:874-879,  1984. 


IT  TAKES  MORE 
THAN  THESE 
TO  CURE 


YOUR  MEDICAL 
PRACTICE’S 
HEADACHES. 


FINALLY  ...  A CURE  FOR  YOUR 
MEDICAL  PRACTICE  HEADACHES  . . . 

Prognosis:  100%  improvement  in  medieal 
offiee  proeedures  and  inereiised 
ineome  potential. 

• Maximum  offiee  effieieney 

• Prompt  billing  and  eolleetion 

• Inereffsed  spiff  produetiviw 

• Monthly  finaneial  aetivity  report 

• Updated  elinieal  sPitistieal  reports 

• Enhaneed  patient  eare 

To  leam  more  about  (]PM,  the  eost  effieient 
solution  to  FINANCIAL  and  MEDKLVL 
OFFICE  \L\NAOEMENT,  eaU  CPM  today! 

Tel.  463-5200 


Comprehensive  I^raetiee  Management 
1 1429  Warwiek  Avenue.  Warvviek,  R1  028S8 


326 


Rhode  Island  Medical  Journal 


HAVE  YOU  HEARD? 


Delayed  or  immediate  nerve  lepair  to  restore 
facial  function  following  surgery  are  e(|iially 
effective,  according  to  a study  fnmi  the  Mayo 
Clinic  that  ajipears  in  the  December  1985  issue  of 
the  oj  Otolcn'yugolugy.  Doctor  John  C.  Ellis 

and  Ehomas  C.  McCaffrey  conducted  animal  ex- 
periments to  resolve  a controversy  in  the  disci- 
pline. “None  of  the  j^hysiologic  jiarameters  stu- 
died produced  data  to  suggest  that  delaying  re- 
pair of  nerve  defects  for  two  weeks  significantly 
changed  the  functional  result,”  they  say.  The 
finding  validates  current  practice,  but  suggests 
that  delayed  repair,  to  allow  wound  contamina- 
tion healing,  for  example,  also  wotdd  be  an 
acceptable  mode  of  treatment. 

• • • 

Individuals  who  want  to  eat  healthfully  can  in- 
corporate fast  food  into  a balanced  diet  by 
varying  their  fast  food  selections,  choosing  menu 
items  that  contribute  to  nutrient  needs,  and 
choosing  meals  of  appropriate  calorie  content, 
according  to  the  new  report.  Fast  Fuad  and  the 
American  Diet,  published  by  the  American  Council 
on  Science  and  Health.  The  Council  is  an  inde- 
pendent, nonprofit  consumer  education  orga- 
nization promoting  scientifically  balanced  eval- 
uations of  food,  chemicals,  the  environments, 
and  health. 

“Many  people  think  that  the  foods  served  in 
fast  food  restaurants  are  substantially  diff  erent  in 
content  and  nutritional  value  from  similar  foods 
served  at  home.  But,  in  fact,  it  is  the  speed  and 
style  of  service  rather  than  the  food  itself  which 
distinguishes  fast  food  restaurants  from  others.  It 
might  be  more  accurate  to  refer  to  fast  food  as 
‘fast-service’  food,”  said  ACSH  Executive  Direc- 
tor Elizabeth  M.  Whelan.  “Some  of  the  nutrition- 
al limitatons  of  fast  food  are  inherent  in  the  fast- 
service  concept,”  Doctor  Whelan  added.  “To 
keej)  service  speedy,”  she  continues,  “menus  are 
kept  short.  This  limits  the  variety  of  foods  avail- 
able. Since  variety  is  important  for  good  nutri- 
tion, meals  eaten  at  fast-service  restaurants 
should  be  incorporated  into  a diet  that  includes 
many  other  types  of  food.” 

The  addition  of  salad  bars  to  many  fast  food 
restaurant  menus  has  increased  the  available 
sources  of  vitamins  A and  C and  dietary  fiber  and 
has  made  it  easier  for  individuals  on  low-calorie, 
low-sodium,  or  low-fat  diets  to  select  fast  food 
meals  that  meet  their  special  needs,  the  ACSH 
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repori  notes.  Consuincrs  who  at  e ol)ser\  ing  sj)C- 
c ial  (lictai  y i cstrictions,  liovvever,  should  not 
assume  that  everything  at  the  salad  hat  is  suitable 
lor  them,  the  repot  t wains.  They  need  to  ( hoose 
salad  ingredients  and  di  essings  wisely.  .Moi  eover, 
because  the  diets  of  many  Ameiicans,  especially 
women  and  adolescent  girls,  do  not  meet  the  te- 
commended  allowance  lot  calcium,  the  lejiort 
l ecommends  that  last  food  restaurants  olTei  low- 
fat  or  skim  milk,  which  has  all  the  calcium  of 
whole  milk  hut  fewer  calories. 

• • • 

I he  American  (College  of  Kmergency  rhysicians 
(AC.LP)  now  has  one  of  the  nicest  accui  ate  listings 
of  ambulatory  care  centers  in  the  country.  The 
result  of  a major  re.search  project  conducted  by 
the  College,  tlie  listing  is  updated  monthly  and 
offers  access  to  a raj^idly  growing  market  in  the 
health  care  industry.  The  listing  is  available  lor 
purchase  in  the  fcnin  of  a rcjster  or  labels,  jjrcj- 
vided  the  purchaser  obtains  ACF.P  approval  of 
the  material  intended  for  distribution.  Moreover, 
purchasers  must  agree  not  tcj  rejjroduce  the  list  in 
any  manner,  cjr  use  the  list  for  distribution  cjtf  any 
materials  other  than  thejse  apjjrcjved  in  the  re- 
ejuest  for  labels.  T he  cost  for  either  labels  or  the 
roster  is  $f50  fcjr  commercial  distributcjrs  and 
$l  lO  for  educational  programs  ajijjroved  by  the 
College.  For  additional  information,  call  or  write 
Shirley  Ahlin  in  the  ACEP  Practice  Management 
Department,  PO  Box  619911,  Dallas,  Texas 
7526 1 (2 1 4/659-09 1 1). 

• • • 

G.D.  Searle  & Company  recently  anncjunced  that 
its  new  prostaglandin  drug  Cytotec®  (mioprostol) 
has  been  approved  by  health  authcjrities  in  Pcjr- 
tugal  and  Venezuela.  A total  of  eight  countries 
have  now  approved  the  drug’s  use  in  treating 
duodenal  and  gastric  ulcers.  An  original  develop- 
ment of  Searle  research,  Cytotec  is  the  only  ther- 
apeutic agent  that  inhibits  gastric  acid  secretion 
and  strengthens  the  stomach’s  natural  defenses 
against  inflammation  and  injury,  utilizing  multi- 
ple mechanisms  to  combat  ulcer  disease.  Cytotec 
is  the  first  prostaglandin  drug  available  for  treat- 
ment of  this  disorder. 

Ulcers  afflict  an  estimated  lO  to  20  per  cent  of 
the  world’s  population  during  a lifetime.  The 
worldwide  market  for  anti-ulcer  drugs  was  esti- 
mated to  be  more  than  $1.5  billion  in  sales  in 
1984. 

Additional  programs  are  under  way  to  evaluate 
the  effectiveness  of  the  drug  in  treatment  of 
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other  gastrointestinal  disorders,  such  as  gastritis, 
stress  ulcers,  acute  upper  gastrointestinal  bleed- 
ing, and  syniptoins  associated  with  bile  reflux, 
and  in  preventing  the  idcerogenic  effects  of 
chronic  aspirin  and  other  non-steroidal  anti-in- 
flaminatory  drug  therajjy. 

• • • 

Withdrawal  from  cocaine  abuse  is  markedly  dif- 
ferent from  withdrawal  from  alcohol,  f)arbitu- 
rate,  or  opiate  abuse,  accorcfiug  to  a study  from 
\’ale  University  published  in  the  February  1986 
issue  of  the  Archives  of  General  Psychiatry.  Doctors 
Frank  H.  Gawin  ancl  Fferf)ert  D.  Kleber  evalu- 
ated 30  consecutive,  self-referred  clironic  co- 
caine users,  and  found  that  the  “crash”  period 
after  cessation  of  cocaine  use  lasts  from  eight  to 
50  hours.  “After  the  crash,  the  second  jihase  be- 
gan with  one  to  hve  days  of  near-normal  affective 
f unctioning  and  normal  sleepAvaking  cycles,  with 
little  cocaine  craving,”  the  researchers  say.  Then 
the  patients  were  plagued  by  anxiety,  irritability, 
and  times  of  intense  l)oredom.  During  this  “with- 
drawal” period,  “they  had  difhculty  perceiving 
anytliing  other  than  cocaine  as  potentially  plea- 
surable. The  symptoms  then  continued  from  one 
to  ten  more  weeks  before  craving  decreased.”  A 
third  phase,  during  whicli  episodic  craving  for 
cocaine  occurs,  lasts  for  as  long  as  28  weeks,  the 
researchers  note.  Tliis  study  “conhrms  that  co- 
caine al)users  exhibit  uniform  major-depressive- 
like  symptomatology  during  a circumscribed  pe- 
riod immediatelv  following  an  episode  of  cocaine 
use,”  they  say.  Methyiphenidate  hydrochloride 
and  lithium  carbonate  assist  certain  patients  in 
withdrawal,  and  desipramine  hvdrochloride  has 
been  helpful  with  others. 

• • • 

Preliminary  studies  from  the  Albert  Einstein  Col- 
lege of  Medicine  show  that  periodic  intravenous 
gamma  globin  treatments  restored  suj)j)ressor  T 
cells  to  the  normal  range  and  jjrevented  almost 
all  bacterial  infections  in  some  children  with  AIDS 
or  AIDS-related  complex.  Rej)orting  in  the  Feb- 
ruary 1986  issue  of  the  American  Journal  of  Dis- 
eases of  Children,  Doctor  Asha  Gupta  and  her 
colleagues  say  three  of  hve  children,  ranging  in 
age  from  six  months  to  six  years,  resj)onded 
positively  to  treatments  during  a period  of  four 
to  13  mouths.  Two  children,  whose  suppressor 
T cells  did  not  return  to  the  normal  range,  died 
from  opportunistic  infections  several  months 
after  completion  of  the  study. 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


for. 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Rhode  Island,  HERPECIN-L  is  available  at  all  Brooks, 
CVS  Drug  Stores  and  other  select  pharmacies. 


He  flourished 
during  the  first 
half  of  the 
20th  century.” 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  intervention 
is  threatening  the  quality  of  medicine  — and  your  right  to  function 
as  an  independent  professional.  The  government,  responding  to 
cost  containment  pressures  from  myriad  sources,  has  taken  a 
more  active  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

In  your  fight  for  survival,  the  American  Medical  Association  is 
your  best  weapon.  The  AM  A is  the  most  influential  force  in 
health  care.  No  other  organization  can  so  effectively  reach  the 
national  policymakers  who  will  help  determine  your  future  and 
the  future  of  medicine. 

Join  the  AM  A.  We're  your  voice  in  Washington.  And  we're 
fighting  for  you  — and  your  patients. 


The  American  Medical 
Association 

535  North  Dearborn,  Chicago,  Illinois  60610 
Please  send  me  membership  information. 


Name 


Address 


City 


State 


_ □ Member,  County 

County Medical  Society 

1A-042 


For  more  information,  call  the  AMA  collect 

(312)  645-4783,  or  return  this  coupon  to  your  state  or 

county  society. 


The  Trustees  of  the  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1986 

to  be  awarded  for  an  original  contribution  on 

"Cost  Containment  vs. 

Quality  Health  Care" 

The  award  is  named  after  Caleb  Fiske  (1753-1834),  who  was  a 
Rhode  Island  physician  and  judge.  Army  surgeon,  and  a de- 
scendant of  Roger  Williams.  Since  the  prize  was  initiated  in 
1836,  87  awards  have  been  made  for  original  contributions.  Pre- 
vious recipients  include  Charles  V.  Chapin,  Providence,  inter- 
nationally known  for  his  research  on  public  health;  David  King, 

Jr.,  Newport  who  received  the  award  in  1836  for  his  paper  on 
"Purpura  Haemorrhagica:  Its  Causes  and  Treatment";  and  Alton 
Oschner,  New  Orleans,  who  received  the  1958  award  for  his 
paper  entitled  "Bronchyogenic  Carcinoma:  Predisposing 
Causes." 

The  award  for  the  1986  Fiske  Prize  will  be  a maximum  of  $1,500. 

The  Trustees  reserve  the  right  to  award  one  or  more  prizes.  The 
competition  is  not  restricted  to  physicians. 

Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  Sept.  1,  1986  to  Secretary, 

Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society,  106  Francis  Street, 
Providence,  Rhode  Island  02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  award  recipient  must  transfer  copyright  privileges  to  the  Trustees  of 
the  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will 
be  considered  for  publication  in  the  Rhode  Island  Medical  Journal,  subject 
to  review  by  the  Editorial  Board. 
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Be  prepared,  Doctor.  More  patients  will  be 
asking  about  coloreaal  cancer.  According  to  a 
survey*  conducted  by  the  American  Cancer 
Society,  many  people  would  like  to  receive  more 
information  about  colorectal  cancer,  and  83% 
said  they  would  want  to  be  checked  for  it. 
Furtlier,  they  are  learning  that  this  cancer  can  be 
deteaed  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  deteaion  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  hve  years, 


following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Bieadquarters,  90  Park  Avenue, 

New  York,  NY.  10016.  Ask  about  the  Society’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
^>CANCER 
f SOCIETY® 


•"Cancer  of  the  Colon  and  Rectum:  Summary’  of  Public  Attitude  Survey,”  Ca  33:359-365,  1983  (Nov  -Dec.). 
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Oral 

Suspension 
250  mg/5  ml 


500-mg  Pulvules' 


I Oral 

” Suspension 
125  mg/5  ml 


250-mg  Pulvules 


Keflex 

cephalexin 


Additional  information 
avaiiable  to  the  profession 
on  request. 


^□ISTA 


420113 


Dista  Products  Company 
Division  of  Eii  Liiiy  and  Company 
indianapoiis,  indiana  46285 
Mfd.  by  Eii  Liiiy  industries,  Inc. 
Carolina,  Puerto  Rico  00630 


Aftera  nitrate, 
add  ISOPTIM 

(verapamil  HCl/Knoll) 

To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 

First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 

These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome  ^ 

(if  no  artificial  pacemaker  is  present)  ISOPTIN.  AClCl6Cl 

and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add  ullllCUiyillCll  piUlCLllUll 

Isoptin ...  for  more  comprehensive  antianginal  without  bete-blocker 

protection  without  side  effects  which  may  , - 

cramp  an  active  life  style.  SlCl0  0tT0CtS. 


Please  see  brief  summary  on  following  page 


isopnif 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions ) Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  T or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk,  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLt\N. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  1 
can  do  the  same  for  my  kids.” 
—Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

—Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US.  SAVINGS  BONDsSl. 

Paying  Better  Than  Ever ' 

A public  service  of  this  publication. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 

. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 

Psychiatrist 

Calitornia 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 

DALMANr 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  /2691- 
697,  Jul -Aug  1971  2.  Kales  A,  elal  Clin  Pharmacol  Ther 
/8  356-363,  Sep  1975  3.  Kales  A,  elal  Clin  Pharmacol 
Ther  /9  576-583,  May  1976  4.  Kales  A,  elal  Clin  Pharma- 
col Ther  32  78] -788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR 
J Am  Geriatr  Soc  27  b4]-5A6.  Dec  1979  6.  Dement  WC, 
elal  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD  J Clin  Psychopharmacol  3 140-150,  Apr  1983 
8.  Tennant  FS,  etal  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9,  Greenblatt  DJ, 
Allen  MD,  Shader  Rl  Clin  Pharmacol  Ther  21  355-361, 
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brand  of 

flurazepam  HCI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
information,  o summory  of  which  follows: 

Indicofions:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  eoriy  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  hobits,  in  ocute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  tor  ot  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  odministration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evoluotion 
Confraindicalions:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  couse  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  ot  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
ot  the  potential  risks  to  the  fetus  should  the  possibility  ot  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  olcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  tor 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  moy  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  at  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  tor  those 
patients  on  medication  tor  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increose  dosoge 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sonts  Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lighfheodedness. 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethorgy  dis- 
orientation ond  coma,  probably  indicative  of  drug  intoleronce 
or  overdosoge,  have  been  reported  Also  reported  headache, 
headburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, G1  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  tccusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivaticn,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g , 
excitement,  stimulation  ond  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effecf  AOuHs 
30  mg  usual  dosage,  15  mg  moy  suffice  in  some  patients 
Elderly  or  debilitaled patients.  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


1 FOR  SLEEP 


After  more  than  15  years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety’  ® As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  page  for  summory  of  product  informotion. 


brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 


Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved. 
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Physicians  crowd  February  1986  open  hearing  of  the  Legisiative  Commission  on 
Medicai  Maipractice  — See  page  351 
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SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties 

General  Surgery 
Pediatrics 
Internal  Medicine 
Psychiatry 
Opthamology 


we  have  computerized 

Cardiovascular  8c 
Thoracic  Surgery 

Obstetrics  8c 
Gynecology 


in  the  local  area  are: 

Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 
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ACID  RAIN 

wHh  once^a^nigM 
h,s,  therapy  for  active 
duoitenai  ulcers 
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Now,  one  tablet  at  bedtime 

Controls  nocturnal  acid 
to  reHevB  pain  and  heal 
duodena!  ulcers 


Heals  active  duodena!  ulcers  after  4 weeks 
In  most  patients*^ 


ZANTAC  300  mg  h.s.  270/320  84% 

ZANTAC  150 mg b.i.d.  292/345  " Sv  / 


In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodena!  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  may  be  higher  with  ZANTAC150  mg  b.i.d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (87%}). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  ISO  mgb.LdZ 


ranitidine  HQ/Glaxo  300 mg  tablets 


Once-daUy  dosing  may  enhance  compliance  In  patients  for 
whom  dosing  convenience  Is  Important 

S!de~effects  profile  compamble  to  ZANTAC  150  mgb.Ld.^-^ 

Headache-sometimes  severe-has  been  reported.  Rare  effects  on  the  CNS,  cardiovas- 
cular. Gi  hepatic,  and  integumentai  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 

No  significant  Interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 

ZANTAC  300  mg  h.  s.  had  no  significant  drug 
interactions  with  theophylline  or  warfarin.  The 
bioavailability  of  certain  medications  whose 
absorption  is  dependent  on  a low  gastric  pH 
may  be  altered  when  ZANTAC  or  other  medica- 
tions which  decrease  gastric  acidity  are 
administered. 


Glaxo /<^ 

See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 


*it  is  not  known  exactly  how  much  acid  inhibition 
IS  needed  to  heal  ulcers 
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IN  ACTIVE  DUODENAL  ULCERS 

Once-a~night  h.s.  therapy 
controls  acid  rain 


mnitidineHCl/Glaxo  300mgtable(s 


Now. . . two  effective 
regimens  to  treat  active 
duodena!  ulcers 


References;  1.  Data  available  on  request,  Glaxo  Inc.  2.  Ireland  A, 
Colin-Jones  DG,  Gear  R et  al  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  m treatment  of  duodenal  ulcers.  Lancet  1984, 2 274- 
275.3.  Colin  Jones  DG.  Ireland  A.  Gear  R et  al  Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers  Am  J Med  1984;  77 
(suppl5B)  116-122 


ZANTAC  150  Tablets 
(ranitidine  hydrochloride) 

ZANTAC*  300  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

INDICATIONS  AND  USAGE:  ZANTAC*  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks.  Studies  available  to  date  have  not  assessed 
the  safety  of  ranitidine  in  uncomplicated  duodenal  ulcer  for  periods 
of  more  than  eight  weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patientsat  reduced  dos- 
age after  healing  of  acute  ulcers.  No  placebo-controlled  com- 
parative studies  have  been  carried  out  for  periods  of  longer  than  one 
year. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4 Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated.  Studies  available  to  date  have  not 
assessed  the  safety  of  ranitidine  in  uncomplicated,  benign  gastric 
ulcer  for  periods  of  more  than  six  weeks. 

5.  Treatment  of  gastroesophageal  reflux  disease.  Symptomatic 
relief  commonly  occurs  within  one  or  two  weeks  after  starting  ther- 
apy Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyperse- 
cretory states;  and  GERD.  concomitant  antacids  should  be  given  as 
needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC’  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1.  Symptomatic  response  to  ZANTAC  ther- 
apy does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function  (see  DOSAGE 
AND  ADMINISTRATION).  Caution  should  be  observed  in  patients  with 
hepatic  dysfunction  since  ZANTAC  is  metabolized  in  the  liver 
Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix’  may  occur  during  ZANTAC  therapy,  and  therefore  testing 
with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-linked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet 
unidentified  (eg.  a pH-dependent  effect  on  absorption  or  a change 
m volume  of  distribution) 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  studies 
in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests  {Salmo- 
nella. E coll)  for  mutagenicity  at  concentrations  up  to  the  maximum 
recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduction 
studies  have  been  performed  m rats  and  rabbits  at  doses  up  to  160 
times  the  human  dose  and  have  revealed  no  evidence  of  impaired 
fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are,  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Because 
animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  ZANTAC  is  secreted  m human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 


Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age  groups. 
The  incidence  rates  for  adverse  events  and  laboratory  abnormalities 
were  also  not  different  from  those  seen  in  other  age  groups. 
ADVERSE  REACTIONS:  The  following  have  been  reported  as  events  in 
clinical  trials  or  in  the  routine  management  of  patients  treated  with 
oral  ZANTAC*.  The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting.  and 
abdominal  discomfort/pain. 

Hepatic:  In  normal  volunteers.  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days.  With  oral  administration  there  have  been 
occasional  reports  of  reversible  hepatitis,  hepatocellular  or  hepato- 
canalicular  or  mixed,  with  or  without  jaundice. 

Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocyto- 
penia. thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  no  antiandro- 
genic  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg.  bronchospasm, 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine. 
OVERDOSAGE:  There  is  no  experience  to  date  with  deliberate  over- 
dosage. The  usual  measures  to  remove  unabsorbed  material  from 
the  gastrointestinal  tract,  clinical  monitoring,  and  supportive  ther- 
apy should  be  employed. 

Studies  in  dogs  receiving  doses  of  ZANTAC*  in  excess  of 
225  mg/kg/day  have  shown  muscular  tremors,  vomiting,  and  rapid 
respiration.  Single  oral  doses  of  1,000  mg/kg  in  mice  and  rats  were 
not  lethal.  Intravenous  LD50  values  in  rat  and  mouse  were  83  and 
77  mg/kg.  respectively. 

DOSAGE  AND  ADMINISTRATION:  Dosage  Adjustment  for  Patients  with 
Impaired  Renal  Function:  On  the  basis  of  experience  with  a group 
of  subjects  with  severely  impaired  renal  function  treated  with 
ZANTAC*,  the  recommended  dosage  in  patients  with  a creatinine 
clearance  less  than  50  ml/min  is  150  mg  every  24  hours.  Should 
the  patient's  condition  require,  the  frequency  of  dosing  may  be 
increased  to  every  12  hours  or  even  further  with  caution.  Hemodi- 
alysis reduces  the  level  of  circulating  ranitidine.  Ideally,  the  dosage 
schedule  should  be  adjusted  so  that  the  timing  of  a scheduled  dose 
coincides  with  the  end  of  hemodialysis. 

HOW  SUPPLIED:  ZANTAC*  150  Tablets  (ranitidine  hydrochloride 
equivalent  to  150  mg  of  ranitidine)  are  white  tablets  embossed  with 
"ZANTAC  150"  on  one  side  and  “Glaxo"  on  the  other.  They  are 
available  in  bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit 
dose  packs  of  100  tablets  (NDC  0173-0344-47). 

ZANTAC*  300  Tablets  (ranitidine  hydrochloride  equivalent  to 
300  mg  of  ranitidine)  are  yellow,  capsule-shaped  tablets  embossed 
with  "ZANTAC  300”  on  one  side  and  "Glaxo"  on  the  other.  They  are 
available  in  bottles  of  30  (NDC  0173-0393-40)  and  unit  dose 
packs  of  100  tablets  (NDC  0173-0393-47) 

Store  between  15°  and  30  C (59  and  86  F)  in  a dry  place.  Protect  from 
light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983.  Glaxo  Inc.  All  rights  reserved.  June  1986 
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Before  prescribing  see  complete  prescribing  Information  in  SK&F  CO 
literature  or  PD/?.  The  following  is  a brief  summary. 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion, Edema  or  hypertension  requires  therapy  titrated  to  the  individual 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  It  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K'^  intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  In  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  In  children 
is  not  available.  Sensitivity  reactions  may  occur  In  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazlde'  Is  about  50%  of  the  bioavailability  of  the  single  entity 
Theoretically  a patient  transferred  from  the  single  entities  ol  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly  It  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  'Dyazide'  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
IS  corticosteroids  or  corticotropin  [ACTH])  Periodic  BUN  and  serum 
^ creatinine  determinations  should  be  made,  especially  In  the  elderly, 
c diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  Impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  Indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  andgout,  digitalis  intoxication  (in  hypokalemia) 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  Dyazide 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazicfes. 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established 

Supplied;  Dyazide'  Is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
BRS-DZL42 
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Consider  the 
causative  organisms. . . 


250-mg  Pulvules®  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resisfanf) 


Note:  Ceclor®  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Ceclor"  (cefaclor) 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Summary.  Consult  ttie  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratorv  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae. Haemophilus  influenzae,  and 
S pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
cephalosporins 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis 

Precautions: 

• Discontinue  Ceclor  In  the  event  o) 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old  Ceclor 


penetrates  mother's  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  15%;  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other;  eosinophilia,  2%;  genital  pruritus 
or  vaginitis,  less  than  1% 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• Ealse-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling's  solution  and 
Clinitest"  tablets  but  not  with  Tes-Tape"' 
(glucose  enzymatic  test  strip,  Lilly) 
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LEGISLATIVE  SCORECARD 

GENERAL  ASSEMBLY  ADJOURNS 

The  Rhode  Island  General  Assembly  finally 
adjourned  June  25  after  a session  fraught 
with  controversy  and  debate  over  malprac- 
tice reform  and  mandatory  Medicare  assign- 
ment. More  than  100  bills  affecting  the 
practice  of  medicine  were  introduced  dur- 
ing the  session.  Because  of  the  signifi- 
cance of  many  of  these  proposals,  this 
j newsletter  will  focus  on  the  following 
! summary  of  legislative  activity: 

AIDS  (Acquired  Immune  Deficiency  Syndrome) 

H 8161  (DeLorenzo)  - would  require  hospi- 
talized AIDS  patients  to  wear  an  identi- 
fication bracelet.  RIMS  position:  Oppose 
Status:  Dead 

Alcoholism  treatment 

S 2484  (Badeau)  - would  permit  patients 
to  seek  treatment  for  alcoholism  in  an 
approved  public  treatment  facility  only 
once  every  two  years.  RIMS  position: 
Oppose.  Status:  Dead 

I Confidentiality  of  medical  information 

H 8049  (Gorham  et  al)  - would  permit  the 
release  of  information  pertaining  to  the 
diagnosis  and  treatment  of  alcoholism 
without  patient  consent  under  certain  cir- 
cumstances. RIMS  position:  Oppose 

Status:  Dead 

S 2682  as  amended  (Lederberg)  - would 
restore  the  essence  of  the  legal  process 
section  of  the  Confidentiality  of  Medi- 
I cal  Information  Act.  RIMS  position: 
Support.  Status:  Signed  into  law 

J June  26,  1986 

Limited  licensure 


H 8041  (Gorham  et  al)  - would  eliminate 
the  five-year  limit  on  renewal  of  limited 
licenses  for  medical  school  faculty.  RIMS 
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position:  Monitor.  Status:  Signed  into 

law  June  27,  1986 

Medical  liability  and  medical  discipline 

H 8534  Sub  A (Teitz  et  al)  - would  re- 
structure the  state  medical  and  dental 
disciplinary  boards;  would  incorporate 
reforms  supported  by  the  Legislative 
Commission  on  Medical  Malpractice  and 
some  additional  changes  in  medical  licen- 
sure and  discipline.  RIMS  position: 
Support  with  reservations.  Status: 

Signed  into  law  June  26,  1986 

S 2814  (Flynn,  Gibbs)  - would  lower  the 
rate  at  which  prejudgment  interest  ac- 
crues from  12  per  cent  to  8 per  cent; 
cap  awards  for  non-economic  damages  at 
$250,000;  and  establish  a sliding  scale 
for  attorneys’  contingency  fees.  RIMS 
position:  Support.  Status:  Dead 

S 2891  Sub  A as  amended  (Forte  et  al)  - 
incorporates  tort  reforms  introduced  by 
the  Legislative  Commission  on  Medical 
Malpractice,  including  provisions  re- 
lating to  expert  witnesses,  frivolous 
suits,  collateral  sources,  prejudgment 
interest,  periodic  payments,  an  acceler- 
ated court  calendar,  and  stronger  pro- 
tections for  peer  review.  It  also 
freezes  malpractice  premiums  until 
June  30,  1987,  mandates  a "merit-rating" 
plan  for  malpractice  premiums,  and  es- 
tablishes a 17-member  commission  to 
study  the  Joint  Underwriting  Association. 
RIMS  position:  Support.  Status:  Signed 

into  law  June  26,  1986 

S 3012  (Goldberg  et  al)  - would  restruc- 
ture the  Board  of  Medical  Review.  RIMS 
position:  Oppose.  Status:  Dead 

Medicare  assignment 

H 7008  (DeLuca)  - would  require  partici- 
pating hospitals  and  physicians  to  accept 
Medicare  assignment  as  payment  in  full. 
RIMS  position:  Oppose.  Status:  Dead 
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H 7148  (Cardente,  McEntee)  - would  require 
physicians  to  accept  Medicare  assignment. 
RIMS  position:  Oppose.  Status:  Dead 

H 7943  (Sherman)  - would  expand  the  statu- 
tory definition  of  physician  "unprofessional 
conduct"  to  Include  failure  to  accept  Medi- 
care assignment.  RIMS  position:  Oppose 

Status:  Dead 

H 7982  Sub  A as  amended  (Sherman)  - would 
require  physicians  to  accept  Medicare 
assignment  as  a condition  of  licensure. 

RIMS  position:  Oppose.  Status:  Dead 

H 8102  Sub  A (Sherman)  - would  require 
osteopaths  to  accept  Medicare  as  a condi- 
tion of  licensure.  RIMS  position:  Oppose 

Status:  Dead 

S 2103  (Marciano)  - would  require  physi- 
cians to  accept  Medicare  assignment. 

RIMS  position:  Oppose.  Status:  Dead 

Optometrists 

H 8527  (Ferry)  - would  require  that  opto- 
metrists who  perform  the  same  services  as 
ophthalmologists  be  held  to  the  same 
standards  of  care.  RIMS  position:  Sup- 
port. Status:  Dead 

Patient  access  to  medical  records 

H 7057  (DeLuca)  - would  provide  patients 
with  absolute  access  to  their  medical 
records.  RIMS  position:  Oppose 

Status:  Dead 

Patients  on  life  support 

H 776  (Jabour,  Lafayette)  - would  require 
the  names  of  patients  on  life  support  to 
be  reported  to  the  Rhode  Island  Department 
of  Health.  RIMS  position:  Oppose 

Status:  Dead 

Peer  review  records 

H 8288  (DeAngelis)  - would  make  the  records 
of  medical  peer  review  committees  discover- 
able in  litigation.  RIMS  position:  Oppose 

Status:  Dead 


Rights  of  the  terminally  ill 

H 7724  (Carcieri  et  al)  - creates  durable 
power  of  attorney  for  health  care  deci- 
sions. RIMS  position:  Support.  Status: 

Signed  into  law  June  24,  1986 

H 7729  (Suteel  et  al)  - would  create  a 
living  will  mechanism  for  Rhode  Island. 

RIMS  position:  Support.  Status:  Dead  ' 

S 2284  (Sabatini  et  al)  - would  create  a 
living  will  mechanism.  RIMS  position: 
Support.  Status:  Dead 

S 2311  (Farnum  et  al)  - would  create  a 
living  will  mechanism.  RIMS  position: 
Support.  Status:  Dead 

Seat  belts 

H 7049  (Gorham)  - would  require  the  use 
of  seat  belts  in  passenger  cars.  RIMS 
position:  Support.  Status:  Dead 

H 8221  (Gorham  et  al)  - would  require  i 

the  use  of  seat  belts  in  passenger  cars.  ' 
RIMS  position:  Support.  Status:  Dead 

Smoking  | 

H 7756  (Garcieri  et  al)  - would  restrict  I 
smoking  in  the  workplace.  RIMS  position: 
Support.  Status:  Dead 

S 2643  as  amended  (Basso  et  al)  - would 
restrict  smoking  in  the  workplace.  RIMS 
position:  Support.  Status:  Signed  into  i 

law  June  27,  1986 

S 2722  (Lynch  et  al)  - would  prohibit 
smoking  in  all  public  buildings.  RIMS 
position:  Support.  Status:  Dead 

MEDIGARE  FEE  FREEZE  EXTENDED 

I 

The  Gonsolidated  Omnibus  Budget  Reconcili-  i 
ation  Act  (GOBRA)  , containing  58  Medicare- 
related  provisions  and  39  Medicaid-relatec  j 
provisions,  was  signed  into  law  last 
April.  Included  in  the  Medicare  provi-  j 

sions  was  an  extension  of  the  freeze  on  j 
physician  reimbursement.  The  specific  I 
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MEDICARE  FREEZE  (continued) 


elements  of  this  latest  continuation  of 
the  freeze  are  the  following: 

• The  freeze  on  Medicare  reimbursement 
and  charges  for  non-participating 
physicians  has  been  continued  through 
December  31,  1986.  Non-participating 
physicians  are  those  who  do  not  enter 
into  a formal  agreement  to  accept  the 
Medicare  "approved  amount"  as  payment 
in  full  for  all  Medicare  beneficiaries 

• The  freeze  in  customary  and  prevailing 
charge  levels  for  participating  physi- 
cians ended  on  May  1,  1986.  The  pre- 
vailing charge  increase  was  set  at 
the  increase  in  the  Medicare  Economic 
Index  update  determined  on  October  1, 

1985  (3.15  per  cent)  plus  one  per  cent 
Participating  physicians,  therefore, 
have  a 4.15  per  cent  update  advantage 
over  non-participating  physicians. 

• A physician  who  participated  in  the 
first  year  of  the  program  and  who  is 
not  participating  in  the  second  was 
allowed  a customary  charge  level 
increase  that  reflected  the  actual 
charges  between  April  1,  1984  and 
March  31,  1985. 

• Future  updates  for  all  physician  reim- 
bursement will  be  made  on  January  1, 
instead  of  October  1. 

• A new  election  period  to  make  parti- 
cipation decisions  for  calendar  year 

1986  was  available  during  April  1986. 
Participating  physicians  who  did  not 
cancel  their  agreements  during  that 
time  were  deemed  to  have  automatically 
extended  them  through  December  31, 
1986.  Future  election  periods  will 

be  made  in  November  of  each  year. 

RHODE  ISLAND  LEADS  NATIONAL  MEDICARE 
PARTICIPATION  RATE 

Nearly  28.3  per  cent  of  the  nation's  phy- 
sicians signed  Medicare  participation 
agreements  in  1986,  a figure  virtually 
unchanged  from  a year  ago,  according  to 
statistical  comparisons  prepared  by  the 
Health  Care  Financing  Administration 
(HCFA) . 


HCFA  said  that  nearly  138,000  physicians 
(a  designation  which  includes  limited- 
license  practitioners)  continued  or  en- 
tered into  participation  agreements. 

There  were  14,781  new  participants. 

Currently,  more  than  487,000  physicians 
bill  for  Medicare.  The  percentage  of  phy- 
sicians who  continued  to  participate  was 
extremely  high  (94.2  per  cent). 

While  1986  sign-up  rates  were  higher  in 
24  states,  they  declined  in  27  others. 
Alabama  physicians  have  the  highest  rate 
of  participation  (63  per  cent) . They 
are  followed  by  Rhode  Island  (48.1  per 
cent),  Pennsylvania  (45.6  per  cent), 
Massachusetts  (43  per  cent) , and  Hawaii 
(41.7  per  cent)  where  the  percentage  in- 
creased dramatically  from  20.6  per  cent 
last  October.  South  Dakota  continued  to 
have  the  nation's  lowest  rate  at  6.9  per 
cent . 

PEACETIME  DRAFT  PROPOSAL  DEFEATED 

A proposal  that  would  have  forced  health 
care  professionals  to  register  for  a 
peacetime  draft  was  defeated  in  the  House 
Armed  Services  Committee  in  late  June. 

US  Representative  G.V.  Montgomery,  who 
tried  to  attach  the  plan  to  the  fiscal 
1987  defense  authorization,  said:  "Much 

of  the  credit  for  its  defeat  has  to  go 
to  the  American  Medical  Association.  The 
AMA  had  doctors  from  different  states 
call  members  of  the  committee  to  voice 
opposition  to  the  registration  plan." 

In  an  effort  to  offer  an  alternative  to 
such  legislation,  the  AMA  signed  a "me- 
morandum of  understanding"  with  the 
Department  of  Defense  (DOD) , agreeing  to 
provide  the  DOD  with  its  Masterfile  list 
of  physicians  in  the  US.  According  to 
the  agreement,  DOD  would  be  allowed  to 
use  the  list  only  in  case  of  a national 
emergency.  It  would  also  be  prohibited 
from  sharing  the  information  with  other 
federal  agencies. 

The  health  care  personnel  draft  plan  was 
initially  introduced  as  a separate  bill 
in  the  Military  Personnel  and  Compensa- 
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PEACETIME  DRAFT  PROPOSAL  (continued) 


tion  Subcommittee  of  the  House  Armed  Ser- 
vices Committee  by  Rep.  Montgomery.  It 
called  for  the  registration  of  persons 
ages  18  to  46  who  are  "trained  and  quali- 
fied for  practice  or  employment  in  any 
health  care  occupation"  needed  by  the 
Armed  Forces.  According  to  the  bill, 
violators  could  be  fined  up  to  $250,000, 
imprisoned  for  up  to  five  years,  or 
both . 


HOSPICE  CARE  TO  OFFER  PROGRAM  ON 
PALLIATIVE  CARE 

As  part  of  its  tenth  anniversary  celebra- 
tion, Hospice  Care  of  Rhode  Island,  in 
conjunction  with  the  Brown  University 
Program  in  Medicine,  is  sponsoring  a 
day-long  seminar  on  "Palliative  Care 
in  the  Eighties."  The  meeting  will  be 
held  October  15,  1986  at  the  Ray  Con- 
ference Center,  Butler  Hospital. 

The  keynote  speaker  will  be  Doctor  Michael 
Levy,  nationally  recognized  as  an  authority 
on  pain  management.  The  program  is  de- 
signed for  physicians,  nurses,  social 
workers,  pharmacists,  and  clergymen  who 
wish  to  Increase  their  clinical  knowledge 
and  practical  skills  to  meet  more  ade- 
quately the  needs  of  the  terminally  ill 
and  their  families. 

Three  plenary  sessions  will  address  the 
pain  management  of  advanced  cancer,  eco- 
nomic and  social  problems,  and  ethical 
issues  of  death  and  dying.  Workshops 
will  focus  on  terminally-111  children 
and  their  families,  spiritual  needs  of 
the  dying,  behavioral  and  cognitive 
aspects  of  pain  control,  and  the  hospice 
concept . 

For  additional  information,  please  call 
Janice  Miller  at  401/863-3337. 


23  STATES  ENACT  TORT  REFORM 

Twenty-three  states  have  passed  some  form 
of  tort  reform  this  year,  according  to  a 
comprehensive  survey  by  the  National  Con- 
ference of  State  Legislatures,  issued  as 
many  of  the  nation's  state  legislatures 
adjourned  for  the  summer. 


The  suirvey  shows  that  the  single  most  sig- 
nificant characteristic  of  this  year's 
tort  reform  drive  was  the  willingness  by 
state  legislatures  to  modify  tort  law  for 
all  civil  actions  generally,  not  just  in 
the  medical  liability  area. 

While  the  effort  to  modify  the  scope  of 
tort  reform  has,  for  the  past  ten  years, 
primarily  been  pushed  by  the  medical  pro- 
fession, this  year's  legislative  strug- 
gle was  marked  by  the  addition  of  a broad  i 
coalition  of  businesses,  cities,  and  i 

associations  advocating  tort  reform.  ' 

! 

An  April  1986  AMA  survey  of  pending  tort  j 
reform  legislation  showed  that  40  state 
medical  societies  were  working  with  such 
a broad  coalition  on  the  state  level  to 
achieve  tort  reform.  Nationally,  the 
AMA  has  joined  with  a group  of  140  busi- 
nesses, associations,  organizations,  and 
municipalities  in  calling  for  tort  reform 
at  both  the  state  and  federal  level.  I 


NEW  RIMS  STAFF  I 

i 

Jack  A.  Perkins  will  join  the  staff  of  theij 
Rhode  Island  Medical  Society  on  September  j 
as  assistant  executive  director.  In  addi- 
tion to  assuming  responsibilities  for  the 
Rhode  Island  Medical  Journal,  his  primary 
focus  will  be  public  relations.  He  also 
will  assist  Doctor  Newell  E.  Warde  in  j 
implementing  the  Society's  legislative  I 
program. 

Currently  legislative  assistant  to  Senator 
Quentin  N.  Burdick  (D.,  North  Dakota),  Mr., 
Perkins  is  responsible  for  tracking  legis- i 
latlon  and  writing  testimony  on  such  issue! 
as  banking,  budget,  energy,  housing,  labor' 
small  business,  and  tax  reform.  He  pre- 
viously served  on  the  Burdick  campaign  I 

staff  and  in  several  capacities  with  the  ! 

US  Senate.  ' 

Mr.  Perkins  is  a graduate  of  the  Univer- 
sity of  Maryland. 

He  replaces  Wendy  J.  Smith,  who  is  return-' 
ing  to  Chicago.  She  has  served  as  assis- 
tant executive  director  and  managing  edi- 
tor, Rhode  Island  Medical  Journal,  since 
January  1983.  s 
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MEDICAL  CLEARING  BUREAU 
1563  Fall  River  Avenue,  Seekonk,  Massachusetts  02110 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 

336-3600 

Mailing  Address:  P.O.  Box  402,  Seekonk,  Massachusetts  02771-0402 


THE  LARGEST  PROVIDERS  OF  NURSING 
PERSONNEL  IN  RHODE  ISLAND? 

• We  have  one  of  the  largest  statewide  staffs  of  registered  and  licensed  practical  nurses  available  in 
Rhode  Island. 

• Our  Social  Service  and  Nursing  Departments  work,  around  the  clock,  everyday,  to  meet  specific  patient 
needs. 

• Most  major  hospitals  and  extended  care  facilities  rely  on  us  for  their  supplemental  staffing  needs. 

• More  physicians  than  ever  before  are  recommending  our  Agency  with  confidence  to  patients  who  need 
PRIVATE  DUTY  NURSING  CARE  in  the  hospital,  home  or  nursing  home. 

Providing: 

Registered  Nurses 
Licensed  Practical  Nurses 

Nursing  Assistants  and  Orderlies  ® Friendly  Health  Care  Professionals 

Homemakers  — Home  Health  Aides  ▼ 

When  Private  Duty  Nursing  Care  is  needed  call 

L M Nursing  Services  Inc. 

Providence  401-751-2440  Pawtucket  401-728-9898 


24  HOURS  A DAY  7 DAYS  A WEEK 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 

• 24  Hour  Stat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Eerritins,  Hemoglobin  Ac  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bi.-  and  Eolic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  C:RANS10N  STRLHT,  CRANSTON,  R1  02920 

943-1211 

RI  TOLL  FREE  1-800-942-1011 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 

Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
ophthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists,  neurologists 

• Managed  by  physicians  with  the  doctor  in 
mind 

• Open  staff 

• Full-time  anesthesia  and  recovery  coverage 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare,  commercial 
insurance  coverage,  and  Massachusetts  Blue 
Shield 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and 

bookings. 

Blackstone  Valley  Surgicare 
333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 


350 


Rhode  Island  Medical  journal 


Rhode  Island  Medical  Journal 


Volume  69,  Number  8 August  1986 


TABLE  OF  CONTENTS 


343  NEWSLETTER 

353  EDITORIAL 

Whither  Graduate  Medical  Education? 

355  PRESIDENT’S  PAGE 

The  Diversity  of  Medical  Practice 

377  HAVE  YOU  HEARD?  . . . 

CONTRIBUTIONS 

357  Special  Report 

Public  Relations  and  the  Malpractice  Crisis 

361  Recent  Research  Advances  in  Parkinson’s  Disease:  Part  II 

Studies  in  Lower  Animals  Indicate  a Future  for  Brain  Implants 
Joseph  Friedman,  MD 

365  Presidential  Address 

The  Present  Condition  of  Medical  Practice  in  Rhode  Island  and  the  Outlook  for  the  Future 
Herbert  Rakatansky,  MD 

369  Special  Report 

Missing  and  Exploited  Children 


COVER: 

RIMS  in  action:  More  than  500  physicians  attended  the  February  5,  1986  open  hearing  of  the  Legislative  Commission  on 
Medical  Malpractice  to  express  their  concerns  about  the  impact  of  the  malpractice  crisis  on  their  patients.  For  more  information, 
see  page  357. 


August,  1986  — Vol.  69 


351 


re*ha*bil*i‘tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don’t  have  to  leave  the  State  for 
inpatient  physical  rehabilitation.  Newport  Hospital’s 
Vanderbilt  Rehabilitation  Center  provides  the  most  comprehensive 
medical  rehabilitation  in  Rhode  Island,  southeastern 
Massachusetts  and  eastern  Connecticut.  The  Center  is 
accredited  by  the  national  Commission  on  Accreditation 
of  Rehabilitation  Facilities  and  the  Joint  Commission 
on  Accreditation  of  Hospitals  and  is  supported  by 
the  general  medical/surgical  capabilities  of  a 
full  service  hospital. 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area.  For  further 
information  or  a descriptive  brochure  call  (401) 

846-6400,  extension  1845,  or  write  to:  Vanderbilt 
Rehabilitation  Center,  Newport  Hospital, 

Friendship  Street,  Newport,  Rhode  Island  02840. 
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The  28  bed  Center  provides: 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 


VANDERBILT 

REHABILITATION  CENTER 
At  Newp>ort  Hospital 

Fnendship  St.,  Newport,  RI  02840 
(401)846-6400,  ext.  1845 
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EDITORIAL 


Whither  Graduate  Medical 
Education? 


While  most  physicians  are  well  aware  of  the  fi- 
nancial concerns  being  raised  about  medical  care 
in  the  United  States,  the  problems  of  funding 
graduate  medical  education  are  not  as  familiar. 
Federal  legislation  currently  under  consideration 
would  reduce  considerably  the  Medicare  funds 
appropriated  for  graduate  medical  education.  In 
some  instances,  funding  for  subspecialty  training 
in  internal  medicine  would  be  totally  eliminated. 
Because  graduate  medical  education  is  an  inte- 
gral component  of  quality  medical  care,  we  must 
work  hard  to  assure  its  continued  support 
through  active  lobbying  of  both  state  and  federal 
agencies.  Innovative  funding  methods  must  orig- 
inate in  the  physician  sector. 

A recent  dialogue  between  Doctors  Robert  Pe- 
tersdorf  and  Edward  Hook  in  the  Obsemer,  a pub- 
lication of  the  American  College  of  Physicians 
(AGP),  is  worth  reading.  Although  their  opinions 
differ  slightly,  they  share  a major  concern  with 
regard  to  training  in  internal  medicine  and  out- 
line their  concerns  well.  The  American  College 
of  Physicians,  while  supporting  a five-year  limit 
on  training  supported  by  federal  sources,  rec- 
ommends that  Medicare  support  graduate  med- 
ical education  for  an  appropriate  number  of  res- 
idents in  general  internal  medicine  and  the 
medical  subspecialties.  This  would  be  consistent 
with  what  is  already  being  done  for  surgical  train- 
ing. It  would  appear  that  at  least  one  federal 
proposal  would  shift  funds  from  subspecialty 
training  in  internal  medicine  to  the  surgical  sub- 
specialties. In  addition  to  remedying  this  obvious 
inequity,  the  College  believes  that  there  must  also 
be  an  appropriate  mix  of  general  internists  and 
subspecialists. 

ACP  also  recommends  against  using  patient 
care  revenues  to  fund  the  residency  training  of 
US  and  alien  graduates  of  foreign  medical  schools 
not  accredited  by  the  Liaison  Council  on  Medical 
Education.  This  dramatic  step  in  restricting  the 
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postgraduate  funding  of  US  citizens  who  have 
trained  abroad  will  affect  whether  these  individ- 
uals are  accepted  into  training  programs.  In 
Rhode  Island  we  should  be  aware  of  this  factor, 
as  some  of  our  finer  physicians,  many  of  them 
Rhode  Island  natives,  were  educated  in  foreign 
medical  schools.  The  College  does  suggest,  how- 
ever, that  appropriate  numbers  of  alien  foreign 
medical  graduates  who  are  committed  to  return- 
ing to  their  countries  of  origin  should  train  in 
the  United  States,  funded  by  sources  other  than 
Medicare. 

The  last  point,  ie,  alternative  funding,  raises 
some  hard  questions  that  deserve  answers.  Should 
we  find  alternate  sources  of  funding  of  graduate 
medical  education  in  Rhode  Island?  Should  such 
funding  utilize  non-hospital  revenues  such  as  re- 
search training  grants,  professional  fees,  medical 
school  funds,  and  so  forth?  Should  the  medical 
school  faculty  be  reduced  to  control  funding? 
Should  we  diversify  the  support  for  graduate 
medical  education,  maintain  stronger  clinical  and 
basic  science  ties,  and  streamline  the  system  to 
improve  efficiency?  Should  we  improve  hospital 
ambulatory  facilities  to  compete  with  private 
practitioners  for  revenue?  Do  we  need  as  many 
training  programs  as  we  have  in  this  state?  Do 
we  need  to  train  as  many  house  officers?  Should 
the  number  of  hospital  beds  be  reduced  and 
graduate  education  scaled  down?  Should  we  fa- 
vor payments  toward  hospitals  with  teaching  fa- 
cilities and  away  from  nonteaching  hospitals? 

These  are  hard  questions  that  we  must  address 
with  concern,  foresight,  cooperation,  and  re- 
sponsibility. Isn’t  it  time  for  hospitals,  state  gov- 
ernment, physicians,  health  care  officials,  and 
universities  to  arrive  at  a consensus? 

Edward  A.  lannuccilli,  MD 

Immediate  Past  Governor  for  Rhode  Island 

American  College  of  Physicians  ■ 
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There’s  more  to 
Portable  X-Ray  tovice 
than  X-Rays. 


Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  'by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area; 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 


OF  RHODE  ISLAND 

Certified  by  the  R.i.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.i.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.I. 
331-3996 


120  Dudley  Street 
Providence,  R.I. 
331-3996 


154  Waterman  Street 
Providence,  R.i. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.I. 
766-4224 


354 


Rhode  Island  Medical  Journal 


PRESIDENT’S  PAGE 


The  Diversity  of  Medicai  Practice 

The  recent  celel)ration  of  the  Fourth  of  July 
brings  to  mind  one  of  the  truisms  of  American 
life.  As  a cotmtrv,  we  derive  considerable  strength 
from  the  diversity  of  our  citizens.  Although  our 
ancestors  arrived  at  Ellis  Island  and  other  ports 
of  entry  with  widely  varying  backgrounds,  they 
were  able  to  meld  their  asjtirations  into  one  com- 
mon goal  for  a better  and  brighter  future. 

\'et  the  same  diversity  that  strengthens  the 
country  is  threatening  to  splinter  the  jirofession 
of  medicine,  according  to  Doctor  Harriscjn  L. 
Rogers,  Jr.  in  his  presidential  afldress  at  the  re- 
cent AMA  Hotise  of  Delegates  meeting.  I’hysi- 
cians  must  quit  looking  hack  to  the  good  old  days 
and  the  traditional  practice  of  medicine.  Doctor 
Rogers  told  the  House,  and  unif  y to  protect  med- 
icine as  a calling,  rather  than  merely  a business. 
Physicians  who  have  been  in  practice  for  many 
years  must  realize  that  medicine  “is  never  again 
going  to  be  what  it  was.”  Because  the  pace  of 
change  is  going  to  accelerate  and  not  diminish, 
we  must  stop  talking  and  thinking  in  terms  of 
what  is  traditional,  look  to  what  is  new,  and  how 
we  can  best  adapt  to  it. 

We  must  stop  debating  issues  in  terms  of  tra- 
ditional versus  alternative  medical  practice  be- 
cause of  its  alienating  effect  on  physicians  on 
both  sides  of  the  debate,  “d  here  is  no  such  thing 
any  more  as  a best  or  even  better  way  to  practice 
medicine,”  according  to  Doctor  Rogers.  Fhere 
are  perfectly  competent  j)hysicians  practicing  in 
solo  or  small  partnership  of  fices  and  in  shopping 
centers  as  well.  There  are  c|ualihed  jdiysicians 
who  are  salaried  employees  of  hospitals  or  mem- 
bers of  health  maintenance  organizations  or  ])re- 
ferred  provider  organizations.  Ciood  physicians 
also  can  be  found  in  large  medical  groups  or  in 
joint  business  ventures  with  hosjjitals. 


Peter  D.  T.  Clarisse,  MD 


Organized  medii  ine  will  not  survive  unless  we 
lecognize  the  widely  divergent  needs  of  jjhysi- 
cians  in  their  quest  to  provide  c|uality  medical 
care  to  their  patients.  Regardless  of  their  practice 
location.  Doctor  Rogers  said,  all  jthysicians  “are 
trying  to  learn  how  to  take  care  of  patients  who 
are  unable  to  pay  for  everything  they  need  be- 
cause their  insurance  is  limited  or  because  their 
government  program  has  been  cut  back  or  sim- 
j)ly  because  they  have  no  insurance.” 

To  meet  this  goal,  the  AMA  at  this  year’s  an- 
nual meeting  sponsored  a forum  for  employed 
jjhvsicians  to  find  ways  in  which  the  organization 
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can  lielp  them  pursue  their  profession.  Nearly 
40  per  cent  of  all  young  physicians  at  e enij^loyed, 
and  the  numf)ers  are  likely  to  increase  as  a result 
of  the  mounting  fimmcial  pressures  of  attetuling 
medical  school.  Three  years  ago,  the  AMA  es- 
tablished the  Hospital  Medical  Staff  Section, 
which  represents  more  than  20  per  cent  of  all 
US  hospitals  and  attracts  600  to  700  j)hysicians 
to  its  meetings.  This  year  the  AMA  House  of 
Delegates  approved  formation  of  a new  Young 
Physicians  Section  to  offer  physicians  under  age 
40  a more  active  role  in  organized  medicine.  Cur- 
rently, only  20  per  cent  of  such  physicians  are 
AMA  members.  The  Association  hopes  that  by 
offering  young  physicians  their  own  jjolitical 
forum,  it  can  boost  young  pliysician  member- 
ship. 

The  Rhode  Island  Medical  Society  has  fol- 
lowed the  AMA’s  leadership  role  by  offering  to 


the  22  hospitals  of  the  state  delegate  status  in  the 
House  of  Delegates.  I he  piesident  of  the  Staf  f 
Physicians  Association  of  Rhode  fsland  (SPARl) 
selves  as  a member  of  the  Council.  Further,  we 
are  exploring  ways  of  meeting  the  j)ra(  tice  needs 
of  young  j)hysicians,  many  of  whom  are  em- 
ployed, as  well  as  those  in  residency  progiams. 

Physicians  are  being  pressured  inexorably  to- 
ward a business  rather  than  a |)rofessional  aj)- 
proach  to  j^ractice.  I O avoid  the  sj)lintering  of  a 
proud  profession,  we  must  stoj)  bemoaning  the 
loss  of  the  good  old  days  and  recognize  that  di- 
versity, when  pro])eily  controlled,  represents 
strength  and  not  weakness.  It  is  the  i esj^onsibility 
of  organized  medicine  to  heljr  all  jihysicians  pro- 
vide quality  medical  care  to  their  patierrls  whether 
they  practice  in  a traditional  offrce  setting,  irr  a 
health  nraintenance  orgarrization,  or  irr  a shoj)- 
ping  center. 


There  must  be  a good  reason  why 

we’ve  become  the 


isinsirrED 

SURGICAL  CENTERS 


The  Pmfessionals  in 
Home  Health  Care  Equipment 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 

We  carryjust  about  EVERYTHING  for  Home 
Health  Care  . . . which  means.  ever\1hing  a 
patient  or  convalescent  needs  to  implement  the 
doctor  s treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we  re  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered  ",  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 


(401)781-2166  380  WARWICK  AVE..  WARWICK.  RI 02888 

OPEN  DAILY  8 to  5:30  • SATURDAY  8 to  1 At  the  Cmnston/Warwlck  City  Line 
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SPECIAL  REPORT 


Public  Relations  and  the  Malpractice 
Crisis 


During  1985  Rliode  Island  physicians  were  gear- 
ing up  to  seek  significant  changes  in  the  medical 
lial)ility  system.  Despite  tort  reforms  enacted  in 
the  mid-1970s,  the  situation  had  reached  crisis 
proportions  and  threatened  to  limit  access  to 
quality  medical  care.  The  task  was  an  uphill  bat- 
tle. In  the  face  of  this  serious  emergency,  Rhode 
Island  newspapers  carried  front  page  stories  of 
a physician  whose  license  was  revoked  for  im- 
planting unnecessary  pacemakers,  another  who 
was  accused  of  sexually  molesting  several  f emale 
patients,  and  a third  who  turned  in  his  medical 
license  to  avoid  disciplinary  action  and  tried  to 
establish  a new  practice  in  another  state.  These 
reports  did  not  help  the  public’s  image  of  local 
; physicians. 

Although  national  polls  continued  to  show  a 
high  acceptance  rate  for  physicians,  public  ap- 

I j proval  in  Rhode  Island  appeared  to  present 
ij  problems.  A survey  commissioned  by  the  Amer- 
Ij  ican  Medical  Association  and  carried  out  in  1985 
li  revealed  that  63  per  cent  of  Rhode  Islanders 

I I complained  that  doctors  charged  too  much  for 
I , their  services  while  58  per  cent  believed  that  phy- 
! sicians  were  too  interested  in  making  money. 

! Moreover,  50  per  cent  of  those  surveyed  were  of 
I ' the  opinion  that  doctors  did  not  care  about  peo- 
|;  pie  as  much  as  they  once  did  while  61  per  cent 
; believed  that  people  become  physicians  primarily 
for  the  money  and  prestige.  Finally,  an  over- 
' ‘ whelming  81  per  cent  complained  that  the  state’s 
I doctors  kept  their  patients  waiting  too  long. 

The  Rhode  Island  Medical  Society  began  to 
j mobilize  its  membership  to  gain  the  support  of 
j the  public,  legislators,  and  opinion  leaders  to  build 
I a climate  favorable  to  significant  tort  reform.  To 
help  in  this  effort,  the  Society  engaged  Duffy  & 
Shanley  as  its  public  relations  counsel  in  April 
I 1985  to  develop  a public  relations  program  and 
: to  help  the  Society  gain  support  for  the  enact- 

ment of  legislative  reform. 

It  was  determined  that  the  Society  must 
1 heighten  its  visibility  and  work  to  improve  the 
image  of  the  state’s  physicians.  Communication 


between  physicians  and  legislators,  physicians  and 
the  press,  and  physicians  and  the  public  must  be 
estaiilished  and  sti  engthened.  Perhaps  the  most 
difhcult  group  to  convince  of  the  need  for  tort 
reform  was  the  general  public.  A plan  designed 
to  increase  the  visibility  of  physicians  was  imple- 
mented. 

Increased  Visibility 

Articles,  public  service  announcements,  in- 
creased contact  with  members  of  the  media,  and 
appearances  on  television  and  radio  programs 
were  utilized  in  an  attempt  to  demonstrate  that 
Rhode  Island  physicians  are  concerned  about  the 
quality  of  health  care  in  the  state. 

A series  of  six  articles  with  by-lines  on  various 
medical  topics  were  written  by  Society  members 
and  distributed  to  newspapers  throughout  the 
state.  The  articles  were  well  received  and  ap- 
peared in  several  regional,  daily,  and  weekly 
newspapers.  Television  and  radio  also  were  used 
to  enhance  the  image  of  Rhode  Island  physicians. 
Public  service  announcements,  obtained  from  the 
American  Medical  Association,  addressed  con- 
sumer health  issues  in  an  entertaining  and  in- 
formative manner.  Spot  items  carrying  the  tag 
line  “sponsored  by  the  Rhode  Island  Medical  So- 
ciety” were  distributed  to  local  radio  and  televi- 
sion stations.  One  local  television  station  broad- 
cast the  items  a total  of  64  times  during  February 
and  March.  Another  began  carrying  the  an- 
nouncements in  January  and  continued  to  do  so 
through  late  spring. 

The  public  relations  counsel  assisted  the  So- 
ciety in  placing  members  on  several  radio  and 
television  public  aff  airs  programs  to  discuss  med- 
ical issues.  During  his  presidency.  Doctor  Her- 
bert Rakatansky  served  as  spokesman  for  the  So- 
ciety, making  numerous  appearances  on  behalf 
of  the  Society.  Indeed,  Doctor  Rakatansky  be- 
came the  media’s  favorite  resource  on  subjects 
involving  medicine.  In  July  and  August  1985,  as 
an  example,  he  appeared  on  local  television  and 
radio  news  programs  to  discuss  colorectal  cancer. 
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In  Scj)tcrnl)cr  I‘)S5  both  Doc  tor  Rakatansky  and 
Doc  tor  Rennet li  K.  Lillinann  weie  intet  \ ievvecl 
about  medical  lial)ility  insntance  on  a local  eve- 
ning news  |)ic)grani.  In  November  Doctoi  Rak- 
atansky appeared  on  two  evening  news  pi ogi  ams 
to  discuss  the  Society’s  position  concerning  the 
atcej)tance  oi  assignment  ol  Medicate  benefits 
by  physicians  and  lull  reimbnrsement  lor  their 
services.  In  late  November,  he  tajjecl  a series  of 
programs  with  Lon  Adlei  for  his  daily  medical 
features  on  radio  station  WOR  in  New  \'ork.  I he 
programs  were  broadcast  for  a whole  week  in 
january 

As  the  visibility  of  the  Society  increased  and 
the  medical  liability  insurance  crisis  became  a 
mc^re  prominent  issue,  it  was  increasingly  im- 
portant for  the  Society  to  have  effective  spokes- 
persons tcj  represent  its  view  to  the  public.  To 
this  end,  Doctors  Rakatansky  and  Lif  f maim  j)ar- 
ticipated  in  a media  training  session  to  prejjare 
them  for  interviews  with  television  reporters. 

d'hese  efforts  provided  an  opportunity  for  the 
physicians  to  share  their  expertise  with  the  public 
in  a relaxed,  but  professional  manner  and  to 
demcjnstrate  further  their  concern  for  the  cjuality 
of  health  care  in  Rhode  Island. 


Laying  the  Founciation 

It  was  now  essential  to  bring  to  the  media,  the 
public,  and  the  legislators  the  physicians’  views 
of  the  medical  liability  insurance  issue.  Six  po- 
sition papers  were  researched  and  prepared  on 
malpractice,  peer  review,  the  impaired  physician 
program,  physicians  as  patient  advocates,  the 
Rhode  Island  Medical  Society,  and  the  Board  of 
Medical  Review'.  These  papers  were  used  as  a 
major  resource  in  response  to  inquiries  and  for 
fact  sheets  developed  as  a handy  reference  for 
the  media,  public,  legislators,  and  physicians. 

To  encourage  interaction  with  the  media,  local 
district  society  presidents  were  asked  to  identify 
within  their  medical  societies  potential  spokes- 
persons who  could  discuss  various  medical  topics 
in  detail.  This  resource  list  was  distributed  to 
both  broadcast  and  print  media.  With  the  assist- 
ance of  public  relations  counsel,  the  Society  se- 
cured the  services  of  a lobbyist  to  present  to  the 
General  Assembly  the  Society’s  viewpoint  re- 
garding medical  liability  insurance.  The  lobbyist 
set  the  stage  for  physician  contact  with  legislators 
and  continued  to  present  the  Society’s  views 
throughout  the  legislative  session. 

It  was  important  at  this  time  that  the  general 
public  be  informed  of  the  Society’s  view  of  the 


medical  liability  insurance  issue.  y\  pamphlet  ex- 
plaining the  situation  and  its  ini])oitance  to  the 
physician,  the  patient,  and  the  future  of  (juality 
medical  care  in  the  stale  was  distiibuted.  Lach 
membei  of  the  .Society  with  an  office  practice 
received  a pat  kage  of  One  hundied  copies.  .Many 
l)hysicians  re(|uested  more  copies  lot  clistiibu- 
tion. 

do  educate  the  jiublic  fuither,  a Malpractice 
Alert  newsletter  was  ijublished  (|uarteily  to  pro- 
vide timely,  relevant  iidormation.  It  dealt  exclu- 
sively with  the  medical  liability  insurance  issue, 
designed  to  convey  the  message  that  the  crisis,  if 
unresohed,  would  seriously  affect  medical  care 
in  Rhc^cle  Island.  It  would  also  hel]j  to  educate 
decision-making  groups  concerning  the  i.ssue  and 
elicit  supjjort  for  the  physicians’  j^oint  of  view. 

The  first  issue  of  Malpractice  Alert,  aj)j>earing 
in  late  fall,  was  distributed  to  more  than  1 ,bOb 
persons,  including  members  of  the  Society  and 
the  medical  specialty  societies,  the  Hosjjilal  As- 
sociation of  Rhode  Island,  the  Dejjartment  of 
Health,  the  board  of  directors  of  local  chambers 
of  ccjinmerce,  the  Cieneral  Assembly,  the  Rhode 
Island  Federation  of  Chambers  of  Commerce, 
the  Department  of  Business  Regulation,  the 
Rhode  Island  Business  Croup  on  Health,  the 
Jc:>int  Underwriting  Association,  the  Rhode  Is- 
land Ojjtometric  Association,  the  Rhode  Island 
Bar  Association,  and  the  lc:)cal  media. 

With  increased  public  awareness  of  the  issue 
and  its  importance,  the  Society  and  jDublic  rela- 
tions counsel  began  to  concentrate  their  efforts 
on  the  General  Assembly.  Preparations  were 
made  for  the  legislative  session  scheduled  to  be- 
gin in  January  1986.  It  also  was  the  beginning 
of  the  investigation  by  the  recently-appointed 
Legislative  Commission  on  Medical  Malpractice, 
with  witnesses  called  to  testify  on  various  aspects 
of  the  issue.  The  next  phase  of  the  j^rogram,  to 
gain  the  support  of  the  General  Assembly  for 
tort  reform,  was  then  implemented. 

Working  for  Reform 

As  the  legislative  session  progressed,  it  was  vital 
for  the  Society  and  its  members  to  take  an  active 
stance.  For  too  long  it  was  believed  that  physi- 
cians had  failed  to  take  the  initiative  in  expressing 
their  view's  to  the  legislators.  It  was  recom- 
mended that  they  use  their  strength  both  in  num- 
bers and  in  status  to  influence  the  legislative  body. 

A series  of  breakfast  and  dinner  meetings  was 
held  by  the  district  societies  to  which  legislators 
representing  the  areas  were  invited.  These  in- 
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iormal  meetings  j)ro\i(le(l  an  opjjortunitv  tor 
physicians  and  legislators  to  know  each  other  and 
to  express  their  inutnal  concerns.  More  than  50 
legislators  attended  these  meetings. 

Involvement  with  the  Press 

At  this  jjoint,  several  Society  members  made  fur- 
ther local  media  aj)j)earances  to  discuss  the  lia- 
bility issue.  An  ef  fort  was  made  to  have  President 
Rakatansky,  as  the  Societv’s  chief  spokesman,  se- 
cure as  much  media  exj)osure  as  possible.  Phis 
included  inter\iews  bv  Mark  I’atinkin,  columnist 
of  the  Providence  Journal;  former  Providence 
Mayor  Vincent  A.  (aanci  of  radio  station  WHJJ; 
and  local  television  news  j^ersonalities.  Other 
spokesj^ersons  were  also  inter\  iewed  by  the  me- 
dia to  get  broader  exposure  and  to  increase  pub- 
lic understanding  of  such  issues  as  j)eer  review 
and  no-fault  insurance  related  to  the  liability  in- 
surance crisis.  Maintenance  of  the  physicians’ 
overall  visibility  was  an  imjjortant  ancillary  ef- 
fort. Phis  was  accomplished  through  signed 
newspa])er  articles,  press  releases,  and  other 
placements.  A continuing  relationship  with  the 
media  was  maintained  to  ensure  that  the  Society’s 
viewpoint  was  shared  with  the  public. 

The  Turning  Point 

A climax  of  the  campaign  was  reached  in  Peb- 
ruary  when  more  than  500  physicians  crowded 
the  auditorium  of  the  Dejiartment  of  Health,  re- 
quiring the  Malpractice  Commission  ])ublic  hear- 
ing to  be  moved  to  the  much  larger  \’eterans’ 
Memorial  Auditorium.  This  excellent  attendance 
demonstrated  how  concerned  Rhode  Island  phy- 
sicians were  about  the  liability  insurance  crisis 
and  the  future  of  cpiality  medical  care.  I heir 
involvement  was  the  key  to  the  success  of  the 
jjrogram.  Legislators  and  members  of  the  Leg- 
islative Ciommission  on  Medical  Malpractice  were 
convinced  by  the  number  of  physicians  who  took 
the  time  to  attend  the  public  hearing  that  some- 
thing must  be  done  about  the  crisis. 

“Malpractice  Alert”  stickers  were  designed  for 
the  physicians  to  wear  at  the  hearing.  A briehng 
sheet  outlining  the  testimony  process  was  pre- 
pared and  distributed.  Several  physicians  were 
selected  to  testify  about  various  aspects  of  the 
issue.  Public  relations  counsel  worked  with  these 
jihysicians  to  develop  their  testimony  and  to  as- 
sure that  all  of  their  points  were  made  clearlv 
and  concisely. 


Decision-makers  and  the  media  were  begin- 
ning to  understand  the  full  significance  of  the 
issue.  Several  local  television  stations  presented 
j)rograms  to  helj)  inform  the  })ublic  about  the 
crisis.  In  March,  station  WjAR-IA'  channel  10 
produced  an  hour  program  about  the  issue,  enti- 
tled, “Malpractice:  Who  IMys  the  Price?”  Doctors 
Rakatansky  and  Lif Tmann  set  ved  as  panelists  on 
the  jjrogram,  which  was  taj)ed  live  using  cpies- 
tions  from  a studio  audience.  Moreover,  WLNL- 
1 V channel  6 jjroduced  a half-hour  jjrogram, 
“Malpractice:  \Vho  Feels  the  Pain?”  which  aj)- 
peared  on  Apiil  17.  It  featured  interviews  with 
Doctors  Rakatansky  and  Da\  id  (iarter  and  sev- 
eral others. 

More  Work  in  the  Future 

The  year’s  efforts  were  just  a beginning.  The 
Legislative  Commission  on  Medical  Malpractice 
submitted  to  the  General  Assembly  a package 
containing  31  recommended  reforms.  Included 
in  this  package  were  changes  in  the  date  that 
interest  on  monetary  awards  will  be  acci  iied;  a 
jienalty  j^rocedure  for  f rivolous  lawsuits;  consid- 
eration of  mandated  structured  settlements  for 
all  awards  exceeding  100, ()()();  specialty  board 
certihcation  for  all  expert  witnesses;  and  amend- 
ment of  the  collateral  source  rules  eliminating 
dual  payments.  Despite  these  gains,  the  problem 
is  by  no  means  solved. 

Physicians  must  continue  to  improve  their 
public  image  by  becoming  more  involved  with 
the  community.  Phis  can  be  achieved  through 
increased  j^articipation  in  community  service  or- 
ganizations, educational  efforts,  and  financial 
contributions  to  worthy  causes.  Communication 
between  physicians  and  legislators  must  continue 
and  grow.  It  is  imj^ortant  that  physicians  be  heard 
on  all  health-related  issues  throughout  the  year 
and  not  just  in  times  of  crisis.  Physicians  must 
stay  informed  about  issues  that  can  and  will  affect 
the  quality  of  health  care  in  Rhode  Island.  More 
important  than  all  of  these  measures,  physicians 
must  cultivate  an  image  of  caring  among  their 
own  patients.  Only  by  following  these  vital  steps 
can  real,  positive  changes  in  the  image  of  phy- 
sicians in  the  state  be  realized  — a necessary  step 
to  achieve  signiheant  tort  reform  during  the  com- 
ing legislative  sessions  and  to  restrain  legislation 
detrimental  t(^  physician-patient  relations  and  the 
quality  of  medical  care.  There  is  no  justiheation 
for  relaxation  of  these  efforts. 
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Recent  Research  Advances  in 
Parkinson’s  Disease:  Part  ii 


Studies  in  Lower  Animals  Indicate  a Future  for  Brain  Implants 


Joseph  Friedman,  MD 


The  discovery  of  1 methyl-4-phenyl- 1 ,2,3,6  tet- 
rahydropyridine  (MPTP)  has  led  to  a marked 
increase  in  research  interest  in  Parkinson’s  dis- 
ease (PD)  with  increased  hope  for  better  treat- 
ment and  improved  understanding  of  the  ill- 
ness.' Another  promising  area  of  research 
involves  an  empiric  approach  to  the  problem  of 
treatment;  the  use  of  brain  implants. 

Before  the  availability  of  L-dopa,  the  two  ma- 
jor treatment  modalities  for  PD  were  anticho- 
linergic medications  and  neurosurgery.  Medi- 
cations had  moderate  usefulness  early  in  the 
illness  but  only  limited  utility  later  on.  Neu- 
rosurgery for  PD  involved  the  creation  of  a lesion 
in  the  thalamus  stereotactically.  As  computed  to- 
mographic scanners  were  often  not  available  un- 
til the  late  1970s,  these  procedures  were  not  very 
accurate.  When  successful,  thalamotomy  led  to 
marked  improvement  in  tremor  and  rigidity  on 
the  contralateral  side.  Akinesia,  bradykinesia,  and 
gait  instability,  however,  were  unaffected.  Sur- 
gical complications  of  the  procedure  could  be 
disasterous.  When  bilateral  thalamotomies  were 
performed,  the  complication  rate  increased  dra- 
matically with  a 20  per  cent  chance  of  permanent 
muteness.  The  procedure  is  now  rarely  per- 
formed . 

The  problems  associated  with  long-term  L- 
dopa  treatment  were  discussed  in  a previous  pa- 
per. Their  pathogenesis  is  not  understood,  but 
is  thought  to  be  due  in  part  to  postsynaptic  re- 
ceptor changes. 2 ^ Some  aspects  of  PD  that  we  do 
understand  suggest  other  reasons  for  the  difh- 


Joseph  Friedman,  MD,  is  Chief  of  Neurology,  Roger 
Wdliams  General  Hospital,  Providence,  and  Assistant 
Professor  of  Medicine,  Brown  University  Program  in 
Medicine. 


culties.  One  obvious  problem  with  L-dopa  ther- 
apy is  its  capacity  to  reach  all  parts  of  the  brain, 
even  though  its  beneficial  effects  are  limited  to 
one  small  region.  Further,  since  more  than  80 
per  cent  of  the  zona  compacta  of  the  substantia 
nigra  has  been  destroyed,  and  the  remaining  20 
per  cent  or  less  is  in  a hypermetabolic  state  pro- 
ducing dopamine,  there  is  a loss  of  normal  reg- 
ulatory iiiHuences  over  these  cells. 

One  of  the  facts  that  has  been  learned  from 
the  MPTP  experience  is  that  only  the  zona  com- 
pacta is  clinically  important  in  causing  clinical 
Parkinsonism.  This  suggests  that  treatment  may 
be  directed  only  toward  improvement  in  zona 
compacta  function.  This  concept  has  encouraged 
the  present  research  into  the  use  of  brain  im- 
plants to  restore  dopamine  function  and  other 
zona  compacta  functions  as  well. 

To  understand  how  brain  implants  are  used 
functionally,  one  must  hrst  understand  animal 
models  of  PD.  Until  the  recent  development  of 
the  MPTP  model  of  PD,  the  standard  animal 
model  for  testing  therapies  had  been  the  Un- 
gerstedt  preparation.  Here,  animals  are  sub- 
jected to  a unilateral  locally  applied  chemical 
ablation  of  the  substantia  nigra  (SN).  Initially  the 
animals  turn  to  the  side  of  the  lesion  because  of 
a deficiency  of  the  SN  outflow  (dopamine).  Over 
a period  of  time  the  animals  compensate  for  the 
dopamine  dehciency  to  some  degree  by  devel- 
oping an  increased  number  of  dopamine  recep- 
tors.^ This  allows  them  to  exhibit  relatively  normal 
behavior,  but  causes  them  to  be  “supersensitive” 
to  dopaminergic  drugs  on  the  side  of  the  lesion 
(Fig.  1).  When  such  animals  are  given  apomor- 
phine,  a potent  dopamine  agonist,  they  turn  away 
from  the  side  of  the  lesion  since  that  side  is  now 
more  reactive  to  the  drug  effects  than  the  normal 
side.  Amphetamine,  which  acts  by  increasing  re- 
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lease  <)(  eaiec  holainiiies,  causes  ipsilalei  al  tin  iiiiig 
since  tlie  noiinal  side  secietes  dopamine  while 
the  imi)aired  side  has  no  (loj)ainine  to  release. 
( )hsei  cation  ol  the  mnnhen  of  turns  in  exj)ei  i- 
inental  animals  as  compared  to  controls  in  re- 
sponse to  dopamineigic  drn^^s  is  a standaicl 
method  lot  demonsti  ating  di  nt>  sti  ength  and  se- 
vei  ity  oi  the  lesion.  ( )nce  the  animal  is  sac  i iliced, 
standai  cl  hioc  hemic  al  tests  may  he  jierloi  inecl  to 
assay  lor  dojiamine,  dopamine  receptors,  and 
dopamine  hy-piodnc  ts.  Other  tests  of  SN  Innc  - 
tion  incinde  sensot  i-motor  asymmeti  ies  suc  h as 
sjiontaneons  ma/.e  int  ning,  or  direction  of  turn- 
ing in  res|)onse  to  such  stimnli  as  a tail  pinch  or 
whisker  rnbl)int>;. 

Several  snccessfnl  experiments  liave  been  jx'r- 
lormecl  in  rats  showing  that  emhyronic  tissue 
Iroin  the  central  mesencephalon,  the  area  in 
wliich  the  substantia  nigra  is  located,  trans- 
planted into  an  adult  rat,  will,  in  most  cases,  re- 
main alive  without  the  use  ol  innnnnosu))pres- 
sive  drugs.  I'he  transj)lanted  cells  are  imjjlanted 
near  the  caudate  nucleus,  the  region  ol  the  brain 
to  which  the  substantia  nigra  cells  project.'’’"  In 
these  experiments,  turning  in  response  to  apo- 
morj:)hine  was  reduced  by  50  jjer  cent  or  more 
in  tlie  animals  whicli  received  the  substantia  ni- 
gra implant  as  compared  to  the  controls  which 
received  only  a sciatic  nerve  imjjlant.  Tests  ol 
sensc^ri-motor  lunction  also  sliowed  a signiheant 
difference  in  transplanted  as  compared  to 
non-transplanted  animals.  Histologic  studies  re- 
vealed that  the  grafts  had  survived  and  had  ac- 
tually innervated  the  caudate  nucleus.  Fluc:)res- 
cent  antibc^dy  studies  demonstrated  that  the 
imjdants  were  lich  in  catecholamines  and  sero- 
tonin. I'hus,  histologic  and  behavioral  studies 
both  demonstrated  beneht  from  an  implant. 

The  high  acceptance  of  grafts  without  im- 
munosuppression is  an  unusual  feature  of  brain 
implantation.  The  existence  of  the  blood-brain 
barrier  has  led  to  the  concept  of  the  brain  being 
an  immunc:)logically  “]jri\ ilegecl  site,”  with  a 
markedly  diminished  tendency  to  rejection.  The 
relative  success  of  inter-species  graf  ting  in  which 
embryonic  mouse  brain  cells  were  transplanted 
into  rats  with  SN-induced  lesions  aj^pears  to  be 
evidence  supporting  this  theory.  There  was  a 
positive  “take”  histologically  in  ten  of  18  rats, 
although  the  bulk  c:>f  the  graft  was  resorbed.  In 
eight  of  these  ten  animals  there  was  a behavioral 
response  indicating  a return  toward  normal. 
When  studied  histologically,  the  grafts  that  were 
not  rejected  appeared  to  innervate  the  caudate 
nucleus  in  a manner  similar  to  that  of  the  intra- 


Fig  1 : The  classic  animal  model  of  Parkinson’s  dis- 
ease. A — Normal  control  with  both  substantia  nigras 
(zona  compacta)  and  both  caudate  nuclei  intact.  B — 
A rat  with  an  acute  lesion  has  lost  the  dopaminergic 
cells  in  the  zona  compacta  of  the  substantia  nigra.  The 
caudate  is  initially  unaffected.  C — In  the  chronically 
altered  animal,  the  caudate  nucleus  on  the  side  where 
the  substantia  nigra  is  destroyed  develops  an  in- 
creased number  of  receptors  and  becomes  “super- 
sensitive.” When  a dopamine  agonist,  such  as  apo- 
morphine,  is  given,  the  side  with  the  lesion  reacts  more 
strongly  than  the  normal  side,  causing  the  animal  to 
turn  away  from  the  lesion  to  the  left.  D — In  the  chron- 
ically altered  animal  when  amphetamine  is  given,  the 
dopaminergic  cells  secrete  more  dopamine.  Only  the 
intact  side  can  respond  to  the  amphetamine,  causing 
the  animal  to  turn  away  from  the  normal,  more  stimu- 
lated side  and  to  the  right. 


s|)ecie.s  grafts.  It  is  jjossible  that  the  graft  ac- 
ceptance rate  can  be  hnjjroved  with  innnuno- 
sujjj)iessive  drugs  in  future  trials  with  human 
subjects. 

Exjjloiting  the  jiluripotential  nature  of  adrenal 
chromafhn  cells,  investigators  have  explored  the 
possibility  of  transplanting  normal  adrenal  med- 
ullary tissue  to  the  brain.  The  adrenal  medulla 
synthesizes  epinephrine  which  is  released  into 
tlie  systemic  circulation.  Dopamine  is  a precur- 
sor, which  is  found  in  only  minute  quantities  in 
these  cells  (Fig.  2).  Since  adult  chromaffin  cells 
are  capable  of  developing  into  cells  with  char- 
acteristics of  sympathetic  neurons  if  cultured  in 
media  with  nerve  growth  factor,  it  is  reasonable 
to  expect  that  these  cells  may  alter  their  normal 
epinephrine  production  if  transplanted  to  the 
brain. Adrenal  implants  would  be  autografts  and 
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Fig  2;  Pathway  for  synthesis  of  norepinephrine. 

therefore  not  subject  to  rejection.  Systemic  func- 
tion would  not  be  compromised  by  the  loss  of 
one  adrenal  gland.  Since  the  adrenal  medulla  is 
quite  large  in  comparison  with  the  zona  com- 
pacta,  there  is  more  than  enough  tissue  available. 
The  tissue  is  cut  into  several  small  fragments 
which  can  be  injected  or  placed  into  multiple  sites 
around  the  caudate  nucleus  or  into  the  lateral 
ventricles.  This  j^rocedure  can,  of  course,  be  per- 
formed bilaterally,  using  the  cortical  tissues  of 
only  (me  adrenal  gland. 

Few  results  have  been  published  concerning 
brain  implants  in  j^rimates.  Seven  monkeys  re- 
ceived imjjlants  at  the  National  Institute  of  Men- 
tal Health.  Five  were  from  fetal  substantia  nigra 
and  two  from  the  animals’  own  adrenal  glands. 
Only  one  of  each  tyj^e  of  graft  survived."* 

Despite  the  paucity  of  experience  with  adrenal 
inqdants  in  higher  animals,  jihysicians  in  Sweden 
stereotactically  implanted  adrenal  medullary  tis- 
sue into  the  caudate  nucleus  of  two  patients  with 
severe  Parkinson’s  Disease  who  had  not  re- 
sponded to  maximal  medication  regimens. "Both 


patients  tolerated  the  j)iocedure  well.  One 
showed  no  significant  change  as  a result  of  the 
operation,  but  the  second,  who  received  a larger 
amount  of  adrenal  tissue  iu  a slightly  different 
location,  was  thought  to  have  a mikl  sustained 
improvement  on  smaller  doses  of  medication. 
Biochemical  analyses  of  cerebrospinal  fluid  were 
[jerformed,  but  cannot  be  reliably  interj^reted. 
I he  initial  samples,  obtained  before  the  resump- 
tion of  L-do])a  therapy,  may  have  been  taken 
before  the  grafts  could  be  jjrtjductive,  while  later 
studies  were  performed  after  the  patients  had 
resumed  taking  L-dopa.  CMinical  interj^retation 
of  these  results  is  clearly  dif  ficult  since  only  two 
cases  were  involved.  Further,  stereotactic  sur- 
gery, although  its  target,  the  thalamus,  is  differ- 
ent, may  itself  improve  PD.  Also  some  chia^n- 
ically  treated  PI)  patients  actually  do  better  on 
L-dopa  doses  lower  than  they  had  used  in  the 
past.  Although  the  human  experiments  were  not 
clearly  successful,  there  is  sufhcient  ratic^nale  to 
pursue  these  studies. 
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The  Trustees  of  the  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1986 

to  be  awarded  for  an  original  contribution  on 

"Cost  Containment  vs. 

Quality  Health  Care" 

The  award  is  named  after  Caleb  Fiske  (1753-1834),  who  was  a 
Rhode  Island  physician  and  judge.  Army  surgeon,  and  a de- 
scendent  of  Roger  Williams.  Since  the  prize  was  initiated  in 
1836,  87  awards  have  been  made  for  original  contributions.  Pre- 
vious recipients  include  Charles  V.  Chapin,  Providence,  inter- 
nationally known  for  his  research  on  public  health;  David  King, 

Jr.,  Newport  who  received  the  award  in  1836  for  his  paper  on 
"Purpura  Haemorrhagica:  Its  Causes  and  Treatment";  and  Alton 
Oschner,  New  Orleans,  who  received  the  1958  award  for  his 
paper  entitled  "Bronchyogenic  Carcinoma:  Predisposing 
Causes." 

The  award  for  the  1986  Fiske  Prize  will  be  a maximum  of  $1,500. 

The  Trustees  reserve  the  right  to  award  one  or  more  prizes.  The 
competition  is  not  restricted  to  physicians. 

Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  Sept.  1,  1986  to  Secretary, 

Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society,  106  Francis  Street, 
Providence,  Rhode  Island  02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  award  recipient  must  transfer  copyright  privileges  to  the  Trustees  of 
the  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will 
be  considered  for  publication  in  the  Rhode  Island  Medical  Journal,  subject 
to  review  by  the  Editorial  Board. 
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RHODE  ISLAND  MEDICAL  SOCIETY 

CONSTITUTION 

Effective  May  30,  1986 


ARTICLE  1.  NAME 

The  name  of  this  organization  is  the  Rhode  Island  Medical 
Society. 

ARTICLE  2.  OBJECTIVES 

The  objectives  of  this  Society  are  to  promote  the  art  and 
science  of  medicine  and  the  improvement  of  public  health; 
to  advocate  the  provision  of  quality  medical  care  for  all  pa- 
tients; to  promote  the  exchange  of  information  and  dialogue 
among  physicians;  and  to  enlighten  and  direct  public  opinion 
in  regard  to  the  problems  of  medicine. 

ARTICLE  3.  CONSTITUENT  SOCIETIES 

The  constituent  societies  of  this  Society  consist  of  those 
county  or  district  medical  societies  which  hold  charters  from 
this  Society  that  are  in  full  force  and  effect. 

ARTICLE  4.  MEMBERS 

The  Rhode  Island  Medical  Society  shall  consist  of  mem- 
bers of  a county  or  district  medical  society  and  others  as 
provided  in  the  Bylaws. 

ARTICLE  5.  HOUSE  OF  DELEGATES 

The  legislative  and  policy-making  body  of  the  Society  is 
the  House  of  Delegates  composed  of  elected  representatives 
and  others  as  provided  in  the  Bylaws.  The  House  of  Dele- 
gates shall  transact  all  business  of  the  Society  not  othenwise 
specifically  provided  for  in  this  Constitution  and  Bylaws  and 
shall  elect  the  general  officers  except  as  otherwise  provided 
in  the  Bylaws. 

ARTICLE  6.  OFFICERS 

The  officers  of  this  Society  are  the  President,  President- 
Elect,  Immediate  Past  President,  Secretary,  Treasurer, 
Speaker  and  Vice-Speaker  of  the  House  of  Delegates,  and 
AMA  Delegate  and  Alternate  Delegate.  Their  qualifications 
and  terms  of  office  shall  be  provided  in  the  Bylaws. 

ARTICLE  7.  MEETINGS 

The  Society  shall  hold  an  annual  meeting  at  such  place 
and  time  as  the  President  may  determine.  The  Secretary  shall 
give  each  member  adequate  notice  as  provided  in  the  Bylaws. 

A special  meeting  of  the  Society  may  be  called  by  the 
President  at  his  or  her  discretion  and  must  be  called  on  the 
written  petition  of  25  members. 


ARTICLE  8.  FUNDS 

Funds  for  conducting  the  affairs  of  the  Society  may  be 
raised:  (1)  by  such  annual  dues  from  the  members  of  the 
Society  as  the  House  of  Delegates  may  determine;  (2)  by 
such  special  assessments  on  members  as  the  House  of  Del- 
egates may  determine;  (3)  by  voluntary  contributions,  de- 
vises, bequests,  and  other  gifts;  and  (4)  in  any  other  manner 
approved  by  the  House  of  Delegates. 

ARTICLE  9.  OFFICIAL  PUBLICATION 

The  official  publication  of  this  Society  is  the  Rhode  Island 
MedicalJournal,  which  shall  publish  all  official  Society  notices 
and  transactions  of  the  House  of  Delegates,  general  meetings 
of  the  Society,  and  abstracts  of  the  meetings  of  the  Council. 

ARTICLE  10.  ETHICS 

The  Principles  of  Medical  Ethics  of  the  American  Medical 
Association  and  its  subsequent  amendments  shall  govern  the 
conduct  of  the  members  of  the  Society  in  relation  to  each 
other  and  to  the  public. 

ARTICLE  11.  RULES  OF  ORDER 

In  the  absence  of  any  provision  in  the  Bylaws  to  the  con- 
trary, all  general  meetings  of  the  Society  and  all  meetings  of 
the  House  of  Delegates,  Council,  and  committees  shall  be 
governed  by  the  parliamentary  rules  proposed  by  the  Speaker 
of  the  House  of  Delegates  and  approved  by  the  House  of 
Delegates. 

ARTICLE  12.  AMENDMENTS 

This  Constitution  and  Bylaws  may  be  amended  in  any  gen- 
eral meeting  of  the  Society  by  a majority  vote  of  the  members 
present  and  voting,  provided  the  proposed  amendment  has 
been  presented  by  the  House  of  Delegates  and  has  received 
its  approval  by  a two-thirds  vote  of  the  Delegates  present 
and  voting. 

ARTICLE  13.  REPEAL  OF  PREVIOUS  MOTIONS 

On  adoption  of  this  Constitution  and  Bylaws,  all  previous 
Constitutions  and  Bylaws  and  motions  of  record,  rules,  and 
regulations  in  conflict  with  this  Constitution  and  Bylaws  are 
hereby  repealed,  provided  that  all  officers,  delegates,  and 
elected  committee  members  now  in  office  shall  continue  their 
terms  until  their  successors  are  duly  elected  as  provided  in 
the  Bylaws. 


BYLAWS 


SECTION  1.  MEMBERSHIP 

1.1  Categories.  Categories  of  membership  are:  (1)  Active 
Constituent;  (2)  Active  Direct;  (3)  Associate;  (4)  Affiliate;  and 
(5)  Honorary. 

1.11  Active  Constituent.  Active  Constituent  members  are 
members  of  constituent  societies  who  are  entitled  to  ex- 
ercise the  rights  of  membership  in  their  constituent  soci- 
eties, including  the  right  to  vote  and  hold  office,  as  deter- 
mined by  their  respective  constituent  societies,  and  who 
fulfill  one  of  the  following  requirements:  (1)  possess  the 
degree  of  Doctor  of  Medicine,  Doctor  of  Osteopathy,  or 
their  equivalents;  and  (2)  possess  an  unrestricted  license 
to  practice  medicine  and  surgery  in  Rhode  Island. 

A person  eligible  for  Active  Constituent  membership  in 
the  Rhode  Island  Medical  Society  becomes  a member  of 
the  Society  upon  certification  by  the  secretary  of  the  con- 
stituent society  to  the  Executive  Director  of  the  Rhode  Is- 
land Medical  Society,  provided  there  is  no  disapproval  by 
the  Council. 

1.12  Active  Direct.  Active  Direct  members  are  those  mem- 
bers who  do  not  belong  to  a constituent  society  as  defined 
in  Section  1.1,  but  who  fulfill  one  of  the  following  require- 
ments: (1 ) possess  the  degree  of  Doctor  of  Medicine,  Doc- 
tor of  Osteopathy,  or  their  equivalents;  (2)  possess  an  un- 
restricted license  to  practice  medicine;  (3)  are  medical 
students  in  a school  approved  by  the  Accreditation  Council 
on  Medical  Education;  or  (4)  are  residents  serving  in  a 
training  program  approved  by  the  Accreditation  Council  on 
Graduate  Medical  Education. 

1.12(1)  Admission.  Active  Direct  members  are  ad- 
mitted to  membership  upon  application  to  the  Executive 

Director,  provided  there  is  no  disapproval  by  the  Council. 

Rights  and  Privileges.  Active  Constituent  and  Active  Di- 
rect members  are  entitled  to  receive  the  Rhode  Island  Med- 
icalJournal  ar\6  such  other  publications  as  the  Council  may 
authorize. 

Dues  and  Assessments.  Active  Constituent  and  Active 
Direct  members  are  liable  for  such  dues  and  assessments 
as  determined  by  the  House  of  Delegates.  Member  spouses 
of  Active  Constituent  and  Active  Direct  members  shall  be 
liable  for  half  the  amount  of  all  dues  and  assessments. 

Exemptions.  Upon  written  request.  Active  Constituent 
and  Active  Direct  members  may  be  exempt  from  dues  and 
assessments  on  January  1 following  their  seventieth  birth- 
day regardless  of  practice  status.  Members  younger  than 
age  70  may  be  exempt  from  dues  and  assessments  upon 
written  request  if  they  have  retired  from  active  practice. 

Delinquency.  Members  are  delinquent  if  their  dues  and 
assessments  are  not  received  by  the  Rhode  Island  Medical 
Society  by  May  1 of  the  current  dues  year  or  by  such  other 
date  as  the  Council  may  specifically  determine.  Delinquent 
members  shall  forfeit  their  membership  in  the  Society  if 
delinquent  dues  and  assessments  are  not  received  by  the 
Society  within  30  days  after  notice  of  delinquency  has  been 
mailed  to  the  member’s  last  known  address  by  the  Exec- 
utive Director. 

1.13  Associate  Members.  Associate  membership  is  lim- 
ited to  those  physicians  who  hold  the  degree  of  Doctor  of 


Medicine,  Bachelor  of  Medicine,  or  Doctor  of  Osteopathy 
who  are  members  of  a constituent  society  but  are  ineligible 
for  Active  Constituent  or  Active  Direct  membership  in  the 
Rhode  Island  Medical  Society.  Associate  members  are  ad- 
mitted to  membership  upon  certification  by  the  secretary 
of  the  appropriate  constituent  society  to  the  Executive  Di- 
rector, provided  there  is  no  disapproval  by  the  Council. 
Such  members  may  attend  the  annual  meeting  of  the  So- 
ciety, but  may  not  vote  or  hold  office.  Associate  members 
are  subject  to  dues  as  determined  by  the  House  of  Dele- 
gates. 

1.14  Affiliate  Members.  Persons  who  belong  to  one  of 
the  following  classes  may  become  Affiliate  members:  (1) 
physicians  who  are  members  of  national  medical  societies 
of  foreign  countries;  (2)  American  physicians  located  in 
foreign  countries  or  in  possessions  of  the  United  States 
who  are  engaged  in  medical,  missionary,  educational,  or 
philanthropic  endeavors;  (3)  dentists  who  hold  the  degree 
of  DMD  or  DDS  who  are  members  of  the  American  Dental 
Association  and  their  state  and  local  dental  societies;  (4) 
pharmacists  who  are  active  members  of  the  American 
Pharmaceutical  Association;  (5)  teachers  of  medicine  or 
the  sciences  related  to  medicine  who  are  citizens  of  the 
United  States,  but  who  are  ineligible  for  Active  or  Associate 
membership;  (6)  individuals  engaged  in  scientific  endeav- 
ors related  to  medicine  and  others  who  have  attained  dis- 
tinction in  their  fields  of  endeavors,  but  who  are  not  eligible 
for  other  categories  of  membership;  and  (7)  Physician’s 
Assistants  (PAs)  who  have  met  the  requirements  of  the 
Rhode  Island  Board  of  Registration  for  Physician’s  As- 
sistants, are  employed  within  the  jurisdiction  of  the  Society, 
and  are  supervised  by  and  responsible  to  a physician  who 
is  an  Active  member  of  the  Society. 

Affiliate  members  are  admitted  by  a majority  vote  of  the 
Council  following  nomination  by  the  Executive  Director. 
Such  members  may  attend  the  annual  meeting  of  the  So- 
ciety, but  may  not  vote  or  hold  office.  Affiliate  members  are 
subject  to  dues  as  determined  by  the  House  of  Delegates. 

1.15  Honorary  Members.  Honorary  membership  is  ex- 
tended to  physicians  of  foreign  countries,  other  states,  or 
territories  who  have  achieved  preeminence  in  the  profes- 
sion of  medicine,  and  other  outstanding  individuals  in  the 
health  care  field.  Members  in  good  standing  who  graduated 
from  medical  school  more  than  50  years  ago  and  who  have 
belonged  to  the  Society  for  at  least  ten  years  may  auto- 
matically become  honorary  members  when  recommended 
by  their  respective  constituent  societies.  Honorary  mem- 
bers are  elected  by  the  House  of  Delegates  upon  nomi- 
nation by  the  Council.  Such  members  may  attend  the  an- 
nual meeting  of  the  Society,  but  may  not  vote  or  hold  office. 
Honorary  members  are  not  subject  to  dues  or  assess- 
ments. 

1 .2  Maintenance  of  Membership.  A member  may  hold  only 
one  type  of  membership  in  the  Rhode  Island  Medical  Society 
at  any  one  time.  A member  may  retain  membership  only  as 
long  as  he  or  she  complies  with  the  provisions  of  the  Con- 
stitution and  Bylaws  of  the  Rhode  Island  Medical  Society  and 
the  Principles  of  Medical  Ethics  of  the  American  Medical  As- 
sociation. 

1 .3  Transfer  of  Membership.  Active  Constituent,  Active  Di- 
rect, or  Associate  members  who  move  to  another  jurisdiction 


or  establish  a medical  practice  in  another  jurisdiction  may 
continue  membership  in  the  Rhode  Island  Medical  Society 
without  interruption  by  applying  within  one  year  for  member- 
ship in  the  constituent  society  in  the  jurisdiction  to  which  they 
have  moved.  Unless  membership  in  the  constituent  society 
has  been  granted  within  two  years  after  application,  the  Ex- 
ecutive Director  shall  remove  their  name  from  the  roster  of 
members  of  the  Rhode  Island  Medical  Society. 

1 .4  Termination  of  Membership.  The  Executive  Director, 
upon  being  officially  informed  that  an  Active  or  Associate 
member  is  not  in  good  standing  in  a constituent  society,  shall 
remove  the  member’s  name  from  the  roster  of  members. 

1.5  Discrimination.  Membership  in  any  category  of  the 
Rhode  Island  Medical  Society,  or  in  any  of  its  constituent 
societies,  shall  not  be  denied  or  abridged  on  account  of  color, 
creed,  race,  religion,  ethnic  origin,  national  origin,  or  sex. 

1 .6  Discipline. 

1.6(1)  Active  Constituent  Members.  After  due  notice  and 
hearing,  the  Council  may  censure,  suspend,  or  expel  any 
member  for  a violation  of  the  Constitution  and  Bylaws  or 
the  Principles  of  Medical  Ethics.  Notice  of  intention  to  file 
an  appeal  must  be  filed  with  the  Council  within  30  days  of 
the  decision.  The  appeal  must  be  filed  within  60  days  of 
the  notice  of  intent  to  file  an  appeal.  The  Council,  for  good 
and  sufficient  cause,  may  grant  an  additional  30  days  for 
filing  the  appeal. 

1 .6(2)  All  Other  Members.  The  Council,  after  due  notice 
and  hearing,  may  censure,  suspend,  or  expel  any  Active 
Direct,  Associate,  Affiliate,  or  Honorary  member  for  a vi- 
olation of  the  Constitution  and  Bylaws  or  the  Principles  of 
Medical  Ethics  who  shall  have  the  rights  of  appeal  provided 
in  Section  1 .6(1). 

SECTION  2.  CONSTITUENT  SOCIETIES 

2. 1 Charters.  The  constituent  societies  of  this  Society  con- 
sist of  those  county  or  district  medical  societies  which  hold 
charters  from  this  Society  that  are  in  full  force  and  effect.  All 
charters  issued  by  this  Society  continue  in  full  force  and  effect 
until  revoked  or  suspended.  The  Council,  with  the  approval 
of  the  House  of  Delegates,  may  charter,  as  a constituent 
society,  a medical  society  which  is  representative  of  the  med- 
ical profession  of  a county  or  district  as  circumstances  may 
dictate.  The  House  of  Delegates  shall  have  authority  to  re- 
voke the  charter  of  any  constituent  society  whose  actions 
violate  the  letter  or  spirit  of  the  Constitution  and  Bylaws. 

2.2  Qualifications  of  Members.  Subject  to  the  provisions 
of  Section  2.3,  each  constituent  society  is  the  sole  judge  of 
the  qualifications  of  its  members  and  the  acceptance  of  ap- 
plicants is  wholly  at  the  pleasure  of  the  constituent  society. 
A constituent  society  may  create  classes  or  types  of  mem- 
bership in  addition  to  the  types  of  membership  of  this  Society, 
but  only  members  of  the  constituent  society  with  the  mem- 
bership qualifications  required  by  these  Bylaws  may  be  mem- 
bers of  this  Society. 

2.3  Limitations.  Constituent  societies  are  subject  to  the 
following  limitations:  (1)  The  Constitution  and  Bylaws  of  this 
Society  and  all  subsequent  amendments  are  the  supreme 
law  of  the  constituent  society.  If  the  Constitution  and  Bylaws 
of  this  Society  contradict  the  bylaws  of  a constituent  society, 
the  latter  are  void;  (2)  A constituent  society  may  admit  to 
Active  membership  only  those  members  who  meet  the  min- 
imum requirements  stated  in  Article  1 , and  reside  or  practice 
in  the  territorial  jurisdiction  of  the  Society,  except  as  the  rules 


and  regulations  of  this  Society  may  otherwise  provide;  and 
(3)  A member  against  whom  disciplinary  action  has  been 
voted  by  a constituent  society  shall  have  the  right  to  appeal 
to  the  Council  of  this  Society  and  to  the  Judicial  Council  of 
the  American  Medical  Association  under  such  rules  as  those 
two  bodies  may  adopt.  However,  the  disciplinary  action  voted 
by  the  constituent  society  shall  remain  in  effect  while  any 
appeals  are  pending. 

2.4  Delegates  and  Councilors.  Each  constituent  society  is 
entitled  to  elect  one  Delegate  to  the  House  of  Delegates  of 
this  Society  for  each  50  active  members,  or  major  fraction 
thereof,  of  the  constituent  society.  Regardless  of  the  total 
number  of  active  members,  each  constituent  society  is  en- 
titled to  elect  at  least  two  Delegates,  one  of  whom  may  be 
the  president  of  the  constituent  society.  Only  Active  members 
of  this  Society  are  eligible  for  election  as  Delegates  or  Al- 
ternates. The  Delegates  shall  be  selected  by  the  constituent 
societies  at  their  respective  annual  meetings,  for  one-year 
terms,  which  run  from  the  meeting  at  which  they  were  elected 
to  the  next  annual  meeting  of  the  constituent  society. 

Each  constituent  society  is  entitled  to  elect  one  Councilor 
who  shall  be  an  Active  member  of  the  Society,  and  who  shall 
serve  a one-year  term  beginning  at  the  close  of  the  annual 
meeting  at  which  he  or  she  is  elected. 

2.5  Vacancies.  If  a Delegate  or  Councilor  elected  by  a 
constituent  society  dies,  resigns,  ceases  to  be  a member  in 
good  standing  of  the  Society,  becomes  disabled,  or  for  any 
other  reason  cannot  assume  the  duties  of  his  or  her  office, 
or  will  be  absent  from  a meeting  of  the  House  of  Delegates 
of  this  Society,  the  president  of  the  constituent  society  may 
appoint  another  member  to  serve  in  his  or  her  place  during 
the  balance  of  the  term  or  during  the  disability  or  absence, 
as  circumstances  may  permit.  As  soon  as  possible  after  the 
appointment,  the  president  of  the  constituent  society  shall 
notify  the  Secretary  of  the  Society  of  this  action. 

2.6  Secretaries’  Duties.  The  secretary  of  each  constituent 
society  shall  keep  a roster  of  its  members,  grouping  the  mem- 
bers according  to  the  type  of  membership  held.  With  respect 
to  each  member,  the  roster  shall  contain  the  full  name,  ad- 
dress, date  of  birth,  professional  college  and  date  of  gradu- 
ation, the  date  the  member  was  licensed  to  practice  in  this 
state,  and  such  other  information  as  the  Secretary  of  this 
Society  may  require.  In  keeping  such  records,  the  secretary 
shall  note  any  change  in  the  membership  roster  as  the  result 
of  death  or  removal  and  shall  so  notify  the  Secretary  of  the 
Society.  The  secretary  of  the  constituent  society  shall  promptly 
notify  the  Secretary  of  the  Society  of  losses  of  membership, 
giving  the  causes  of  individual  cases. 

2.7  Membership  and  Place  of  Residence.  Any  doctor  of 
medicine  residing  near  a county  or  district  line  may  be  elected 
to  membership  in  that  constituent  society  whose  meetings 
will  be  most  convenient  for  him  or  her  to  attend,  if  the  action 
is  acceptable  to  the  constituent  society  where  the  physician 
resides. 

Any  doctor  of  medicine,  who  has  his  or  her  major  office  or 
professional  practice  in  one  county  or  district  and  resides  in 
another  county  or  district,  has  the  option  of  applying  for  mem- 
bership in  either  constituent  society  if  the  action  is  acceptable 
to  both  constituent  societies. 

SECTION  3.  OFFICERS 

3.1  Election  and  Terms  of  Officers.  The  House  of  Dele- 
gates at  its  annual  meeting  shall  elect  the  following  officers 
to  serve  one-year  terms:  President,  President-Elect,  Secre- 
tary, Treasurer,  and  Speaker  and  Vice-Speaker  of  the  House 


of  Delegates.  At  the  annual  meeting  in  even  years,  the  House 
shall  elect  the  Delegate  and  Alternate  Delegate  to  the  Amer- 
ican Medical  Association  to  serve  two-year  terms.  The  Del- 
egate and  Alternate  Delegate  may  serve  a maximum  of  three 
two-year  terms  in  their  respective  offices  and  a total  of  12 
years  as  both  Delegate  and  Alternate  Delegate. 

The  Council  shall  authorize  a Nominating  Committee  to 
include  the  President,  two  Councilors,  and  two  Delegates  who 
do  not  serve  on  the  Council.  The  President  shall  appoint  the 
Councilors  and  Delegates  and  shall  serve  as  chairman  of  the 
Nominating  Committee.  A list  of  nominees  approved  by  the 
Council  shall  be  mailed  to  the  House  at  least  one  week  before 
the  annual  meeting.  Other  nominations  may  be  made  from 
the  floor  of  the  House  by  any  voting  member  of  the  House. 
All  elections  shall  be  by  ballot,  and  a majority  of  the  votes 
cast  shall  be  necessary  to  elect. 

The  officers  elected  by  the  House,  except  for  the  AMA 
Delegate  and  Alternate  Delegate,  shall  assume  office  at  the 
close  of  the  annual  meeting  of  the  Society  and  shall  serve 
until  the  next  annual  meeting.  The  AMA  Delegate  and  Alter- 
nate Delegate  shall  assume  office  on  January  1 following 
their  election  in  accordance  with  the  Constitution  and  Bylaws 
of  the  American  Medical  Association. 

3.2  Vacancies.  If  the  President  dies,  resigns,  is  removed, 
or  becomes  disqualified  before  the  expiration  of  his  or  her 
term,  the  President-Elect  shall  succeed  to  the  office  of  Pres- 
ident, with  all  its  prerogatives  and  duties.  Vacancies  created 
by  the  death,  resignation,  or  removal  of  other  officers  shall 
be  filled  by  appointment  by  the  Council  for  the  unexpired 
portion  of  the  term,  except  in  the  case  of  vacancy  in  the  office 
of  President-Elect  when  the  Council  shall  submit  a nominee 
to  the  House  of  Delegates. 

3.3  Duties.  In  addition  to  the  rights  and  duties  provided 
elsewhere  in  this  Constitution  and  Bylaws  or  as  custom  or 
parliamentary  usage  may  require,  the  officers  shall  have  the 
rights  and  duties  respectively  assigned  to  them  in  the  suc- 
ceeding sections  of  this  article. 

3.3(1)  President.  The  President  shall  be  responsible  for 
the  following  rights  and  duties:  (1)  to  preside  at  all  general 
meetings  of  the  Society  and  of  the  Council;  (2)  to  serve  as 
a member  of  the  House  of  Delegates,  Council,  and  Ex- 
ecutive Committee;*  (3)  to  deliver  an  address  at  the  annual 
meeting;  (4)  to  act  as  the  spokesman  of  the  profession  in 
the  state,  and  when  advisable  or  necessary  to  visit  per- 
sonally, or  appoint  a representative  to  visit,  the  various 
constituent  societies  and  to  assist  the  councilors  in 
strengthening  the  constituent  societies;  (5)  to  appoint  del- 
egates to  other  medical  societies  to  serve  for  a one-year 
term  and  an  anniversary  chairman  to  preside  at  the  next 
annual  dinner;  (6)  to  appoint  and  discharge  all  committees 
not  otherwise  provided  for;  and  (7)  to  serve  as  an  ex  officio 
member  of  all  committees. 

3.3(2)  President-Elect.  The  President-Elect  shall,  through 
active  aid  to  the  President  and  membership  on  the  Council, 
House  of  Delegates,  and  Executive  Committee,  obtain  the 
greatest  possible  knowledge  of  the  affairs  and  personnel 
of  the  Society,  to  enable  him  or  her  to  fulfill  effectively  the 
office  of  President  upon  succession.  The  President-Elect 
shall  officiate  for  the  President  during  his  or  her  absence 
or  upon  request. 


* By  action  of  the  AMA  House  of  Delegates  in  June  1983,  the  Pres- 
idents of  State  Medical  Societies  also  shall  serve  as  additional  al- 
ternate delegates  to  the  AMA  House  of  Delegates. 


3.3(3)  Secretary.  The  Secretary  shall  be  responsible  for 
the  following  rights  and  duties:  (1)  to  keep  minutes  of  the 
proceedings  of  the  general  meetings  of  the  Society,  the 
meetings  of  the  Council,  and  meetings  of  the  House  of 
Delegates;  (2)  to  be  the  custodian  of  the  Society’s  seal; 

(3)  to  notify  members  of  meetings,  officers  of  their  elections, 
committee  members  of  their  appointments  and  duties,  and 
to  send  all  notices  required  by  this  Constitution  and  Bylaws, 
by  order  of  the  House  of  Delegates  or  the  Council,  or  by 
law;  (4)  to  provide  for  the  registration  of  members  and 
delegates  at  general  meetings  of  the  Society  and  of  the 
House  of  Delegates  and  to  keep  a record  of  such  regis- 
tration; (5)  to  keep  a register  of  all  constituent  societies, 
their  respective  officers,  and  all  members  of  the  Society, 
and  to  transmit  a copy  of  this  list  to  the  American  Medical 
Association  with  the  names  of  new  members  and  the  names 
of  those  dropped  from  the  membership  roster;  (6)  to  keep 
a register  of  all  licensed  physicians  in  the  state  who  are 
members  of  the  Society,  by  county,  noting  the  status  of 
each  in  relation  to  the  appropriate  constituent  society;  (7) 
to  be  the  custodian  of  all  record  books  and  papers  of  the 
Society,  except  those  which  properly  belong  to  the  Treas- 
urer; (8)  to  report  annually  to  the  House  of  Delegates;  (9) 
to  prepare  and  issue  all  programs  as  may  be  directed  by 
the  Annual  Meeting  and  Awards  Committee;  (10)  to  aid  the 
Council  on  the  organization  and  improvement  of  the  con- 
stituent societies  and  in  the  extension  of  power  and  use- 
fulness of  this  Society;  (11)  to  perform  such  other  duties 
as  may  be  required  by  the  Council  or  the  House  of  Dele- 
gates; (12)  to  serve  as  an  ex  officio  member  of  all  standing 
committees;  and  (13)  to  serve  as  a member  of  the  House 
of  Delegates,  Council,  and  Executive  Committee. 

3.3(4)  Treasurer.  The  Treasurer  shall  have  the  following 
rights  and  duties:  (1)  to  serve  as  a member  of  the  House 
of  Delegates,  Council,  and  Executive  Committee;  (2)  to 
maintain  the  records  of  the  dues  of  each  member  and  to 
demand  and  receive  all  funds  due  the  Society,  including 
bequests  and  donations;  to  deposit  these  funds  in  a de- 
pository approved  by  the  Council;  and  to  keep  an  accurate 
record  of  all  funds  of  the  Society;  (3)  to  present  a budget 
of  necessary  expenses  of  the  Society  for  the  following  year 
to  the  Council,  for  its  approval,  at  the  Council  meeting 
preceding  the  House  of  Delegates  meeting  in  September, 
and  to  pay  all  bills  within  the  scope  of  the  approved  budget; 

(4)  to  pay  bills  not  within  the  scope  of  the  approved  budget 
only  on  order  of  the  Council;  (5)  to  invest  the  funds  of  the 
Society  under  the  supervision  of  the  Council;  (6)  after  re- 
ceiving the  recommendation  of  the  Council,  to  sell,  mort- 
gage, or  lease  any  property  belonging  to  the  Society,  and 
to  execute  the  necessary  legal  documents  thereto;  (7)  when 
directed  by  the  House  of  Delegates,  to  sue  in  the  name  of 
the  Society  and  to  prosecute  such  suits  to  final  judgment 
and  execution;  (8)  to  subject  the  accounts  of  the  Society 
to  annual  examination  by  the  auditors;  (9)  to  render  an 
account  of  his  or  her  work  and  of  the  state  of  the  funds  of 
the  Society  annually,  and  to  present  such  other  written 
reports  as  the  House  of  Delegates  or  Council  may  require; 
(10)  to  employ  such  assistants  as  may  be  authorized  by 
the  Council;  and  (1 1)  to  give  bond  in  such  sum  as  may  be 
fixed  by  the  Council,  the  premium  on  such  bond  to  be  paid 
by  the  Society. 

3.3(5)  Speaker  of  the  House  of  Delegates.  The  Speaker 
shall  serve  as  a member  of  the  Executive  Committee  and 
the  Council.  The  Speaker  shall  preside  at  the  meetings  of 
the  House  of  Delegates  and  shall  perform  such  duties  as 


custom  and  parliamentary  usage  may  require.  The  Speaker 
may  address  the  House  of  Delegates  at  the  opening  of 
each  meeting,  limiting  comments  to  matters  of  conduct  and 
procedure  in  the  House.  The  Speaker  is  entitled  to  vote 
when  the  vote  is  by  ballot  or  roll  call.  In  all  other  cases, 
the  Speaker  shall  have  the  right  to  vote  only  in  the  case 
of  a tie. 

3.3(6)  Vice-Speaker  of  the  House  of  Delegates.  The  Vice- 
Speaker  shall  serve  as  a member  of  the  Council.  The  Vice- 
Speaker  of  the  House  of  Delegates  shall  officiate  for  the 
Speaker  in  the  latter’s  absence  or  upon  request.  In  case 
of  death,  resignation,  or  removal  of  the  Speaker,  the  Vice- 
Speaker  shall  officiate  during  the  unexpired  term.  The  Vice- 
Speaker  is  entitled  to  vote  when  the  vote  is  by  ballot  or  by 
roll  call. 

3.3(7)  AMA  Delegate.  The  Delegate  shall  represent  the 
Society  at  the  American  Medical  Association  in  conformity 
with  the  applicable  provisions  of  the  Constitution  and  By- 
laws of  the  American  Medical  Association. 

3.3(8)  AMA  Alternate  Delegate.  The  Alternate  Delegate 
to  the  American  Medical  Association  shall  function  for  the 
Delegate  in  the  latter’s  absence  or  upon  request.  In  case 
of  death,  resignation,  or  removal  of  the  Delegate,  the  Al- 
ternate Delegate  shall  function  as  the  Delegate  for  the 
remainder  of  the  unexpired  term. 

3.4  Reports  of  officers.  The  Secretary,  for  the  Council,  and 
the  chairmen  of  committees,  shall  prepare  reports,  preferably 
in  writing,  for  the  consideration  of  the  House. 

SECTION  4.  HOUSE  OF  DELEGATES 

4.1  General  Powers.  All  legislative  power  of  the  Society 
is  vested  in  and  resides  in  the  House  of  Delegates,  which 
alone  shall  have  authority  to  determine  the  policies  of  the 
Society.  It  shall:  (1)  elect  all  the  officers;  (2)  elect  such  del- 
egates to  the  American  Medical  Association  to  which  the 
Society  may  be  entitled;  (3)  elect  the  standing  committee 
members;  and  (4)  determine  the  annual  dues  and  assess- 
ments. 

4.2  Composition.  The  House  of  Delegates  shall  be  com- 
posed of: 

4.2(1)  Delegates  elected  by  the  constituent  societies. 
Each  constituent  society  is  entitled  to  elect  one  Delegate 
for  each  50  Active  members  in  good  standing,  or  major 
fraction  thereof,  exclusive  of  resident  physicians  in  good 
standing,  with  the  added  provision  that  each  constituent 
society  shall  be  entitled  to  elect  at  least  two  Delegates, 
one  of  whom  may  be  the  president  of  the  constituent  so- 
ciety. 

4.2(2)  One  Delegate  from  each  officially  recognized 
specialty  society.  An  officially  recognized  specialty  society 
must  have  at  least  1 2 active  members  of  the  Society,  and 
at  least  75  per  cent  of  its  membership  must  be  active  mem- 
bers of  the  Society,  must  have  its  request  approved  by  the 
Council  and  the  House  of  Delegates,  and  its  Delegate  must 
be  an  active  member  of  the  Rhode  Island  Medical  Society.* 


* Specialty  societies  represented  in  the  House  of  Delegates  as  of 
May  29,  1985  which  do  not  satisfy  the  membership  requirements 
shall  be  granted  representation  until  June  1,  1988,  after  which  they 
shall  lose  the  right  of  representation  in  the  House  of  Delegates  until 
such  time  as  they  meet  the  membership  requirements. 


4.2(3)  One  Delegate  from  each  officially  recognized 
hospital  medical  staff  association.  An  officially  recognized 
medical  staff  association  must  have  at  least  75  per  cent  of 
its  active  members  as  active  members  of  the  Society,  must 
have  its  request  for  representation  in  the  House  of  Dele- 
gates approved  by  the  Council  and  the  House  of  Delegates, 
and  its  Delegate  must  be  an  active  member  of  the  Rhode 
Island  Medical  Society. t 

4.2(4)  The  President,  President-Elect,  Secretary,  Treas- 
urer, Immediate  Past  President,  Speaker,  Vice-Speaker, 
and  AMA  Delegate  and  Alternate  Delegate. 

4.2(5)  Without  the  power  to  vote  unless  elected  as  a 
Delegate  from  a constituent  society,  an  officially  recognized 
specialty  society,  or  an  officially  recognized  hospital  med- 
ical staff  association,  the  Editor-in-Chief  of  the  Rhode  Island 
Medical  Journal,  the  Director  of  the  Rhode  Island  Depart- 
ment of  Health,  and  the  presidents  of  the  constituent  so- 
cieties. 

At  his  or  her  discretion,  the  President  may  appoint  a 
parliamentarian  who  shall  serve  without  a vote  unless  he 
or  she  is  a Delegate  from  a constituent  society,  an  officially 
recognized  specialty  society,  an  officially  recognized  hos- 
pital medical  staff  association,  or  serves  as  an  officer  of 
the  Society. 

4.3  Tenure  of  Office.  A Delegate  to  the  House  of  Delegates 
of  the  Rhode  Island  Medical  Society  may  serve  a maximum 
of  six  successive  years,  and  shall  be  ineligible  for  re-election 
as  a Delegate  for  at  least  one  year  after  such  a six-year 
tenure. 

4.4  Time  of  Meeting.  The  House  of  Delegates  shall  meet 
in  January  and  September,  and  also  annually  at  such  place 
and  time  as  the  President  may  determine.  The  House  may 
be  called  into  special  session  at  any  time  during  the  year  by 
the  President  at  his  or  her  discretion  or  on  the  written  petition 
of  10  Delegates  or  25  members. 

4.5  Reporting  of  Proceedings.  When  the  House  of  Dele- 
gates meets,  the  Secretary  shall  publish  a summary  of  the 
proceedings  as  soon  as  possible  in  the  Society’s  official  pub- 
lication. 

4.6  Conduct  of  Business.  The  House  of  Delegates  shall 
be  presided  over  by  the  Speaker,  and  in  the  absence  of  the 
Speaker  by  the  Vice  Speaker,  and  in  the  absence  of  the  Vice- 
Speaker  by  the  President,  and  in  the  absence  of  the  President 
by  any  Delegate  agreeable  to  the  House  of  Delegates.  Twenty 
delegates  shall  constitute  a quorum  for  the  transaction  of 
business.  The  Secretary  shall  record  the  proceedings. 

The  House  of  Delegates  may,  by  a two-thirds  vote  of  its 
own  members,  submit  any  question  before  it  to  the  mem- 
bership of  this  Society  for  a general  referendum  by  ballot  sent 
by  mail  and  it  shall  be  bound  by  the  result. 

4.7  Duties  and  Powers 

4.7(1)  Special  Committees.  The  House  of  Delegates 
may  appoint  committees  composed  of  any  members  of 
the  Society  for  special  purposes  or  it  may  provide  for 
such  committees  and  authorize  the  appointment  of  mem- 
bers by  the  President.  Such  committees  shall  report  to 


t Hospital  medical  staff  associations  which  do  not  satisfy  the  mem- 
bership requirements  shall  be  granted  representation  until  June  1 , 
1988,  after  which  they  shall  lose  the  right  to  representation  in  the 
House  of  Delegates  until  such  time  as  they  meet  the  membership 
requirements. 


the  House  of  Delegates.  Members  of  such  committees 
may  participate  in  discussion  and  debate  on  their  reports, 
but  shall  not  have  the  right  to  vote  unless  they  are  Del- 
egates. 

4.7(2)  Fixing  of  Annual  Dues.  The  House  of  Delegates 
at  its  September  meeting  shall  determine  dues  for  the 
following  fiscal  year. 

SECTION  5.  THE  COUNCIL 

5.1  General  Powers.  The  Council  shall  implement  the 
mandates  and  policies  of  this  Society  as  determined  by  the 
House  of  Delegates  or  by  referendum  or  initiative  measures. 
Subject  only  to  the  provisions  of  these  Bylaws,  actions  of  the 
House  of  Delegates,  and  measures  initiated  at  general  meet- 
ings of  the  Society,  the  Council  has  full  and  complete  power 
and  authority  to  perform  all  acts  and  to  transact  all  business 
for  the  Society  and  to  manage  and  conduct  all  of  the  property, 
affairs,  work,  and  activities  of  the  Society. 

5.2  Composition.  The  Council  shall  consist  of  the  Coun- 
cilors elected  by  the  constituent  societies;  the  presidents  of 
the  constituent  societies;  the  three  most  recent  living  past 
presidents  of  the  Society,  if  active  members;  the  President, 
President-Elect,  Secretary,  Treasurer,  Delegate  and  Alter- 
nate Delegate  to  the  American  Medical  Association,  the 
Soeaker  and  Vice-Speaker  of  the  House  of  Delegates,  and 
the  President  of  the  Staff  Physicians  Association  of  Rhode 
Island  (SPARI),  if  an  active  member. 

5.3  Election  and  Tenure  of  Councilors.  Each  constituent 
society  shall  be  entitled  to  elect  one  Councilor  who  shall 
assume  office  at  the  end  of  the  annual  meeting  of  the  con- 
stituent society  and  serve  until  its  next  annual  meeting.  A 
councilor  may  serve  a maximum  of  six  successive  years  and 
shall  be  ineligible  for  re-election  as  a councilor  for  at  least 
one  year  after  each  six-year  tenure. 

5.4  Meetings.  The  Council  shall  meet  bi-monthly  at  such 
time  and  place  as  the  President  may  determine.  The  Presi- 
dent may  call  a special  meeting  of  the  Council  on  his  or  her 
own  motion  and  must  call  a special  meeting  on  the  written 
request  of  three  members  of  the  Council.  Ten  members  shall 
constitute  a quorum.  The  President  shall  preside  at  the  meet- 
ings of  the  Council,  and  in  his  or  her  absence,  the  President- 
Elect.  The  Secretary  shall  keep  a record  of  its  proceedings. 

5.5  Duties  and  Powers. 

5.5(1)  Ethics.  In  addition  to  the  duties  and  powers  con- 
ferred on  the  Council  elsewhere  in  the  Constitution  and 
Bylaws,  the  Council  shall  act  as  the  arbiter  of  the  Society 
on  ethical  issues  and  questions  involving  the  rights  and 
standing  of  members,  whether  in  relation  to  other  mem- 
bers, to  the  constituent  societies,  or  to  this  Society.  When 
its  jurisdiction  is  invoked  as  provided  in  Section  1 .6,  it  shall 
review  instances  in  which  disciplinary  orders  or  measures 
have  been  adopted  by  a constituent  society  against  a mem- 
ber. 

5.5(2)  Appeals  and  Disciplinary  Proceedings.  A member 
of  a constituent  society  who  is  censured,  suspended,  ex- 
pelled, or  otherwise  disciplined  by  his  or  her  constituent 
society,  may  file  a notice  of  appeal  to  the  Council  within 
30  days  of  such  disciplinary  order  for  a determination  of 
applicable  questions  of  law  and  procedure,  but  not  of  fact. 
Appeals  shall  be  in  writing  and  must  be  filed  with  the  Sec- 
retary within  60  days  of  the  notice  of  appeal.  On  the  filing 
of  an  appeal,  the  Secretary  shall  notify  other  members  of 
the  Council.  Appeals  shall  be  heard  by  the  Council  only 


after  reasonable  notice  in  writing  of  not  less  than  ten  days 
of  the  time  and  place  of  the  hearing  on  the  appeal  has 
been  given  to  the  appellant  member  and  the  president  and 
secretary  of  the  constituent  society. 

In  every  case  of  appeal,  the  Council,  before  any  hearing 
of  the  appeal,  shall  exert  all  proper  efforts  at  conciliation 
and  compromise.  The  decision  of  the  Council  shall  be  final 
and  bind  the  appellant  member  and  the  constituent  society, 
unless  the  matter  is  carried  on  a timely  basis  to  the  Judicial 
Council  of  the  American  Medical  Association. 

5.5(3)  Compensation  of  Officers  and  Employees.  The 
Council  shall  fix  the  compensation  of  the  officers,  repre- 
sentatives, and  employees  of  the  Society. 

5.5(4)  Executive  Director.  The  Council  may  employ  an 
Executive  Director  of  the  Society  after  authorization  by  the 
House  of  Delegates. 

5.6  Executive  Committee  of  the  Council.  The  Executive 
Committee  shall  transact  the  business  of  the  Society  during 
intervals  between  Council  meetings  and  function  in  an  ad- 
visory capacity  to  the  President  in  his  or  her  role  as  a public 
spokesman  for  the  Society.  The  Executive  Committee  shall 
meet  bi-monthly  in  the  intervals  between  Council  meetings, 
and  at  the  discretion  of  the  President.  The  Executive  Com- 
mittee of  the  Council  shall  consist  of  the  President,  President- 
Elect,  Secretary,  Treasurer,  Immediate  Past  President,  and 
Speaker  of  the  House  of  Delegates.  All  Executive  Committee 
actions  shall  be  reported  to  the  Council  at  its  next  meeting. 

5.7  Report  to  the  House  of  Delegates.  The  Council  shall 
report  at  each  session  of  the  House  of  Delegates  on  the  state 
of  the  Society  and  the  work  and  proceedings  of  the  Council 
during  the  interval  since  the  last  session  of  the  House. 

SECTION  6.  MEETINGS 

6.1  Annual  Meeting.  The  Society  shall  hold  an  annual 
meeting  at  such  place  and  time  as  the  President  may  deter- 
mine. The  Secretary  shall  give  each  member  at  least  seven 
days’  notice  of  the  annual  meeting. 

6.2  General  Meetings.  During  the  annual  meeting,  there 
shall  be  at  least  one  general  meeting  open  to  all  registered 
members.  The  general  meeting  may  recommend  to  the  House 
of  Delegates  the  appointment  of  committees  or  commissions 
for  scientific  investigations  of  special  interest  and  importance 
to  the  profession  and  the  public.  The  general  meeting,  by  a 
two-thirds  vote  of  the  members  present,  may  order  a general 
referendum  on  any  question  pending  before  the  House  of 
Delegates.  When  so  ordered,  the  House  of  Delegates  shall 
submit  such  question  to  the  members  of  the  Society  by  mail 
ballot.  A majority  of  such  votes  shall  determine  the  question 
and  be  binding  on  the  House  of  Delegates.  The  general  meet- 
ing may  receive  and  vote  on  resolutions  introduced  at  any 
meeting  of  the  House  of  Delegates,  but  the  resolutions  shall 
not  be  binding  on  the  Society  until  approved  by  the  House 
of  Delegates. 

6.3  Special  Meetings.  A special  meeting  of  the  Society 
may  be  called  by  the  President  at  his  or  her  discretion  and 
must  be  called  on  the  written  petition  of  25  members. 

6.4  Right  of  Members  to  Participate.  All  members  of  the 
Society  may  attend,  and  except  as  otherwise  limited,  may 
participate  in  the  annual  meeting  held  by  the  Society,  subject 
only  to  such  reasonable  parliamentary  rules  as  may  be 
adopted.  Members  may  also  attend  meetings  of  the  House 
of  Delegates,  except  when  the  House  of  Delegates  is  in  ex- 
ecutive session.  Except  with  the  consent  of  the  House  of 


Delegates,  however,  no  member  who  is  not  a Delegate  may 
have  the  privilege  of  the  floor. 

6.5  Registration  Required.  Before  a member  can  attend 
and  participate  in  proceedings  or  activities  of  the  annual 
meeting,  he  or  she  must  register  under  such  procedures  as 
the  Secretary  may  determine. 

6.6  Guests.  The  privilege  of  attending  the  annual  meeting 
may  be  extended  to  guests  under  such  conditions  as  the 
Secretary  may  determine. 

SECTION  7.  FINANCE 

7.1  Fiscal  Year.  The  fiscal  year  of  this  Society  is  from 
January  1 to  December  31 . 

7.2  Supervision.  Supervision  of  funds,  investments,  and 
expenditures  of  the  Society  is  vested  in  the  Council.  The 
Council  shall  receive  the  audited  accounts  of  the  Treasurer 
and  other  agents  of  the  Society  and  present  a statement  of 
those  accounts  in  its  annual  report  to  the  House  of  Delegates. 
It  shall  report  on  all  resolutions  appropriating  money  and  shall 
submit  such  report  to  the  House  of  Delegates  for  authorization 
or  approval.  At  the  meeting  of  the  House  of  Delegates  in 
September,  the  Council  shall  submit  a budget  for  the  ex- 
pected income  and  expenses  of  the  necessary  appropriations 
and  impose  such  conditions  on  the  expenditure  of  the  funds 
so  appropriated  as  it  sees  fit,  provided,  in  the  case  of  an 
emergency,  the  Council  may  authorize  the  expenditures  of 
funds  for  items  not  included  in  the  budget  that  year. 

SECTION  8.  STANDING  COMMITTEES  AND  BOARDS 
OF  TRUSTEES 

8. 1 Names  of  Standing  Committees  and  Election  of  Com- 
mittee Members.  The  standing  committees  of  the  Society,  of 
which  the  President  and  Secretary  shall  be  ex  officio  mem- 
bers, shall  include  in  alphabetical  order:  Annual  Meeting  and 
Awards,  Impaired  Physician,  Liaison,  Library,  Mediation, 
Medical  Economics,  Occupational  Health,  Peer  Review  Com- 
mittee on  Physician  Competency,  Public  Laws,  Publications, 
Quality  Assessment,  Standards  and  Credentials,  Trustees  of 
the  Caleb  Fiske  Fund,  and  Trustees  of  Special  Funds.  Except 
as  noted  below,  committee  chairmen  and  members  shall  be 
elected  by  the  House  of  Delegates  at  its  annual  meeting  for 
one-year  terms.  They  shall  assume  office  at  the  close  of  the 
annual  meeting  of  the  Society  and  shall  serve  until  the  next 
annual  meeting.  The  nomination  process  for  committee  chair- 
men and  members  shall  be  the  same  as  described  in  Section 
3.1. 

8.1  (1 ) Annual  Meeting  and  Awards.  The  Annual  Meeting 
and  Awards  Committee  shall  consist  of  nine  members 
elected  by  the  House  of  Delegates.  The  committee  shall 
determine  the  character  and  scope  of  the  scientific  pro- 
ceedings of  the  Society  for  each  annual  meeting,  subject 
to  instruction  of  the  House  of  Delegates.  It  shall  be  the 
duty  of  the  committee  to  provide  a suitable  place  and  to 
make  all  necessary  arrangements  for  the  annual  meeting 
of  the  Society.  The  committee  shall  prepare  and  issue  at 
least  seven  days  before  each  meeting  a program  announc- 
ing the  order  in  which  papers,  discussions,  and  other  busi- 
ness shall  be  transacted.  The  committee  also  shall  be  re- 
sponsible for  selecting  recipients  of  the  Chapin  Oration 
Award  and  other  awards  and  presentations  made  at  the 
annual  meeting. 

8.1(2)  Impaired  Physician.  The  chairman  of  the  Com- 
mittee on  the  Impaired  Physician  shall  be  elected  by  the 
House  of  Delegates.  The  chairman,  with  the  advice  and 


consent  of  the  President,  shall  appoint  the  committee  mem- 
bers. The  committee  shall  be  charged  with  providing  aid 
and  assistance  to  physicians  whose  professional  judg- 
ments and  capacities  are  impaired  by  their  difficulties  with 
chemical  dependencies  or  other  illnesses. 

8.1(3)  Liaison  Committee.  The  Liaison  Committee  shall 
consist  of  at  least  five  members  elected  by  the  House  of 
Delegates.  The  committee  shall  be  responsible  for  moni- 
toring the  professional  activities  of  health  maintenance  or- 
ganizations relating  to  the  delivery  of  medical  care,  includ- 
ing protocols,  standards  of  care,  and  related  matters  in 
order  to  assist  them  in  maintaining  quality  of  care.  The 
committee  shall  report  back  to  the  Council  on  achieve- 
ments and  problems  in  this  area. 

8.1(4)  Library.  The  Library  Committee  shall  consist  of 
nine  members  elected  by  the  House  of  Delegates.  In  con- 
sultation with  the  Librarian,  the  Committee  shall  be  re- 
sponsible for  establishing  the  rules  and  operating  proce- 
dures concerning  the  use  of  the  Library.  In  addition  to 
customary  functions,  the  Library  shall  also  be  a repository 
and  hold  the  archives  concerning  medical  history  and  phy- 
sicians of  Rhode  Island.  The  Executive  Director,  after  con- 
sultation with  the  Library  Committee,  shall  appoint  a qual- 
ified Librarian.  The  Librarian  shall  acquire  and  catalogue 
additions  to  the  Library,  provide  reference  services,  and 
perform  such  other  duties  as  may  be  assigned  by  the  Ex- 
ecutive Director. 

8.1(5)  Mediation.  The  Committee  on  Mediation  shall 
consist  of  10  members.  The  committee  shall  elect  a chair- 
man and  a vice-chairman  to  serve  for  annual  terms.  An- 
nually, the  President  of  the  Society  shall  appoint  one  mem- 
ber for  a term  of  10  years  to  replace  the  member  whose 
term  expires.  The  President  may  appoint  himself  or  herself, 
or  reappoint  a member  whose  term  expires,  but  all  ap- 
pointees must  be  members  in  good  standing  of  the  Rhode 
Island  Medical  Society.  If  a vacancy  occurs  on  the  com- 
mittee, the  President,  with  the  advice  and  consent  of  the 
Council,  shall  appoint  a member  to  complete  the  unexpired 
term. 

The  commitee  shall  review  all  cases  of  threatened  or 
instituted  action  for  malpractice  against  any  member  of  the 
Society,  and  shall  also  investigate  all  complaints  concern- 
ing the  professional  conduct  of  members  referred  to  it. 

The  committee  shall  have  authority  to  require  the  at- 
tendance of  any  member  to  answer  allegations  of  un- 
professional conduct,  upon  at  least  seven  days  written  no- 
tice to  the  member.  Failure  of  the  member  to  appear  before 
the  committee  without  justifiable  cause  shall  be  reported 
to  the  Council  for  disciplinary  action.  The  committee,  after 
investigation,  shall  have  the  authority  to  refer  charges  of 
unethical  or  unprofessional  conduct  against  a member  to 
the  Council. 

8.1(6)  Medical  Economics.  The  Committee  on  Medical 
Economics  shall  consist  of  nine  members  elected  by  the 
House  of  Delegates.  The  committee  shall  be  charged  with 
investigating  issues  related  to  the  costs  of  delivery  of  med- 
ical care  and  recommend  ways  of  containing  medical  care 
costs  to  the  public,  insurance  companies,  governmental 
agencies,  and  other  organizations.  It  shall  be  concerned 
with  health  insurance  programs  and  medical  service  plans. 
It  shall  initiate  or  make  recommendations  to  the  Council 
on  group  insurance  programs  and  services  for  the  benefit 
of  the  membership. 
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8.1(7)  Occupational  Health.  The  Committee  on  Occu- 
pational Health  shall  consist  of  nine  members  elected  by 
the  House  of  Delegates.  The  Committee  on  Occupational 
Health  shall  keep  itself  informed  concerning:  (1 ) actual  con- 
ditions and  practices  in  industry  affecting  or  relevant  to  the 
health  and  well-being  of  industrial  workers;  (2)  the  medical 
care  rendered  as  a result  of  industrial  accidents  or  occu- 
pational diseases;  and  (3)  legislation  pertinent  to  the  field 
of  occupational  health.  The  committee  shall  also  study, 
determine,  and  advocate  such  measures  as  in  its  judgment 
will  improve  the  welfare  of  the  industrial  worker.  The  com- 
mittee shall  cooperate  with  other  agencies  having  a legit- 
imate interest  in  the  health  of  industrial  workers.  It  shall 
coordinate  its  activities,  so  far  as  possible,  with  the  activities 
of  the  American  Medical  Association. 

8.1(8)  Peer  Review  Committee  on  Physician  Compe- 
tency. The  Peer  Review  Committee  on  Physician  Com- 
petency shall  be  composed  of  at  least  1 2 members  elected 
by  the  House  of  Delegates.  Committee  members  should 
reflect  the  geographic  distribution  and  specialty  represen- 
tation of  the  state.  The  committee  shall  consider  allegations 
of  questionable  physician  competence  from  any  person  or 
organization  and,  if  appropriate,  shall  propose  remedial 
actions  to  restore  the  physician’s  practice  to  professionally 
accepted  standards. 

8. 1  (9)  Public  Laws.  The  Committee  on  Public  Laws  shall 
include  a Chairman  and  five  members  elected  by  the  House 
of  Delegates  and  the  presidents  of  the  seven  constituent 
societies.  The  committee  shall  review  all  legislation  in  the 
state  legislature  of  professional  interest  to  the  Society  in 
light  of  the  Society’s  policies  and  recommend  appropriate 
positions  to  the  President.  In  the  absence  of  a stated  policy, 
the  committee  shall  recommend  a policy  position  to  the 
Council  for  adoption. 

8.1(10)  Publications.  The  Committee  on  Publications  shall 
consist  of  nine  members  elected  by  the  House  of  Dele- 
gates. The  committee  shall  arrange  for  the  publication  and 
distribution  and  have  charge  of  the  Society’s  official  journal. 
Expenses  of  the  committee  must  be  authorized  by  the 
Council  and  subsequently  reported  to  the  House  of  Dele- 
gates. All  receipts  shall  accrue  to  the  Treasurer. 

8.1  (1 1 )Quality  Assessment  Committee.  The  Quality  As- 
sessment Committee  shall  consist  of  at  least  five  members 
elected  by  the  House  of  Delegates.  The  committee  shall 
be  responsible  for  evaluating  the  impact  of  decision  by 
third-party  payers  and  other  health  care  delivery  systems 
on  the  quality  of  medical  care. 

8.1(12)  Standards  and  Credentials.  The  Committee  on 
Standards  and  Credentials  shall  consist  of  nine  members 


elected  by  the  House  of  Delegates.  The  committee  shall 
determine  standards  for  course  content  to  satisfy  the  con- 
tinuing medical  education  requirements  for  registration  of 
medical  licenses  in  Rhode  Island.  In  special  cases,  the 
committee  shall  evaluate  an  individual  physician’s  course 
of  study  to  determine  if  the  requirements  have  been  met. 

8.1(13)  Caleb  Fiske  Fund.  The  President,  President-Elect, 
and  Secretary  shall  be  the  Trustees  of  the  Caleb  Fiske 
Fund. 

8.1(14)  Other  Special  Funds.  The  President,  Secretary, 
and  Treasurer  shall  be  the  Trustees  of  such  special  funds 
as  have  been  created  and  may  be  created  hereafter,  pro- 
vided other  trustees  are  not  designated  by  the  creators  of 
the  fund  or  appointed  by  the  House  of  Delegates. 

8.2  Vacancies.  If  an  elected  or  appointed  committee  mem- 
ber dies,  resigns,  is  removed,  or  fails  to  serve,  the  Council 
shall  appoint  a member  of  the  Society  to  serve  for  the  unex- 
pired portion  of  the  term. 

8.3  Required  Reports.  Each  committee  shall  report  an- 
nually to  the  House  of  Delegates,  preferably  in  writing,  con- 
cerning its  activities.  The  Trustees  of  the  Caleb  Fiske  Fund 
and  Trustees  of  Special  Funds  shall  report  to  the  Council. 


9.1  Selection  and  Terms.  The  House  of  Delegates  at  its 
annual  meeting  in  the  even  year  shall  elect  a Delegate  and 
Alternate  Delegate  to  the  House  of  Delegates  of  the  American 
Medical  Association,  in  conformity  with  the  applicable  pro- 
visions of  the  Constitution  and  Bylaws  of  the  American  Med- 
ical Association. 

9.2  Assumption  of  Office.  The  Delegate  and  Alternate  Del- 
egate shall  assume  office  on  January  1 of  the  year  suc- 
ceeding their  election,  for  two-year  terms,  and  shall  serve 
until  their  successors  are  elected  and  assume  office. 

9.3  Vacancies.  If  before  the  termination  of  his  or  her  term, 
the  delegate  dies,  resigns,  ceases  to  be  a member  in  good 
standing  of  the  Society,  becomes  disabled,  or  for  any  other 
reason  cannot  assume  or  continue  the  duties  of  office,  or  will 
be  absent  from  a session  or  meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association,  the  alternate  del- 
egate shall  assume  the  rights  and  duties  of  office  for  the  time 
being  or  for  the  remainder  of  the  term  as  appropriate,  in  the 
opinion  of  the  Council. 

9.4  Tenure.  The  Delegate  and  Alternate  Delegate  to  the 
American  Medical  Association  may  serve  a maximum  of  three 
two-year  terms  in  their  respective  offices  and  a total  of  12 
years  as  both  Delegate  and  Alternate  Delegate. 


SECTION  9.  DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 
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PRESIDENTIAL  ADDRESS 


The  Present  Condition  of  Medical  Practice  in  Rhode  Island 
and  the  Outlook  for  the  Future 


First  1 should  like  to  thank  the  Rhode  Island 
Medical  Society  for  the  opportunity  to  give  up 
most  of  my  spare  time  lor  a year.  There  is  no 
cause  more  worthy  than  our  efforts  to  protect 
our  patients.  The  Society  does  not  function 
through  the  efforts  of  doctors  alone.  The  mem- 
hers  set  policies  and  goals,  but  expert  execution 
is  the  responsibility  of  staff.  Our  staff  gives  be- 
yond the  call  of  duty. 

Basic  to  the  function  of  the  Society  are  the 
efforts  of  our  staff:  Libia  Rattigan,  Donna  Ci- 
cerone, Edwina  Rego,  Carole  Powers,  and 
Alexandra  Berk  The  library  is  a model  of  effi- 
ciency and  a pleasure  to  use  because  of  our  al- 
ways pleasant  librarian,  Marcia  Sessions.  Wendy 
Smith  has  brought  the  Journal  to  a new  level  of 
sophistication  and  even  hnancial  independence. 
I know  of  no  one  in  any  organization  who  is  as 
dedicated  and  has  such  varied  talents  and  inter- 
ests as  Newell  Warde.  Our  legislative  effort  and 
success  is  his  responsibility  among  many  others, 
and  I can  tell  you  that  without  his  dedication  our 
presence  in  the  State  House  would  be  markedly 
diminished.  Many  of  our  other  programs  would 
be  of  lesser  quality.  The  level  of  professionalism 
with  which  our  society  functions  in  all  areas  is 
directly  attributable  to  the  unique  talents  of  Doc- 
tor Norman  Baxter.  Although  he  may  not  agree, 
I think  that  being  a college  president  is  good 
training  for  running  a medical  society.  I am  not 
sure  which  is  easier  to  cope  with:  youthful  and 
energetic  students  or  aging  and  individualistic 
doctors.  My  association  with  Doctor  Baxter  has 
been  a high  point  of  the  year.  Special  gratitude 
is  due  to  my  wife  and  children  for  their  loving 
support  and  willingness  to  do  without  me  for 
much  of  this  year. 

Physicians  in  Rhode  Island  have  taken  a beat- 
ing in  the  public  eye  during  the  past  year  because 
of  the  misadventures  of  one  notorious  offender. 


Delivered  at  the  175th  Annual  Meeting  of  the  Rhode  Island  Med- 
ical Society,  May  30,  1986. 


Herbert  Rakatansky,  MD 


The  trial  lawyers  carp  that  there  would  be  no 
malpractice  crisis  if  there  were  no  “bad  doctors.” 
The  public  perceives  that  there  are  a few  “bad 
apples”  and  that,  if  once  and  for  all  they  were 
weeded  out,  the  profession  would  be  pure  and 
there  would  be  a uniform  quality  of  treatment. 
The  lawyers  are  wrong  and  the  public  is  wrong. 
What  is  needed  is  a system  of  constant  review  to 
ensure  that  the  practice  of  medicine  meets  min- 
imum standards. 

The  few  doctors  who  practice  below  minimal 
acceptable  standards  fall  into  three  categories: 

First,  impaired  physicians  are  those  whose 
practice  is  inadec|uate  because  of  illness.  Gen- 
erally, the  illness  is  behavioral  in  nature,  such  as 
addiction  (alcohol,  drugs,  or  both),  depression, 
and  other  mental  illnesses.  The  Impaired  Phy- 
sicians Committee  is  a recognized  resource  for 
treatment.  Eighty-five  per  cent  of  addicted  doc- 
tors who  follow  its  recommendations  successfully 
return  to  a productive  practice  and  remain  well 
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for  five  years.  Those  few  who  will  not  or  cannot 
eooj)erate  aie  leported  to  the  slate  disc iplinai y 
l)oai  (1. 

Second,  incompetent  physicians  ate  those  who 
nnknowinglv  piaclite  helow  the  minimal  accept- 
able stanclaicl.  They  have  lailed  to  stay  cinient 
hecaiise  of  lack  of  motivation,  lime,  or  other  tea- 
sons.  The  Society  has  estahlished  a committee  on 
physician  competence  which  will  evaluate  such 
cases  and  lecommend  remedial  edncation  oi 
other  courses  of  action.  VVe  are  working  actively 
with  Health  Care  Review,  Inc:  of  Rhode  Island, 
the  professional  review  organization,  to  assist 
j)hysicians  discovered  hy  their  review  mechanism 
l)efore  the  matter  becomes  serious  enough  for 
the  federal  government  to  intervene.  In  case  of 
refusal  to  cooperate  on  the  part  of  the  physician, 
the  matter  is  referred  to  the  state  disciplinary 
hoard.  The  hrst  report  of  this  committee  was 
presented  to  the  House  cjf  Delegates  this  after- 
noon. 

Third,  physicians  knowingly  practicing  helow 
minimal  standards  are  referred  to  the  Mediation 
Committee  of  the  Society.  This  committee  con- 
siders cjiiestions  of  ethics.  Often,  minor  ethical 
matters  can  be  resolved  promptly  by  the  use  of 
peer  pressure.  If  the  motivation  appears  to  be 
criminal,  the  physician  is  referred  tc3  the  appro- 
priate state  authority. 

Many  problems  are  resolved  by  these  commit- 
tees to  the  satisfaction  cjf  all.  The  physician  is 
restored  to  health,  the  level  cjf  practice  is  ele- 
vated, and  the  public  is  protected.  All  this  is  done 
without  signihcant  cost  to  society  and  in  a timely 
manner. 

I should  like  to  consider  the  malpractice  prob- 
lem further.  Under  the  present  system,  the  trial 
attorneys  represent  themselves  as  agents  of  social 
Justice,  protecting  the  public.  VVdiile  such  a con- 
cept may  be  appropriate  when  a large  corpora- 
tion is  allegedly  victimizing  a poor  and  lonely 
individual  consumer,  this  model  does  not  ap|)ly 
to  the  doctor-patient  relationship.  In  the  medical 
model  there  are  two  objectives:  hrst,  to  compen- 
sate the  patient  promptly  and  fairly  for  injury 
due  to  negligence,  and  second,  to  maintain  the 
level  of  medical  practice  at  an  acceptable  level. 

Under  the  present  system  neither  of  these  ob- 
jectives is  achieved.  Not  only  does  the  present 
tort  liability  system  not  protect  the  public  indi- 
vidually and  collectively,  but  it  threatens  to  limit 
the  quality  and  availability  of  medical  care  be- 
cause of  skyrocketing  costs.  The  alternatives 
which  are  being  proposed  would  put  controls  on 
the  system  such  as  we  put  pharmacologic  and 


physical  controls  on  a violent  patient.  The  cor- 
neistone  of  this  effoii  includes  a cap  on  awards 
foi  pain  and  snfTei  ing  and  on  attorneys’  contin- 
gency fees.  I believe  that,  while  such  ef  forts  may 
control  the  costs  and  we  do  sujjjiort  these  meas- 
ures, they  will  not  accomj)lish  the  objectives  of 
paying  the  patient  faiily  and  promi^tly  and  in- 
sni  ing  a system  of  cpiality  tneclical  care. 

The  solution,  1 believe,  must  be  a total  rev  ision 
of  the  system  rather  than  tinkering  with  the  con- 
trols. The  payment  of  ])atients  for  negligent  in- 
jui  y should  he  separate  and  apai  t f rom  the  dis- 
ciplinary function.  If  doctors  were  not  afraid  of 
incriminating  themselves  or  their  friends,  they 
would  he  likely  to  assist  j)atients  in  recovering 
fair  compensation.  Such  a concej)t  could  con- 
ceivahly  exjjand  to  include  jjayment  for  disas- 
terous  and  unexpected  results  not  attributable  to 
negligence.  This  kind  of  a “no-fault”  system  would 
jirovide  inhnitely  more  justice  to  the  jjatient  than 
the  jjresent  legal  mcnass  and  at  a lower  cost. 

A strong  peer  review  function  j^rovided  hy  the 
Rhode  Island  Medical  Society  and  backed  up  f)y 
a powerful  and  aggressive  state  discij^linarv  board 
jjrovides  the  either  arm  to  this  system.  Not  all 
“incompetent”  doctors  j^roduce  grievous  ])atient 
injury.  Under  the  present  system  only  those  dex- 
tors  who  have  injured  a patient  are  brought  in 
to  the  disciplinary  arena.  In  each  case  the  dc:)ctor 
must  hire  a lawyer  to  protect  his  interests  and  in 
the  adversarial  situation  is  forced  to  deny  any 
negligence  or  lack  of  competence  or  skills. 

Tiow  much  better  for  everyone  it  would  be  if 
the  patient  were  paid  promptly.  How  much  bet- 
ter it  would  be  if  the  “below  standard”  doctor 
could  be  identihed  and  helped  or  guided  out  of 
practice  before  patients  were  injured. 

I believe  that  separation  of  discipline  for  phy- 
sicians and  compensation  for  patients  represents 
the  best  hope  for  the  continuation  of  high  quality 
of  medical  care.  The  Society  can  and  should  be 
instrumental  in  designing  and  implementing  such 
reforms. 

A different  threat,  that  of  cost  control,  is 
threatening  like  a tidal  wave  to  engulf  us.  At- 
tempts to  control  costs  have  resulted  from  the 
fact  that  the  total  expenditure  for  medical  care 
is  perceived  to  be  unacceptably  high.  Cost  control 
has  two  basic  origins.  The  government  curtails 
various  expenditures  after  considering  the  mul- 
tiple functions  it  must  pro\  ide  to  its  citizens  on 
a hnite  budget.  The  limitation  on  medical  care 
is  a conscious  decision  by  the  ])ublic  to  achieve 
some  other  socially  desirable  goals.  As  doctors, 
we  may  disagree,  but  as  members  of  a democratic 
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society  we  can  understand  the  process. 

Third  parties  such  as  healtli  maintenance  or- 
ganizations make  a })rofit  by  limiting  tlie  amount 
of  medical  care  j)rovided  to  their  subscribers.  This 
is  a (]ualitati\ely  different  situation  from  govern- 
ment intervention,  i’oliticians  are  ultimately  re- 
sponsible to  their  constituents.  Who  protects  the 
patient  from  the  avarice  of  stockholders  of  a large 
and  anonymous  corporation  whose  arbiti  ary  de- 
cisions are  motivated  by  j)rofit  rat  bet  than  social 
policies  an  ived  at  by  democratic  consensus? 
Sadly,  the  public  will  never  be  aware  of  the  de- 
crease in  the  quality  of  medical  care  unless  some- 
one tells  them. 

I maintain  that  organized  medicine  has  an  ob- 
ligation to  monitor  the  (|uality  of  care  provided 
by  these  organizations  and  pro\ide  feedback  to 
the  public.  No  one  else  has  the  knowledge  and 
training  to  do  this.  This  year  the  Society  has  es- 
tablished a liaison  committee  to  work  with  the 
HMOs  in  Rhode  Island  in  the  establishment  of 
apj)ropriate  medical  })rotocols  and  standards  of 
care.  While  we  cannot  force  an  HMO  to  accept 
any  standards,  we  can  and  will  jiublicize  inaj)- 
jiropriate  standards  to  our  members  and  to  the 
public.  With  adecjuate  information  the  public  can 
choose  systems  of  medical  care  most  approj^riate 
for  their  needs  and  desires.  Providing  such  in- 
formation may  be  one  of  our  most  imjjortaut 
functions. 

As  these  new  systems  deliver  less  health  care 
one  or  both  of  two  results  will  follow.  First,  high 
quality  health  care  will  be  delivered  to  fewer  per- 
sons, and  some  will  go  without.  Second,  a lesser 
degree  of  health  care  will  be  delivered  to  some, 
if  not  all,  persons. 

Who  will  receive  the  blame  for  tbe  decreasing 
(juality  and  c|uantity  of  health  care?  In  the  hrst 
instance,  where  fewer  people  receive  care,  the 
blame  will  rest  with  the  system  itself  or  perhajjs 
with  the  government  or  large  corporation.  For 
this  very  reason  the  forces  which  require  restric- 
tion of  health  care  in  order  to  save  money  will 
choose  the  second  alternative.  If  diminished 
health  care  is  distributed  among  the  j)opulation 
at  large,  physicians  will  receive  the  blame.  By 
jHitting  the  restriction  on  a personal  level,  the 
individual  patient  will  jDerceive  that  his  individual 
doctor  is  responsible. 

We  must  not  allow  this  to  ha})pen.  We  must 
put  the  blame  where  it  belongs  and  not  accej)t 
responsibility  for  decisions  wliich  we  did  not 
make.  In  each  instance  in  which  we  cannot  de- 
liver what  we  think  is  the  appropriate  level  of 
medical  care,  we  should  document  our  profes- 


sional judgment  in  writing.  Obxiouslv,  this  should 
be  on  the  medical  lecord,  but  also  should  be  pie- 
sented  in  undei standable  tenns  to  the  patient  so 
that  he  realizes  the  oi igin  of  the  limitation  of  his 
care.  The  source  of  the  limitation,  be  it  a hosj)ital, 
HMO,  government  agencv,  ot  other  organiza- 
tion, should  receixe  a copv.  If  we  do  this  con- 
sistently, the  public  will  realize  tbe  origin  of  the 
defects  of  the  system.  They  mav  then  choose  to 
accept  the  system,  or  they  may  elect  to  change  it. 
The  physician  does  not  have  a choice.  He  must 
alwavs  recommend  the  best  available  care  for  his 
patient.  If  he  abandons  this  standard,  he  aban- 
dons his  position  as  an  adxocate  for  his  j)atient. 

In  Older  to  accomplish  some  of  the  goals  out- 
lined, 1 think  it  is  imjiortant  for  the  Rhode  Island 
Medical  Society  to  focus  its  efforts  and  energies. 
We  cannot  do  everything.  It  is  time  to  (juestion 
whether  our  support  of  a monthly  scientific  jour- 
nal and  an  extensive  library  is  apj)roj)riate  in  this 
modern  day  when  it  may  mean  sacrificing  other 
goals  such  as  those  1 have  mentioned. 

We  ha\e  been  effective  this  year  in  presenting 
our  message  to  the  public  and  to  the  legislature. 
I think  that  there  is  greater  awareness  of  the 
malpractice  problem,  and  the  impact  of  the  j^hy- 
sician  is  more  favorable  than  it  would  have  been 
if  we  had  been  represented  in  tbe  press  only  by 
Doctor  Felix  M.  Belasco,  recently  convicted  of  a 
federal  charge  of  fraud.  I his  momentum  gen- 
erated in  the  legislative  arena  and  in  the  media 
must  continue.  Recognizing  this,  the  Executive 
Committee  has  instructed  the  Executive  Director 
to  redefine  the  duties  of  the  assistant  executive 
director  to  include  major  responsibilities  in  the 
area  of  ])ublic  relations  and  legislative  liaison.  It 
is  absolutely  essential  that  we  have  such  expertise 
in-house. 

Our  breakfast  and  dinner  meetings  with  the 
legislators  were  successful  because  of  the  good 
attendance  by  all  of  you.  Personal  and  rejieated 
contact  with  our  legislators  must  continue 
throughout  the  year.  The  vSociety  will  continue 
to  leacl  in  this  effort. 

We  have  discussed  some  of  the  enemies  of 
(juality  medical  care.  I here  are  also  some  friends. 
Some  Brown  Lhiiversity  Program  in  Medicine 
policies  or  actions  may  be  in  conffict  with  the 
views  of  some  of  our  members,  but  I believe 
Brown  is  committed  to  high  quality  medical  prac- 
tice. Fhe  Society  can  and  should  be  a means  of 
liaison  for  cooperation  of  our  common  goal. 

The  Society  has  been  in  court  twice  this  year. 
We  filed  a brief  in  a case  in  Westerly  in  which 
the  conhdentiality  of  peer  review  records  was 
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ihrcattMied.  i hat  case  was  decided  in  our  favor. 
Recently  we  sued  the  Director  of  Business  Reg- 
ulation to  al)olish  the  !(')%  inalpt at tice  piemiiun 
sin  charge.  A Iieaiiug  is  scheduled  lot  June  17. 

In  ordei  to  achieve  these  goals,  it  is  critical  to 
maintain  our  menihershi|)  at  the  highest  possible 
level.  Other  organi/ations  may  develop  in  re- 
sj)onse  to  the  changing  times,  l)ut  will  not  have 
the  depth  and  resouices  oi  the  effectiveness  of 
the  Rhode  Islatid  Medical  Society  and  the  y\mer- 
ican  Medical  Association.  I realize  that  1 am 
preaching  to  the  choir  heie,  hut  1 urge  each  jjer- 
son  to  appoint  himself  a one  |)erson  membership 
committee.  If  you  know  of  a colleague  who  is  not 
a member,  take  it  ujjon  yourself  to  apj^roach  him 
and  encourage  him  to  join.  Personally,  1 do  not 
like  to  ask  foi  money,  hut  I do  not  mind  asking 
a doctor  to  contribute  to  his  cjwn  welfare. 

Recently  I was  performing  one  of  my  sj^ecial 
procedures  best  left  only  vaguely  described  in 
this  before  dinner-hour  on  a patient  named  Joe. 
He  was  a recijiient  of  public  assistance,  more  pop- 
ularlv  known  as  “welfare.”  With  a big  smile  on 
his  face,  Joe  described  how  he  had  seen  me  on 
television  the  previous  evening.  He  told  how  he 
called  his  friends  over  to  the  TV  set  and  proudly 
pointed  out  “his  doctor.”  They  responded  that  I 
could  not  be  his  doctor  with  the  comment  that 
“you  can’t  afford  a doctor  like  that.”  I hope  that 
our  medical  system  remains  intact  and  that  not 
only  will  Joe  be  able  to  afford  “his”  doctor,  but 
that  society  will  permit  him  to  continue  to  receive 
the  kind  of  care  he  needs. 
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SPECIAL  REPORT 


Missing  and  Expioited  Chiidren 


Missing  children  are  defined  as  individuals  un- 
der the  age  of  18  who  are  victims  of  abductions 
by  noncustodial  parents  or  by  strangers,  as  well 
as  runaways  and  those  who  are  acutely  vulner- 
able because  of  parental  abandonment,  parental 
homelessness,  or  other  major  catastrophes  in  the 
family.  Runaways  are  categorized  as  voluntary 
runaways  and  “throwaways,”  with  the  latter  in- 
cluding young  people  forced  out  of  their  homes 
by  jjarents.  Exploited  children  are  defined  as  sex- 
ually victimized  youngsters  involved  in  any  one 
or  more  of  the  following  activities:  child  por- 
nography, child  prostitution,  or  child  sex  rings. 

This  paper  presents  background  information 
on  the  nature  and  extent  of  the  problem  as  well 
as  national  and  legislative  initiatives  that  address 
the  issues  of  missing  and  exploited  children.  Out- 
lined are  health  problems  of  this  patient  poj)u- 
lation,  the  role  of  the  physician,  prevention  strat- 
egies, research  and  training  issues,  and  activities 
of  health  organizations. 

Background 

Although  the  magnitude  of  the  missing  child 
problem  is  not  well  documented,  experts  esti- 
mate that  as  many  as  1.5  million  children  and 
adolescents  may  be  affected  during  any  given 
year.  About  1 . 1 million  of  these  are  believed  to 
be  runaways  and  homeless  youth  who  are  at  sig- 
nihcant  risk  for  injury,  illness,  street  crime,  and 
violent  death.'  Estimates  of  the  number  of  chil- 
dren abducted  annually  are  far-ranging,  but  at 
least  tens  of  thousands  of  children  are  involved. 

It  is  not  known  how  many  children  and  ado- 
lescents are  on  the  streets  or  living  in  extreme 
poverty  because  of  parental  homelessness,  pa- 
rental abandonment,  or  severe  problems  involv- 
ing family  disintegration.  Of  the  children  who 


This  paper  was  adapted  from  a report  of  the  American 
Medical  Association  Board  of  Trustees  to  the  House  of 
Delegates  at  the  1986  Annual  Meeting,  fune  15-19, 
Chicago. 


are  missing,  some  will  return  home,  some  will  be 
found,  some  will  never  be  reunited  with  their 
families,  and  some  will  die.  Children  who  are 
abducted  at  a very  young  age  may  grow  up  with- 
out knowing  who  they  really  are,  or  forgetting 
many  of  their  early  life  exjjeriences  and  family 
relationships. 

Many  runaways  have  been  neglected  since  early 
childhood,  physically  or  sexually  abused  by  par- 
ents and  f oster  parents,  jjushed  out  of  the  home, 
or  deprived  of  consistent  support  and  discipline. 
Some  experts  estimate  that  as  many  as  5()  per 
cent  of  the  children  served  by  some  community 
runaway  programs  have  been  seriously  abused 
by  their  families.'^  Available  research  suggests  that 
various  combinations  of  psychological  character- 
istics of  children,  together  with  strained  family 
relationships,  are  central  factors  associated  with 
runaway  behavior.  The  problem  is  compounded 
by  school  difhculties  and  deviant  group  behavior 
that  results  in  adverse  peer  pressure.'* 

Although  a signihcant  number  of  runaways 
come  from  impoverished  families,  many  are  in 
flight  from  middle-class  and  upper-class  homes. 
Once  on  their  own,  young  people  may  li\e  in 
abandoned  buildings  or  on  the  street.  They  lack 
the  skills  or  knowledge  to  hnd  or  hold  a job.  In 
this  context,  survival  becomes  the  key  issue  for 
these  youngsters,  with  drugs,  prostitution,  and 
child  pornography  emerging  as  staples  of  the 
street  culture.  Especially  in  urban  centers,  delin- 
quent or  criminal  behaviors  such  as  gang  war- 
fare, burglary  and  armed  robbery,  prevail.  Es- 
cape from  this  environment  is  problematic  for  a 
great  number  of  runaways,  since  reconciliation 
with  the  family  and  a return  to  the  home  is  im- 
possible.^ 

The  child  pornography  industry  alone  is  a 
highly  sophisticated  multimillion  dollar  enter- 
prise invoking  thousands  of  children.  Again, 
survival  is  the  overriding  concern  lor  many 
youngsters  who  become  involved  in  the  trade. 
Law  enforcement  officials  and  behavior  scientists 
point  out  that  the  victims  must  sell  themsekes  to 
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sm\i\c  and,  in  doing  so,  inislakcnly  inlcrpicl 
scdiution  as  alicclion.  Childicai  wlio  pose  in  llic 
nude  may  make  an  eas\  progression  to  piosli- 
tnlion  and  pornograplii(  mo\  ies. 

Allliongli  i nnaways  (onslilnie  a large  nnmher 
ol  yonngsleis  in\ol\ed  in  (onnnerri.tl  sexual  ex- 
ploitation, they  at  e not  the  only  resom  ce  lot  lilm- 
makers  or  photographers.  Fihnmakeis  may  use 
theii  own  (hildien  oi  childien  in  the  neighhoi- 
hood.  Some  ehildien  are  sold  hy  theit  patents  to 
willing  hnyei  s,  olten  to  snppoi  t a parent’s  alcohol 
or  dnig  problem.' 

On  anothet  level,  alienation  Irom  school  and 
longstanding  academic  and  l)eha\ioi  piohlems 
have  culminated  in  oNerwhehning  sjiecial  needs 
lor  runaways.  Foi  those  who  are  homeless,  as- 
sistatiee  in  making  the  transition  into  adnlthood 
is  needed.  Basic  snr\ival  skills  and  job  training 
are  ci  iicial.- 

\’onng  jjeople  who  are  \ iilnerable  to  i imning 
away  often  signal  this  fact  by  beha\ior  that  may 
come  to  medical  attention,  or  they  may  dixiilge 
their  j)light  to  a symjjathetic  medical  j)i ofessional 
in  time  to  be  stojjped. 

A clear  majority  of  child  abductions  re}3iesent 
tioncustodial  parental  kidnappings."’  With  the  iti- 
crease  in  the  number  of  divorces,  decisions  re- 
garding custody  of  children  are  being  challenged 
outside  courtrooms  in  the  form  of  parental  ab- 
ductions. Sometimes  the  abductions  can  occur 
prior  to  a custody  determination.  Often  the  child 
is  taken  to  a distant  locatic^n  — away  frc3in  family 
and  community  supports.  Chidren  abducted  by 
noncustodial  parents  exj^erience  many  of  the 
same  problems  as  runaway  children,  d’hese 
youngsters  are  vulnerable  to  physical  and  sexual 
abuse  as  well  as  neglect."  The  plight  of  children 
abducted  by  strangers  appears  to  be  even  more 
jjrecarious.  The  FBI  Academy’s  Behavi(>ral  Sci- 
ence Unit  broadly  categorizes  these  abductors  as 
psychotics,  pedophiles,  profiteers,  and  serial  kill- 
ers. 

Legislative  Initiatives 

In  1982,  Congress  j^assed  legislation  that  re- 
quires the  FBI  to  keep  more  detailed  records  on 
missing  and  unidentified  persons.  Two  years 
later,  another  statute  mandated  the  establish- 
ment of  a national  resource  center  on  missing 
children  and  a national  toll-free  telej)hone  line. 
Provisions  of  the  1984  law  also  called  for  ( 1)  ini- 
tiation of  national  incidence  studies  on  a periodic 
basis;  (2)  technical  assistance  to  law  enforcement 
agencies,  state  and  local  governments,  the  crim- 
inal justice  system,  public  and  private  nonprofit 


agencies,  and  indi\iduals  in  tbe  prevention,  in- 
vestigation, prosecution,  and  treatment  of  miss- 
ing and  ex|)loited  cfiildren;  (8)  effective  coordi- 
nation among  all  fedeiallv  fnncled  programs 
related  to  missing  children;  and  (4)  analysis,  pub- 
lication,  and  dissemination  of  an  animal  sum- 
mary ol  research  and  demonstration  jnojects. 

1 he  federal  Runaway  and  f fomeless  Youth  Act, 
enac  ted  iu  1 974,  c ailed  for  the  I uncliug  of  centers 
to  piovicle  shc'ltei  lot  innaways  and  homeless 
youth,  a national  communications  network,  cc>- 
ordination  among  centers,  and  technical  and 
training  assistance.  I he  j)urj)ose  of  this  legisla- 
tion was  to  provide  grants  to  community-based 
agencies,  located  outside  the  law  enforcement  and 
juvenile  justice  systetns,  for  the  |jurj)ose  of  cle- 
veloping  new  or  supjjorting  existing  prcigrams 
that  adchess  the  immediate  needs  of  runaway 
youth.  Ifi'ogram  j^erformance  standaicls  have 
l)een  developed  for  these  centers  that  jjrovicle 
outreach,  tenijjorarv  shelter,  couiiseliug,  and  af- 
tercare serv  ices. 

I he  federal  govenunent  and  the  majority  of 
the  states  have  ))assecl  legislation  aimed  at  com- 
batting tbe  rajiiclly  growing  problem  c^f  child  por- 
nography. Fnactment  of  the  f^rotection  of  C4iil- 
dren  Against  Sexual  Exjiloitation  Act  rej^resents 
the  first  time  a law  extended  authority  to  the 
federal  government  to;  (1)  pic:>secute  f)oth  the 
jjroducers  and  distributors  of  cbild  porncygra- 
phy;  (2)  prohibit  the  transj^ortation  of'  children 
across  state  lines  for  the  purpose  of  sexual  ex- 
ploitation; (3)  punish  anyone,  including  parents 
having  custody  or  control  c^f  a minor,  who  know- 
ingly j:)ermits  a mincyr  to  partieij^ate  in  the  prej- 
cluction  of  such  materials;  (4)  jjrc^vicle  protection 
to  males  as  well  as  females  who  are  transpcjrted 
across  state  lines  for  the  purpose  cjf  prostitution 
or  engaging  in  sexual  conduct  for  commercial 
exploitation;  and  (5)  impose  jjenalties  of  up  to 
ten  vears  imprisc^nment  and  fines  iq)  to  $10,000 
f or  the  production  and  distribution  of  child  por- 
nographic materials. 

National  Programs 

Computerized  files  maintained  by  the  FBI  Na- 
tional Crime  Information  Center  (NCIC)  ccjusist 
of  a Missing  Person  File  and  an  Unidentified  Per- 
son File.  The  Missing  Person  File  is  used  to  iden- 
tify and  Icjcate  missing  persons,  whereas  the  Un- 
identified Person  File  is  used  tc:>  identify  the 
remains  of  deceased  or  unidentified  living  per- 
son by  matching  those  records  with  missing  re- 
ports. Among  the  unidentified  living  population 
are  abducted  and  kidnaj^ped  children  found  in 
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the  custody  of  adults  who  are  not  their  legal 
guardians,  runaway  minors,  amnesia  victims,  and 
homeless  mentally  disturbed  ])ersons.  The  Miss- 
ing Person  File  contains  about  44, ()()()  records  at 
any  one  time,  37, ()()()  of  Which  are  juveniles.  f)ur- 
ing  calendar  year  1984,  247,142  entries  were 
made  and  238,543  records,  many  from  earlier 
Years,  were  removed.  Chirrently,  the  Unidenti- 
fied Person  File  contains  about  1,000  records. 
Some  experts  believe  that  FBI  statistics  reflect 
only  a fraction  of  the  actual  number  of  missing 
children. 

A packet  of  forms  for  missing  and  unidentified 
persons,  developed  by  the  NCIC,  is  available  from 
local  law  enforcement  agencies.  I he  missing  j)er- 
son  forms  should  be  completed  by  j^arents,  in 
collaboration  with  physicians,  dentists,  and  op- 
ticians, immediately  after  a child  is  rejjorted  as 
missing.  Fhese  forms  ask  for  information  on 
{physical  characteristics  of  the  missing  person, 
jewelry  descriptions,  medical,  dental,  and  optic 
identifying  characteristics.  Physicians  interested 
in  obtaining  a copy  of  this  packet  can  contact  the 
FBI’s  National  Crime  Information  Center  in 
Washington,  DC.” 

The  federal  Rtinaway  anti  Homeless  \'outh 
Program  provides  funding  for  shelters  for  run- 
aways anti  homeless  youth  anti  their  families.  I he 
program  also  operates  a national  hotline  ( l-8()0- 
62 1-4()0()),  provitles  training  and  technical  as- 
sistance, anti  funtls  tlemonstration  projects.' 

Shelters  ntimbered  273  last  year  anti  served 
more  than  300, 000  yt)uths,  with  75,000  receiving 
shelter  care  for  more  than  one  night;  260,000 
people  were  served  by  the  national  hotline.  Ac- 
cortling  to  the  US  Department  of  Health  and 
Human  Services,  mttre  than  half  of  the  yt)uth 
receiving  services  were  reunited  with  their  fam- 
ilies, abt)tit  six  percent  returnetl  to  the  streets, 
and  about  42  per  cent  were  placed  in  some  al- 
ternative living  arrangement,  fn  this  population, 
there  is  an  even  distribution  of  females  and  males, 
the  average  age  of  the  children  is  f5  years  old. 
I he  principal  reason  for  running  away  is  conflict 
with  parents.^ 

The  National  Center  for  Missing  and  Ex- 
ploited Children  (NCMECh,  established  in  1984 
on  a $3.3  million  grant  for  two  years  from  the 
Justice  Department’s  Office  of  Juvenile  Justice 
and  Delinquency  Prevention,  has  the  primary  task 
of  backing  up  law  enforcement  agencies,  fami- 
lies, state  and  local  governments,  and  vohmteer 
groups.  A nonproht  corporation,  the  National 
Center  operates  a national  resource  and  tech- 
nical center  that  deals  with  child  abductions,  sex- 


ual exjiloitatioii,  child  pornograjihy,  and  child 
prostitution. 

Although  NCAIEC  is  not  an  investigative  or  a 
child  recovery  agency,  it  does  provide  extensive 
resources  to  assist  in  the  recovery  of  children 
through  its  traiuiug  and  technical  assistance  jiro- 
grams.  A toll-free  800  ntunber  is  available  for 
reporting  abdtictions,  sightings,  and  locations  of 
missing  children  and  adolescents,  t he  National 
Center  conducts  training  programs  for  law  en- 
forcement and  social  service  professionals  in- 
volved in  the  investigation  and  prosecution  of 
cases  of  child  victimization.  Fraining  assistance 
and  advice  are  provided  concerning  liaison  re- 
lationships with  law  enforcement  agencies,  fam- 
ilies, health  care  providers,  and  various  public 
and  j^rivate  organizations.  Educational  programs 
and  materials  have  been  develojjed  on  the  j)re- 
vention  and  handling  of  parental  kidnapping 
cases,  on  the  support  services  and  resources  avail- 
able throughout  the  Lhiited  States  and  Ckmada, 
and  on  state  legislative  initiatives.^ 

Health  Problems 

Many  missing  children  have  been  abused  and 
neglected  in  the  home  and  take  unattended  phys- 
ical and  emotional  health  problems  with  them. 
Eor  1 unaways  and  homeless  youth,  the  street  ex- 
istence predisposes  to  exposure,  illness,  poor  diet 
and  hygiene,  drug  and  alcohol  abuse,  and  sexual 
abuse  and  exj^loitation.  Common  problems  are 
skin  infections,  parasitic  infections,  sexually 
transmitted  diseases,  unwanted  pregnancies,  and 
respiratory  and  gastrointestinal  disorders.  Some 
of  these  young  j^eople  do  not  receive  immuni- 
zations against  childhood  diseases.  Also  found  in 
this  population  are  traumatic  injuries  ranging 
from  minor  to  serious,  from  accidental  or  in- 
flicted violence.  Dental  disease  is  rampant  among 
children  who  have  been  on  the  streets.'" 

The  same  health  problems  and  injuries  that 
affect  runaways  and  homeless  youth  occur  in  the 
abducted  child  ))opulati(jn,  especially  those  ab- 
ducted for  long  periods  of  time.  I he  major  dif- 
ference is  that  these  young  people  are  in  the  care 
of  adults,  some  of  whom,  es]:>ecially  the  noncus- 
todial parent  abductors,  may  be  attentive  to  their 
health  problems.  However,  since  the  parent  has 
committed  a crime  by  the  act  of  abducting  the 
child,  the  fugitive  existence  will  most  likely  ad- 
\ersely  affect  the  child’s  development."  Victims 
of  abductions  by  strangers  are  at  additional  risk 
for  health  problems  because  most  of  their  kid- 
nappers have  serious  psychiatric  illnesses  or  are 
motivated  by  financial  gain  only  and  may  not  be 
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al)le  to  lake  j)roj)et  care  oi  the  diild’s  health  cate 
needs. 

Missing  c hildren,  whether  ahdnc  ted,  i unaways 
oi  homeless,  have  usually  gone  through  a lengthy 
period  of  lamily  conllict  mat  ked  hy  unhealthy 
inaniages  and  a vatiety  of  adverse  social  and 
economic:  conditions  proloundly  alfec  ting  lamilv 
slahility.  Catmmon  adversities  are  family  disin- 
tegration, unemployment,  jiovetty,  suhstance 
abuse,  divorce,  cultuial  dislocation,  single  pai- 
enthood,  and  step  families.^  However,  some  chil- 
dren are  abducted  from  a stable  and  healthy  home 
environment.  But,  the  act  of  child  abduction  hy 
a stranger  may  set  iously  threaten  family  stability 
as  each  member  of  the  family,  reacts  to  the  dis- 
ajjpearance  and  mcjurns  the  loss  of  a loved  one. 

Any  disappearance  of  a child  or  adolescent  cre- 
ates family  clisruption,  emotional  crisis,  and  \ iil- 
nerahility  of  the  family  members  to  physical  and 
emotional  problems.  Parents  may  become  inap- 
propriately hostile  and  aggressive  in  their  des- 
perate search  for  the  child,  belabor  themselves 
with  guilt,  feel  helpless,  and  withdraw  from  nor- 
mal family  responsibilities  and  community  suj)- 
ports.  Parents  of  some  runaways  actually  wel- 
come the  ciisappearance.  These  troubled  families, 
often  consumed  by  the  attempt  to  hnd  the  miss- 
ing child,  may  develop  destructive  family  pat- 
terns characterizeef  by  anger,  depression,  isola- 
tion, chaotic  lifestyles,  and  unproductive 
communication  patterns.  In  this  context,  medical 
and  social  service  interventions  should  focus  not 
only  on  the  runaway  or  the  recovered  victim  of 
abduction,  but  on  the  entire  troubled  family. 
These  interventions  should  be  conducted  over  a 
long  period  of  time  in  order  to  assess  the  recov- 
ery of  the  family  unit  from  this  tragedy.  Family 
support  groups  are  useful  in  identifying  with  the 
family’s  problems  and  offering  practical  advice 
and  emotional  support. 

The  Role  of  the  Physician 

Both  public  and  private  agencies  provide  services 
for  runaway  and  homeless  children.  Abducted 
children  and  their  families  have  fewer  options 
for  help.  The  past  15  years  have  seen  a prolif- 
eration in  the  number  of  new  agencies  that  pro- 
vide temporary  shelter  care  and  offer  child  and 
family  counseling  to  runaways  and  homeless 
youths.  Some  of  these  agencies  have  organized 
staff  training  programs,  established  relationships 
with  hospitals,  health  care  centers  and  clinics, 
and  secured  medical  and  psychiatric  consult- 
ants.^ However,  a significant  number  of  them 


Appendix 

Recoinmeiidalioiis  ioi  |)ediati iciaiis  and  family  pfiy- 

sicians. 

1,  Identify  l)lood  giou|j,  AliO,  and  Rli  on  eacli  nevv- 
1)0111.  Note  any  anatomical  defects  and  l)irth  in- 
jm  ies. 

2.  OI)lain  teclmically  adetjuate  liirtli  footprints  and 
lingei  pi  ints. 

Iiuoi  porate  motliei  ’s  obstetrical  history  and  blood 
group  into  the  infant’s  cliait  and  vise  versa. 

f.  Flag  all  t bai  ts  of  cbildten  who  are  reported  as 
missing  or  snatched  and  do  not  destroy  tliem.  Alert 
consultants  and  radiologists  not  to  destroy  their 
1 ecoi  (Is.  I f recoi  (Is  are  re(]uested,  immediately  no- 
tify the  police  agency  investigating  the  disappear- 
ance. 

5.  Obtain  records  from  previous  pediatricians  or 
family  physicians,  including  x-ray  films,  x-ray  re- 
ports, and  laboratory  studies. 

6.  Incorporate  paiental  data  such  as  social  secuiity 
number  and  emj)loyment  desciiption  into  the  in- 
fant's record. 

7.  Include  the  name  of  the  child’s  dentist  in  the  rec- 
ord. 

8.  Desci  ihe  in  detail  any  anatomical  scars,  such  as 
notched  ears,  afmormal  toes,  birthmarks,  and  scars, 

9.  Alert  investigators  of  any  suspicion  of  abuse  or 
neglect. 

10.  Become  familiar  with  the  Unidentified  and  Miss- 
ing Persons  File  format,  developed  and  main- 
tained hy  the  FBI’s  National  Crime  Information 
Center. 

1 1 . Carefully  record  hair  color,  eye  color,  height  and 
weight.  Fhis  will  help  investigators  project  weights 
and  heights  for  children  who  disappear  and  are 
retained  by  an  abductor  for  several  months  or 
tears. 

12.  Post  suggestions  for  parents  to  keep  careful  health 
records  and  physical  descriptions  of  their  children 
as  carefully  as  they  would  keep  their  tax  records 
or  business  accounts. 

Recommendations  for  obstetricians-gynecologists 

1.  Indicate  blood  group,  ABO,  and  Rh  on  each  new- 
born. Note  anv  anatomical  defects  or  birth  inju- 
ries. 

2.  Obtain  technicallv  adequate  birth  footprints  and 
hngerprints. 

3.  Incorporate  mother’s  obstetrical  history  and  blood 
group  into  the  infant’s  chart  and  vise  versa. 

Recommendations  for  radiologists 

1 . Accurately  describe  foreign  bodies  and  anatomical 
markers  — shape,  locations,  and  relationships  to 
specific  bonv  anatomical  markers. 

2.  Retain  the  x-ray  hints  of  children  until  age  18. 

3.  Work  with  other  professionals  to  develop  proce- 
dures for  prompt  release  of  medical  records  and 
x-ray  hlms  to  families  and  law  enforcement  offi- 
cials. 

4.  Keep  up  to  date  on  forensic  radiologic  methods 
in  order  to  aid  coroners  and  medical  examiners. 
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operate  without  tliese  essential  sujjjjoi  ts  lor  ef- 
fective service  to  the  child  and  family. 

Physicians  are  in  a s})ecial  ])osition  to  helji  miss- 
ing and  exploited  children  and  their  families  be- 
cause of  their  status  in  the  community  and  their 
ongoing  professional  relationships  with  patients. 
Physicians  can  be  highlv  ef  fective  in  enconraging 
and  supporting  sound  health  j)rograms  and  com- 
munity-l)ased  prevention  programs  for  disaf- 
fected youth,  homeless,  and  abducted  children. 
At  prevention,  diagnostic,  and  treatment  levels, 
primary-care  physicians  and  other  specialists 
can  identify  troubled  children  and  their  families 
and  ensure  that  appropriate  medical  interven- 
tions take  place.  Physicians  should  recognize  that 
the  responsibility  for  handling  all  of  the  health 
problems  of  these  f amilies  is  not  theirs  alone.  Phe 
appropriate  role  for  the  physician  is  to  serve  as 
triage  agent,  connecting  families  with  psychiatric 
and  other  medical  specialists,  family  therapists, 
marriage  and  divorce  counselors,  other  health 
care  professionals,  community  agencies,  and  vic- 
tim and  family  support  groups. 

Families  in  need  of  skilled  assistance  often  do 
not  know  how  to  get  the  help  they  need.  If  phy- 
sicians are  aware  of  major  family  disruptions  (eg, 
separation  or  divorce,  child  abuse,  substance 
abuse,  inappropriate  disciplinary  practices,  or 
negative  family  interaction  patterns),  they  can 
discuss  these  issues  and  recommend  other  sources 
of  help  for  one  or  all  of  the  family  members. 
When  a child  is  reported  missing,  the  physician 
should  contact  the  grieving  parents  and  offer 
appropriate  advice,  counseling,  and  treatment 
referrals  if  necessary.  Once  the  child  is  found  or 
returned  home,  physicians  caring  for  the  indi- 
vidual members  of  the  affected  family  should 
again  initiate  contacts  and  offer  their  advice  and 
services  to  the  family. 

The  ability  of  the  physician  to  provide  essential 
information  to  law  enforcement  officials  regard- 
ing the  identifying  physical  features  and  medical 
history  of  a patient  who  has  been  reported  miss- 
ing is  crucial  to  the  location  of  that  child.  The 
medical  records,  dental  charts,  and,  for  uniden- 
tified dead  persons,  the  pathologist’s  findings  are 
all  essential  to  successful  child-finding.  The  pri- 
mary-care physician,  medical  examiner,  and  den- 
tists are  key  members  of  the  identification  team. 
They  should  be  prepared  to  complete  the  NCIC 
forms  immediately  after  a child  is  reported  miss- 
ing.The  physician  would  normally  receive  this 
form  from  a parent  who  has  been  instructeci  to 
return  it  to  the  police  agency. 

Families  of  missing  persons  usually  obtain  the 


NCIC  missing  j)erson  packet  from  the  law  en- 
forcement agency  to  which  they  have  made  the 
missing  person’s  re))ort.  Fhe  family  completes 
the  personal  descrijitors  section,  the  jewelry  type 
section,  and,  with  the  help  of  medical  and  dental 
professionals,  the  ojitic,  medical,  and  dental  sec- 
tion. If  a family  is  unable  to  obtain  a packet  from 
the  law  enforcement  agency  taking  the  missing 
person’s  re|)ort  or  if  the  agency  is  unable  to  sub- 
mit the  information  to  the  NCICi,  then  the  family 
may  request  a coj)y  of  the  missing  person  packet 
from  the  local  FBI  office  and  submit  the  com- 
pleted forms  directly  to  the  FBI  office. 

Primary-care  physicians,  radiologists,  and  other 
physicians  who  see  children  on  a regular  basis 
should  maintain  a complete  record  of  distin- 
guishing characteristics  and  a comprehensive 
medical  history  for  their  child  patients  (see  A])- 
pendix).  Records  shoidd  include  information  on 
blood  grou]),  details  about  anatomical  defects, 
birth  injuries  and  scars,  birth  footj^rints  and  fin- 
gerprints, hair  and  eye  color,  height  and  weight, 
evidence  or  suspicion  of  abuse  or  neglect,  current 
and  past  records  of  laboratory  studies,  parental 
data  such  as  social  security  number  and  employ- 
ers, and  x-ray  films  or  well-delineated  x-ray  re- 
ports. Photograj)hs  are  important  documents  to 
include  in  the  health  record.  It  is  also  important 
that  obstetrician-gynecologists,  pediatricians,  and 
family  physicians  ensure  that  certain  records  be 
kept  in  duplicate;  birth  records  and  the  record 
of  the  mother’s  obstetrical  history  and  blood 
group  should  be  prominent  not  only  in  the  moth- 
er’s file  but  repeated  in  the  child’s  record. 

Dried  blood  samples  of  a newborn  taken  for 
routine  screening  purposes  could  be  retained  in 
the  child’s  record  to  provide  other  information 
for  the  identification  of  a missing  or  dead  child. 
One  method  is  to  have  an  extra  filter  paper  sam- 
ple taken  at  the  time  the  PKU  and  other  screen- 
ing tests  are  done.  This  extra  blood  sample  could 
be  kept  in  an  envelope,  retained  with  the  child’s 
medical  record,  and  used  in  the  f uture  for  check- 
ing minor  blood  group  types  should  they  be 
needed. 

Physicians  should  be  skeptical  of  vague  stories 
about  absent  parents  in  cases  involving  newly 
transferred  patients.  Children  who  report  par- 
ents who  died  mysteriously  or  children  who  re- 
port abandonments  without  good-bye  letters, 
support  payments,  phone  calls,  or  visitations  may 
have  been  snatched.'^ 

Although  physicians  should  be  concerned  pri- 
marily with  the  health  of  children  and  their  fam- 
ilies, they  should  also  focus  attention  on  potential 
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or  iutual  j)crj)etralors  of  crimcs,  sudi  as  strantJcr- 
abdiK  lors  and  sexual  al)usei  s and  exj)loilei  s.  Pi  i- 
inary  c are  physic  ians  should  lieeome  adejit  al  ree- 
o^ni/ing  die  si^ris  and  syinploins  ol  pedophilia 
and  psyehojiat hie  personalilies  who  are  predis- 
posed to  harining  or  exjiloiting  children,  and 
make  certain  that  these  patients  come  to  the  at- 
tention ot  a jisyc'hiatrist  or  iisyehialric  facility  lor 
definitive  diagnosis  and  treatment. 

Prevention 

Physicians  can  he  highly  elfective  in  commnnity 
organization  and  imiilementation  of  sound 
health-oriented  strategies  of  jirevention.  I heir 
efforts  should  he  aimed  at  reducing  family  stress, 
identifying  early  signs  of  alcoholism  and  drug 
ahnse,  and  promoting  clevelojnnent  of  commn- 
nity facilities  to  achieve  these  aims  of  snjijiorting 
families  at  risk.  Sjiecific  focuses  should  he  family 
therapy,  divorce  and  marriage  counseling,  drug 
and  alcoholism  prevention  jirograms,  and  joh 
training  or  retraining.  Commnnity  outreach  ac- 
tivities may  emhrace  pre-  and  post-crisis  jireven- 
tion  as  well  as  youth  participation  programs  that 
are  oriented  toward  recreation  and  enijiloyment. 
Child  advocacy  and  guardian  ad  litem  programs 
for  children  involved  in  divorce  and  custody  dis- 
putes are  needed.^ 

Physicians  should  offer  to  particijiate  in  com- 
munity-hasecl  prevention  programs,  lending  their 
medical  expertise  and  sujiport  to  a team  process. 
Schoc:)ls,  churches,  and  community  and  civic  or- 
ganizations are  groups  that  the  physician  can  po- 
tentially serve  as  an  educator  or  medical  expert. 

Physicians  are  often  in  the  best  position  to  de- 
tect the  early  warning  signs  of  families  in  distress 
and  offer  their  assistance  in  achieving  healthy 
living  habits.  They  can  also  refer  their  patients 
to  other  appropriate  professionals  and  to  com- 
munity agencies  when  necessary.  Pediatricians, 
family  physicians,  and  obstetrician-gynecologists 
have  an  excellent  opportunity  to  use  the  birth  of 
a child  as  an  opportunitv  to  discuss  the  role  of 
j^arents  in  child  development  and  ]X)sitive  child- 
rearing  practices.  All  primary-care  physicians 
should  be  knowledgeable  and  comfortable  with 
discussing  healthy  sexual  activities  and  the  prob- 
lems that  parents  have  encountered  in  this  area. 
If  serious  problems  of  sexuality  are  detected,  the 
physician  should  refer  both  parents  to  a psychi- 
atrist for  assessment  and  treatment. 

Medical  professionals  shoidd  be  aware  that  anv 
child  who  is  the  object  of  a custody  dispute  is 
vulnerable  to  parental  snatching,  disappearing, 
and  being  abused.  It  is  incumbent  upon  the  phv- 


sician  to  lecoguize  that  family  therajn'  and  di- 
voi  (e  and  mai  riage  c onnseling  may  be  important 
child-s|)ai  ing  inlet  ventions.  In  this  context,  phy- 
sitians  mav  wish  to  snitpoit  comprehensive  health 
service  progiams  as  well  as  parent  and  \ictim 
snp|)oit  netwoiks.  Physicians  can  also  offei 
pi ofessional  guidance  to  these  sujjjjort  groujts. 

Pediati  icians  and  family  jdiysic  ians,  serving 
families  that  eithei  move  fiom  one  location  to 
another  ot  change  doctors  within  the  same  geo- 
graj)hical  area,  should  make  certain  that  parents 
aiiange  lot  the  speedy  ttansfer  of  the  child’s 
previous  medical  recoi  els.  Kxpei  ts  involved  in  lo- 
cating missing  children  and  tracking  the  move- 
ments of  j)ei  petrators  urge  that  physicians  adoj)t 
this  as  a recpiitement  in  theii  piactice  routines. 

The  dentist  is  anothei  key  member  of  the  iden- 
tificatitm  team.  Pediati  icians  and  family  j)hysi- 
cians  should  suggest  to  jxirents  that  children  ha\e 
theit  first  dental  examination  at  age  three  or  even 
earlier  because  the  full  complement  of  deciduous 
teeth  may  be  jjresent  as  early  as  24  months.  In 
recent  years,  the  dental  j)rofession  has  develcjjjed 
a microdisk  that  can  be  attached  to  the  jjosterior 
teeth  fen  identiheation  jjurposes.  The  American 
Dental  Association’s  Council  c^n  Dental  Practice 
is  studying  various  types  of  microdisks  and  the 
feasibility  of  establishing  a central  clearinghouse 
for  stc:>rage  of  micrcjdisk  inlc:)rmaticjn.  In  addi- 
tion, the  ADA  has  established  the  American  Den- 
tal Identiheation  Registry,  which  will  advise  on 
the  ])rcjtcjcol  for  community  service  activities  re- 
lated to  micrcidisk  placement. 

Research  Issues 

Research  shows  that  parents  of  children  whc:>  run 
away  face  multiple  social  and  psychological  dif- 
hculties.  rhe  clearest  empirical  finding  is  a lack 
of  parental  consistency  in  handling  their  children 
and  the  consetiuent  lack  of  ef  fectiveness  in  man- 
aging the  child’s  behavior  in  a way  that  jiromotes 
psychological  and  social  development.  Another 
common  characteristic  is  unrealistic  expectations 
by  the  parents  of  what  constitutes  appropriate 
behavior  for  their  child.  Research  f urtlier  reveals 
a high  degree  of  strain  in  these  families,  with 
family  interaction  jiatterns  that  are  primarily 
negative.  Generally,  runaways  have  unsatisfac- 
tory interpersonal  relationships  with  both  peers 
and  adults. 

Parental  divorce  is  common  in  the  background 
of  runawavs  and  abducted  children.  The  fact  that 
one  million  children  are  involved  in  new  divorces 
each  year  and  that  one-third  of  all  US  children 
will  be  involved  in  a familv  dissolution  before 
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they  are  18  years  of  age  underscores  the  need 
for  more  sound  research  in  this  area.'-^'* 

Children  ol  divorce  who  are  living  at  home 
may  view  the  dissolution  of  their  parents’  mar- 
riage as  the  most  distressful  event  in  their  lives. 
Emotional  upsets,  rather  than  physical  hardships 
or  logistical  changes  in  tlie  familv  living  arrange- 
ments and  child  care  patterns,  nsnally  constitute 
the  most  severe  j^roblems  for  children.  The  di- 
vorce is  experienced  by  most  clhldren  as  an  over- 
whelming event  and  often  one  for  which  they 
feel  vaguely  responsible.  Loyalty  conflicts  — as 
well  as  feelings  of  anger,  fear,  grief,  helpless- 
ness, and  guilt  — are  common  in  children  of  di- 
vorce. 

A substantial  body  of  both  clinical  and  research 
literature  shows  that  most  children  experience 
their  parents’  divorce  as  a stressful  life  event  and 
exhibit  short-term  developmental  disruptions, 
emotional  distress,  and  behavior  disorders.  In 
the  hrst  few  years  following  divorce,  children  in 
divorced  families  in  comparison  to  children  in 
nondivorced  families  show  more  antisocial,  im- 
pulsive acting-out  disorders,  more  aggression  and 
noncompliance,  more  dependency,  anxiety,  and 
depression,  more  difficulties  in  social  relation- 
ships, and  more  problem  behaviors  at  school.  Im- 
pulsive antisocial  behavior  is  more  consistently 
reported  than  withdrawal,  depression,  and  an- 
xiety. Overall  ef  fects  of  divorce  are  more  severe 
and  enduring  for  boys  than  for  girls,  although 
problems  in  heterosexual  relationships  ha\  e been 
reported  for  adolescent  and  young  adult  girls. 
Since  most  of  the  studies  comparing  the  re- 
sponses of  sons  and  daughters  to  divorce  have 
have  involved  preadolescents,  it  may  be  that  the 
differing  effects  of  divorce  on  boys  and  girls  are 
more  marked  in  younger  than  in  older  children. 
Although  differences  in  academic  achievement 
and  cognitive  development  are  sometimes  re- 
ported, they  are  not  as  consistently  found  and 
are  greatly  attentuated  when  the  effects  of  social 
class  are  controlled.-^ 

From  a series  of  studies  on  children  of  marital 
discord  and  divorce,  the  preponderance  of  evi- 
dence points  to  parental  conflict  and  disagree- 
ment as  associated  with  problems  of  undercon- 
trol (eg,  aggression,  conduct  disorders,  and 
delinquency),  especially  in  boys.  Moreover,  the 
longer  the  marital  disharmony,  the  greater  the 
risk  to  the  child.  Only  a few  findings  have  indi- 
cated that  marital  conflict  is  associated  with  dis- 
orders of  overcontrol  (eg,  neurotic  problems)  or 
that  it  adversely  affects  girls  to  the  same  extent 
as  boys.  To  date,  there  is  no  clear  evidence  that 


suggests  that  parental  conflict  differentially  af- 
fects children  at  different  developmental  stages.^" 

Definitive  studies  have  not  been  conducted  on 
the  impact  of  parental  abductions  or  stranger 
abductions  on  the  victims.  Howe\er,  in  lerr’s 
study  of  18  children  kidnapped  successfully  or 
aborti\ely  by  a parent,  emotional  effects  were 
exident  in  16  of  the  youngsters.  The  children 
demonstrated  the  following  functional  condi- 
tions: (1)  after  ef  fects  of  severe  fright  or  psychic 
trauma;  (2)  effects  of  mental  indoctrination;  (8) 
grief  or  rage  about  parental  abandonment;  (4) 
rejection  of  the  offending  parent;  and  (5)  ex- 
aggerated identification  with  a parent  or  wish 
fulhllment  about  a parent.  These  emotional  dis- 
turbances occurred  in  the  16  affected  children 
whether  the  kidnapping  was  successful,  the  law 
sanctioned  their  snatching,  it  was  a hrst  or  second 
snatching,  or  the  parents  or  court  dehned  the 
experiences  as  a “vacation.”  The  two  children 
who  exhibited  no  direct  ]:>sychiatric  effects  from 
the  successful  snatching  by  their  fathers  had  been 
told  the  truth  from  the  beginning,  maintained 
])hone  contact  and  visitations  with  their  mothers 
during  their  stav  with  their  fathers,  and  contin- 
ued to  be  exposed  to  so  many  different  lifestyles 
that  the  kidnapping  seemed  like  just  another  ep- 
isode in  their  disorganized  young  lives. 

Educational  Opportunities 

At  every  level  of  medical  education,  physicians 
should  be  exposed  to  concepts  regarding  the  di- 
agnosis, comprehensive  treatment,  and  preven- 
tion of  problems  associated  with  f amily  stress  and 
disorganization.  Ehese  problems  may  stem  from 
economic  distress,  alcoholism,  drug  abuse,  inef- 
fective parenting,  marital  discord,  or  divorce. 
Physician  training  programs  should  incorporate 
methods  of  liaison  and  other  communication  with 
relevant  specialists,  both  medical  and  nonmedi- 
cal. Physicians  should  be  exposed  early  to  the 
concept  and  practice  of  multidisciplinary  treat- 
ment teams,  both  where  the  physician  functions 
as  a team  leader  and  of  the  type  where  Ins  role 
is  participatory  or  consultative.  Practicing  phy- 
sicians, academicians,  medical  students,  and  res- 
idents should  have  exposure  to  courses  that  deal 
with  the  comprehensive  treatment  of  f amilies  un- 
der stress.  Medical  students,  residents,  and  prac- 
ticing physicians  should  be  alerted  to  their  own 
psychiatric  vulnerabilities  in  dealing  with  families 
under  stress  and  be  encouraged  to  promote  ed- 
ucational programs  that  cover  this  material. 

Continuing  medical  education  programs  for 
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primary-care  physicians  slioiild  he  designed  to 
include  material  on  ( 1 ) interviewing  skills;  (2) 
lamily  dynamics  and  develoj)inental  influences 
throughout  the  life  cycle,  including  the  impact 
of  death  or  severe  loss  on  the  family;  (3)  initial 
assessment  and  evaluation  of  the  patient  and 
family  under  stress,  with  emj)hasis  on  the  phy- 
sician’s lesponsihility;  (4)  realistic  assessment  of 
the  goals  of  treatment;  (5)  the  latest  research 
findings  on  child  abuse  and  neglect,  alcoholism 
and  drug  abuse,  the  effects  of  divorce  and  un- 
employment on  the  family;  and  (6)  how  to  use 
psychiatric  and  other  forms  of  consultation  ef- 
fectively, including  community  resources  outside 
of  traditional  medicine. 

Physicians  should  particij)ate  in  educational 
programs  that  have  an  interdiscijjlinary  focus. 
Also,  training  programs  should  encourage  ])hy- 
sicians  to  continue  to  monitor  their  patients  in 
the  community  after  referral  to  medical  or 
nonmedical  sj)ecialists  and  community  resources. 

Activities  of  Other  Organizations 

In  the  past  year,  the  College  of  American  Pa- 
thologists (CAP)  has  launched  a Missing  Chil- 
dren Project.  Following  announcement  of  the 
project,  the  college  prepared  and  distributed  a 
questionnaire  to  CAP  members  asking  for  infor- 
mation on  the  number  of  unidentified  dead  per- 
sons processed  during  calendar  year  1983.  Sur- 
vey results  will  be  published  in  a future  issue  of 
the  Pathologist,  the  college’s  official  publication. 
In  addition,  an  advisory  describing  the  FBI’s  Na- 
tional Crime  Information  Center,  how  to  use  it, 
and  why  pathologists  shoidd  file  all  information 
concerning  unidentified  dead  persons  has  been 
sent  to  the  CAP  membership.  Other  components 
of  the  project  that  are  in  various  stages  of  de- 
velopment include  a handbook  that  presents  spe- 
cific directions  concerning  the  autopsy  and  meth- 
ods to  identify  unknown  deceased  persons  and 
how  to  complete  the  NCIC  forms;  a Missing  Chil- 
dren’s Project  exhibit  displayed  at  the  college’s 
annual  meeting;  workshops  directed  to  the  pa- 
thologist who  is  not  regularly  involved  with  au- 
topsies; and  several  articles  published  in  the  May 
1985  issue  of  the  Pathologist. 

The  American  Academy  of  Pediatrics  has  had 
a longstanding  concern  with  missing  children  is- 
sues and  is  currently  reviewing  a policy  statement 
that  will  be  helpf  ul  to  pediatricians  in  identifying 
high-risk  populations,  treating  the  victims,  and 
counseling  the  families. 

As  stated  earlier,  the  American  Dental  Asso- 
ciation is  evaluating  various  types  of  microdisks 


that  can  be  attached  to  the  posterior  teeth  for 
identification  pinposes.  Protocols  for  microdisk 
placement  are  jjromoted  in  community  service 
piograms  and  other  ADA  activities. 

Conclusion 

Child  abductions  and  mnaway  behaviors  are 
harmf  ul  and  emotionally  uj)setting,  divisive,  and 
chao.s-|n  <)ducing  to  victims  and  their  families.  Any 
disappearance  of  a child  constitutes  a f amily  crisis 
with  l)oth  victims  and  families  at  high  risk  for 
develojiing  jihysical  and  emotional  problems.  Any 
child  who  is  the  object  of  a custody  dispute  is 
vulnerable  to  parental  snatching,  running  away, 
or  being  abused.  Medical  interventions,  includ- 
ing family  therapy,  should  occur  immediately 
after  a child  is  reported  missing.  If  the  child  re- 
turns home  or  is  found  dead,  physicians  and  other 
health  care  professionals  should  continue  to 
monitor  the  victim  patient  and  the  patient’s  fam- 
ily. 
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HAVE  YOU  HEARD? 


A study  from  Israel  reveals  an  average  annual 
incidence  of  presenile  dementia  of  the  Alzheimer 
type  of  2.4  per  100,000  persons  between  the  ages 
of  40  and  60.  The  epidemiologic  survey  showed 
that  the  age  of  onset  of  identihed  patients  ranged 
from  43  to  60  years,  and  that  the  median  survival 
was  8.1  years,  hhe  incidence  was  “signihcantly 
higher  in  those  born  in  Europe  or  America  (2.9) 
than  in  those  born  in  Africa  or  Asia,”  report  Doc- 
tor Therese  M.  Treves  and  her  colleagues  from 
Tel  Aviv  University  in  the  January  1986  issue  of 
the  Archives  of  Neurology.  The  nationwide  survey 
was  conducted  between  the  years  of  1974  and 
1983,  and  identihed  a total  of  71  patients  with 
onset  between  1974  and  1978. 

• • • 

Body  build  is  the  major  determinant  of  kidney 
weight  and  nephron  size  in  normal  human  beings, 
according  to  a report  in  the  January  1986  issue 
of  the  Archives  of  Laboratory  Medicine  and  Pathol- 
ogy. Previous  studies  have  suggested  that  age,  race, 
or  sex  are  the  major  determinants  of  kidney 
weight,  which  ranged  from  267  g to  432  g in 
adult  men.  Doctor  Bertram  L.  Kasiaske  and  An- 
drew J.  Umen  of  the  University  of  Minnesota 
examined  kidney  weight  in  357  normal  individ- 
uals who  died  suddenly.  “The  present  study 
demonstrated  that  normal  kidney  weight  was  best 
predicted  by  descriptions  of  body  build  that  com- 
bined height  and  weight,”  they  conclude.  Un- 
derstanding of  normal  kidney  weight  will  aid 
managment  of  patients  with  renal  disease. 

• • • 

A study  from  McLean  Hospital  in  Belmont,  Mas- 
sachusetts suggests  that  strict  adherence  to  dos- 
age guidelines  will  decrease  the  incidence  of  sei- 
zures associated  with  the  use  of  maprotiline 
hydrochloride,  a second  generation  antidepres- 
sant introduced  in  the  United  States  in  1981. 
“Maprotiline  is  an  effective  antidepressant,  as  ef- 
fective as  the  standard  tricyclics,  and  perhaps  less 
likely  to  cause  other  adverse  reactions,”  observed 
Doctor  Eric  C.  Dessain  and  his  colleagues  in  the 
January  1986  issue  of  the  Archives  of  General  Psy- 
chiatry. Their  study  suggests  that  seizure  rates  can 
be  cut  in  half  by,  among  other  things,  never  ex- 
ceeding a dosage  level  of  225  mg  per  day. 

• • • 

Appropriate  thyroid  therapy  may  result  in  in- 
creased bone  loss,  according  to  a study  by  Doctor 
Jean-Michel  Coindre  and  his  colleagues  at  the 
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Unixei  silc  dc  Boideaux  in  Fraiu  c.  I lic  researcli- 
ers  studied  1()  patients  undei  tieatinent  foi-  hy- 
pothyroidism. “Aitei  six  months  of  treatment, 
tliere  was  a sit^nifieant  loss  of  trabecular  and  cor- 
tical l)one,”  they  re|)ort  in  the  January  H)8()  issue 
of  the  Archives  of  Internal  Medicine,  “ f his  osteo- 
porosis is  simihn  to  that  observed  in  hyjjerthy- 
roidism,”  they  add.  Commenting  editorially. 
Doctor  ffoiace  M.  I’erry  111  of  the  St.  Louis  I’ni- 
versity  School  of  .Medicine  suggests  that  calcium 
and  vitamin  D he  included  in  the  treatment  of 
hyjjothyrchdism. 

• • • 

Study  from  the  Univeisity  of  Utah  Medical 
Center  of  fers  j)owerf  ul  evidence  that  genetic  fac- 
tors associated  with  coronary  heart  clisease  can 
he  o\ercome.  Studied  were  descendenls  of  four 
pioneer  males  with  dominant  familial  hyjiercho- 
lesterolemia.  Lhe  average  cholesterol  level  for 
grandsons  was  352  mg/clL  and  the  a\erage  age  at 
death  from  coronary  heart  disease  was  45  years. 
One  grandson,  however,  was  able  to  reduce  his 
cholesterol  level  from  42(3  to  248  mg/clL,  “with 
strict  adherence  to  a low-fat  diet  without  drugs,” 
reports  Doctor  Roger  R.  Williams  and  his  c(4- 
leagties  in  the  January  3,  198(3  isstie  oi  JAMA. 
.All  of  the  pioneer  forebears  lived  beyond  60, 
stiggesting  that  a physically  active  life  offers  pro- 
tection against  early  coronary  death,  despite  ge- 
netic predisposition. 

• • • 

The  Random  Dot  E stereogram  method  for  vi- 
sion screening  is  “more  effective  than  hve  of  si.x 
other  techniques  in  identifying  those  children 
who  need  further  visual  screening,”  report  Doc- 
tors Robert  S.  Hammond  and  Patilette  P.  Schmidt 
of  Ohio  State  Lhiiversity  in  Columbtis  in  the  Jan- 
uary 198(3  issue  of  the  Archives  of  Ophthalmology. 
Moreover,  the  method  can  be  tatight  to  non- 
professional  screeners  in  ten  minutes  and  ad- 
ministered to  children  in  two  minutes  at  rela- 
tively low  cost.  Commenting  editorially.  Doctor 
Robert  D.  Reinecke  of  Philadelphia  notes,  “There 
is  no  doubt  that  the  earlier  that  children  with 
amblyopia  and  strabismus  are  referred  for  ther- 
apy, the  better  the  prognosis.”  He  urges  mass 
screening  before  school  age;  currently  only  20 
per  cent  of  all  school  children  are  screened. 

• • • 

Recipients  of  kidney  transplants  are  at  high  risk 
for  cerebrovascular  disease,  according  to  a report 
in  the  February  1986  issue  of  the  Archives  of  Neu- 
rology. Records  of  467  transplant  patients  at  the 
University  of  Iowa  Hospitals  in  Iowa  City  were 


378 


Rhode  Island  Medical  Journal 


reviewed  l)v  Doctor  Harold  P.  Adams  and  liis 
colleagues.  “We  tdund  that  vascular  diseases  ac- 
counted for  25  per  cent  of  deaths  in  our  j)opu- 
latiou,  but  stroke-related  deaths  were  few,”  they 
say.  “Despite  the  low  mortality  due  to  stioke,  ce- 
rebrovascular events  were  common  (9.5  ])er  cent) 
and  were  a frecjueut  cause  of  disability,”  they 
add.  The  incidence  of  such  events  mav  he  in- 
creased as  much  as  300-fold,  with  diabetic  pa- 
tients over  age  40  at  particular  risk. 

• • • 

Low-dose  estrogen  therapy  rajtidly  stimulated 
growth  hormone  production,  according  to  a study 
from  the  Lhiiversity  of  Cdiicago  Fritzker  School 
of  Medicine  that  ajjpears  in  the  February  1986 
American  Journal  of  Diseases  of  Children.  Doctor 
Cieorge  William  Moll,  Jr.  and  his  colleagues  stud- 
ied 23  short,  prepubertal  children,  administering 
levadopa  tests  before  and  after  being  treated  with 
ethinyl  estradiol.  One  low  bedtime  dose  resulted 
in  a signihcant  increase  in  growth  hormone  lev- 
els, with  no  signihcant  change  in  somtomedin-C 
levels,  the  researchers  report.  “This  action  mav 
be  important  for  the  stimulation  of  growth  by 
estrogen,”  they  conclude. 

• • • 

Transplant  chemistry  costs  at  the  Lhiiversitv  of 
Pittsburgh  School  of  Medicine  zoomed  from 
$47,000  per  year  to  $1.2  million  in  the  four  years 
following  the  arrival  of  surgeon  Fhomas  Starzl, 
reports  Doctor  Ajit  Sangh\  i in  the  February  1986 
issue  of  the  Archives  of  Pathology  and  Laboratoiy 
Medicine.  “The  number  of  transj)lant-related 
clinical  chemistry  procedures,  primarily  cyclos- 
porine and  liver  and  renal  function  tests,  in- 
creased from  1.4  per  cent  of  the  total  chemistry 
tests  in  1979-1980  to  21  percent  of  the  total  tests 
in  1983-1984,”  Sangh\i  says,  and  adds,  “These 
data  quantify  the  level  of  lal3oratory  support  that 
is  required  to  sustain  a viable  and  ambitious  or- 
gan transplant  program.” 

• • • 

Osteoporosis  affects  at  least  15  million  Ameri- 
cans. Fortunately,  individuals  can  reduce  their 
risk  by  recognizing  and  modifying  risk  factors, 
according  to  the  new  report  Osteoporosis,  pub- 
lished by  the  American  Council  on  Science  and 
Health  (ACSH).  The  Council  is  an  independent, 
nonproht  consumer  education  organization  pro- 
moting scientihcally-balanced  evaluations  of  food, 
chemicals,  environment,  and  health. 

“Osteoporosis  discriminates  by  both  race  and 
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sex.  Whiles  have  a liighei  risk  tlian  blacks,  and 
vvoineii  a higher  i isk  than  men.  Although  the 
problem  usually  docs  not  aj)j)eai  until  lather  late 
in  lile,  alter  menopause  in  the  ease  of  women, 
pieventixe  measures  are  important  even  for 
young  adults.”  T he  (antncil  recommends  ad- 
e(|uate  dietary  ealeium,  regular  jihysical  aeti\ity, 
and  avoidame  of  tobacco  and  alcohol  abuse. 

“Most  of  us  do  not  get  enough  calcium  in  our 
diets;  a recent  government  study  showed  that  80 
j)er  cent  of  adult  women  consume  less  than  the 
lecommended  amount  of  calcium,”  said  AC^SH 
Research  y\ssociale  Kathleen  Mcister,  author  of 
the  AC-SH  lepoi  t.  “Milk  and  other  dairy  prod- 
ucts are  the  j^rincipal  sources  of  calcium  in  our 
food  sujiply;  they  provide  more  than  70  per  cent 
of  our  total  calcium.  You  can  add  calcium  in  your 
diet  without  adding  excessive  amounts  of  fat  and 
calories  by  selecting  skim  or  lowfat  milk,  lowfat 
yogurt,  and  cheese.” 

VV’hile  estrogen  therajjy  administered  after 
menopause  has  been  shown  to  be  effective  in 
retarding  or  preventing  the  bone  loss  of  osteo- 
porosis, it  has  risks  and  side  effects  and  is  not 
suitable  for  every  woman,  the  ACSH  report  states. 
Women  who  undergo  surgical  removal  of  the 
ovaries  before  menopause  are  at  particularly  high 
risk  and  should  receive  estrogen  therapy  unless 
there  is  a definite  medical  contraindication. 

• • • 

Air  bags  should  be  available  as  an  option  on  new 
cars  and  should  be  used  in  addition  to  lap-and- 
shoulder  safety  belts,  according  to  a new  report 
by  the  American  Council  on  Science  anci  Health 
(ACSH).  The  Council  is  an  independent,  non- 
profit consumer  education  organization  pro- 
moting scientifically  balanced  evaluations  of  food, 
chemicals,  the  environment,  and  health. 

“Many  people  are  killed  or  injured  unneces- 
sarily in  traffic  accidents  because  they  are  not 
protected  by  any  restraint  system.  The  use  of 
either  seat  belts  or  air  bags  could  prevent  many 
of  these  tragedies.  However,  the  quickest  and 
least  expensive  solution  to  this  problem  is  to  make 
sure  that  people  use  the  safety  belts  that  are  al- 
ready present  in  their  automobiles,”  said  ACSH 
Research  Associate  Sharon  Lynn  Campbell,  au- 
thor of  the  report  Automobile  Occupant  Restraint 
Systems. 

“Safety  belts  have  been  proven  effective  in  re- 
ducing death  and  injuries,”  Ms.  Campbell  said, 
and  added,  “Several  states  now  require  their  use, 
and  we  think  that  these  laws  are  reasonable.  In 
those  states  and  foreign  countries  where  man- 
datory seat  belt  use  laws  have  been  introduced 
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and  adojjted,  seat  belt  use  has  increased  sub- 
stantially, and  trafbc  fatalities  have  drojjped.” 

Because  of  their  expense,  the  Council  rec- 
ommends that  air  bags  not  be  required  on  all 
new  cars.  Moreover,  since  air  bags  of  fer  protec- 
tion only  in  frontal  crashes  and  not  in  rear-end, 
broadside,  or  rollover  collisions,  they  should  not 
be  regarded  as  an  alternative  of  seat  belts. 

All  hf  ty  states  and  the  District  of  Columbia  now 
require  that  infants  and  small  children  be  pro- 
tected by  federally-approved  child  restraints  when 
they  ride  in  automobiles.  “Child  safety  seats  are 
crucial  for  the  protection  of  infants  and  small 
children,”  Ms.  Campbell  said.  “The  number  one 
killer  of  children  is  automobile  collisions,  and 
children  are  at  much  greater  risk  of  being  killed 
or  seriously  injured  in  a crash  if  they  are  unre- 
strained. Children  are  even  more  likely  to  be  hurt 
than  adults  are,  because  they  are  top-heavy  and 
thus  at  risk  of  serious  head  and  spinal  injuries. 
Adult  seat  belts  are  designed  for  an  adult’s  center 
of  gravity  and  do  not  provide  adequate  protec- 
tion for  small  children.” 

• • • 

A controlled  study  from  the  University  of  Ar- 
kansas College  of  Medicine  in  Little  Rock  sug- 
gests that  human  subjects  can  control  their  im- 
mune response  to  some  viral  challenges.  Tested 
in  a three-part  study  was  the  response  of  a person 
practiced  in  meditation  to  skin  exposure  to  vari- 
cella zoster.  “The  data  conhrmed  that  this  subject 
could  voluntarily  modulate  her  immune  re- 
sponse by  a psychic  mechanism,”  say  Dr.  Richard 
G.  Smith  and  his  colleagues  in  the  November 
1985  issue  of  the  Archives  of  Internal  Medicine.  “It 
appears  that  the  subject,  acting  with  intention, 
was  able  to  af  fect  not  only  her  skin  test  response 
but  also  the  response  of  her  lymphocyte  studies 
in  the  laboratory.” 

• • • 

The  new  use  of  a compound  long  associated  with 
psoriasis  has  “rendered  better  cosmetic  results,” 
according  to  a study  in  the  December  1985  issue 
of  the  Archives  of  Dermatology.  Doctors  Thomas 
Schwarz  and  Fritz  Gschnait  of  City  Hospital  Vien- 
na-Lainz  in  Austria  report  that  anthralin  cream 
applied  to  the  entire  body  for  five-minute  treat- 
ments resulted  in  complete  clearing  in  72  per  cent 
of  a study  group,  and  marked  improvement  in  an 
additional  five  per  cent.  Anthralin  has  been  used 
for  psoriasis  since  1916.  The  entire  body  treat- 
ment removes  lesions  without  “spotty  hyperpig- 
mentation” and  leaves  a generalized  tan,  the  re- 
searchers say. 
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SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  In  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties 

General  Surgery 
Pediatrics 
Internal  Medicine 
Psychiatry 
Opthamology 


we  have  computerized 

Cardiovascular  & 
Thoracic  Surgery 

Obstetrics  fit 
Gynecology 


in  the  local  area  are: 

Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 
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DYAZTOE 

25  mg  Hydrochlorothiazide  50  mg  Triamterene/SKF 


SK&F  CO. 


There’s  never  been 
a better  time  for  her. 
and 

PREMARIN* 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month!"’  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN 

(Conjugated  Estrogens  Tablets) 


PREMARIN* 

(Conjugated  Estrogens) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  tliese  tablets  is  a trademark  of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INEORMATION,  SEE  PACKAGE 
CIRCULARS ) 

PREMARIN*  Brand  ol  conjugated  eilrogens  tablets.  USP 

PREMARIN*  Brand  ol  conjugated  estrogens  Vaginal  Cream  In  a nonllquelying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OE  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  ot  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent ol  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  ot  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  ot  estrogens  durrng  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  ot  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ot  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  ol  undiagnosed  persistent  or  recurrinp  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  'nalurar  estrogens  are  more  or  less  hazardous  than  ’synthetic'  estrogens  at  equiestrogenrc  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  esfrogens  and  progestogens.  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  ulero  to  diethylstilbestrol.  a non-steroidal 
estrogen,  have  an  rncreased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  ate  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  detects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  ot  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  of  these  exposures  were  very  short  and  involved  only  a lew  days  of  treatment  The  data  suggest  that 
the  risk  ot  limb  reduction  delects  m exposed  fetuses  is  somewhat  less  than  t pert. 000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications,  and  there  is  no  evidence  from 
well  controlled  studres  that  progestogens  are  effective  tor  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  it  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens.  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
trom  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mates' 
urine  It  contains  estrone,  equilin.  and  t7a-dihydroequilin.  together  with  smaller  amounts  ol  t/a-estradiol. 
equrlenin.andt7a-dihydroequilenmassaltsoltheiisulfateesters  Tablets  are  available  in  0 3mg.O  625  mg. 0 9 
mg.  t 25  mg.  and  2 5 mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  pet  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP)  Moderate-to-severe  vasomolor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  lor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osleoporoslt  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

ConGomllaiil  Progestin  Use:  The  lowest  effective  dose  appropriate  tor  the  specific  indication  should  be  utilized 
Studies  ol  the  addition  ot  a progestin  for  7 or  more  days  of  a cycle  ot  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  the  endometrium 
suggest  that  10  to  13  days  ol  progestin  are  needed  to  provide  maximal  maturation  ot  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important,  product  labenng  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treater)  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ol  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans  (See  Boxed  Warning ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  or  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  lor  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  ol  breast  cancer  ot  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-lold  increase  in  the  risk  ol  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  ol  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  lor  postpartum  breast  engorgement  Users  of  oral 
coniraceptives  have  an  increased  risk  ol  diseases,  such  as  Ihrombopniebifis.  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ol  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  btrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  ot  the  thromboembolic  and  thrombotic  adverse  ettects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  ot  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  lor  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 

01  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  ah  increased 
incidence  of  mental  depression  Patients  with  a history  ol  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  palienl  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 

The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sultobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII.  IX,  and  X.  decreased  antithrombin  3;  increased  nor- 
epinephrine-induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  retlecting  the 
elevated  TBG.  tree  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administratioh  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  fibromyomata.  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystitis-like  syndrome,  tenderness,  enlargement,  secretion 
(ot  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice,  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multdorme,  erythema  nodosum,  hemorrhagic  eruption,  loss  of 
scalp  hair;  hirsutism,  steepening  ot  corneal  curvature;  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance,  aggrava- 
tion ot  porphyria,  edema,  changes  in  libido 

ACUTE  DVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN’  Brand  Of  conjugated  estrogens  tablets.  USP 

t Given  cyclically  lor  shorl-lerm  use  only  For  treatment  of  moderate  to  severe  vasomo/or  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals. 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  rfosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  shorl-lerm  use  only  For  treatment  ot  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
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BLUES  "PRUDENT  BUYER  POLICY" 


Rhode  Island  Medical  Society  Presi- 
dent Peter  D T Clarisse,  MD , recently 
received  clarifications  to  a series 
of  questions  raised  by  the  new  Blue 
Cross  and  Blue  Shield  (BC/BS)  "Pru  - 
dent  Buyer  Policy."  In  an  exchange 
of  letters  with  Ronald  Battista,  Vice 
President  BC/BS,  President  Clarisse 
sought  and  received  information  to 
help  clarify  the  options  available  to 
physicians.  The  announcements  by 
BC/BS  to  unilaterally  amend  all  Par- 
ticipating Contracts  has  been  a source 
of  concern  and  confusion  for  RIMS 
members.  The  BC/BS  action  has  also 
prompted  an  investigation  by  the  US 
Department  of  Justice. 


The  change  in  the  Participating  Con- 
tracts to  include  the  new  "Prudent 
Buyer  Policy"  would  result  in  a sig- 
nificant alteration  of  current  pay- 
ment practices.  The  amended  plan  is 
the  result  of  the  following  policy 
statements  approved  by  BC/BS: 


1 


The  plan  will  not  pay  a pro- 
vider more  for  a service, 
procedure  or  product  than 
that  provider  is  accepting 
as  payment  in  full  from  any 
other  buyer;  and 
The  plan  will  not  offer  a 
payment  mechanism  to  any  pro- 
vider which  is  more  favorable 
than  an  arrangement  that  pro- 
vider has  entered  into  with 
any  other  buyer. 


The  "Prudent  Buyer  Policy"  is  sche- 
duled to  go  into  effect  November  1, 
1986.  In  a letter  dated  August  1, 
1986,  Mr  Battista  requested  that  by 
September  15,  providers  supply  in- 
formation relating  to  their  other 
buyers  - including  data  regarding 
payments  received  from  those  buyers 


September,  1986  — Vol.  69 


The  data,  according  to  Mr  Battista, 
is  to  facilitate  the  implementation 
of  the  new  plan. 


In  his  letter  to  Mr  Battista,  Presi- 
dent Clarisse  posed  several  Questions 
raised  by  the  new  policy  and  ques- 
tionnaire. The  inquires  related  to: 


o A physician  who  does  not  respond 
to  the  questionnaire 
o A physician  providing  services  to 
another  buyer  but  intending  to  end 
that  relationship; 

o A distinction  between  payments  re- 
ceived for  services  performed  and 
services  a physician  has  agreed  to 
perform,  but  not  yet  performed; 
o The  possibility  of  audits. 


In  responding,  Mr  Battista  supplied 
this  information: 


o An  "across  the  board"  reduction 
of  20%  will  be  imposed  on  a 
physician's  profile  where  a pro- 
vider fails  to  respond  to  the 
questionnaire ; 

o A physician  that  discontinues  a 
relationship  with  another  buyer 
prior  to  November  1,  will  not  be 
affected  by  the  "Prudent  Buyer 
Policy,"  however,  termination  of 
a relationship  with  another  buyer 
after  November  1,  will  result  in 
a reduction  in  the  profile  for 
the  time  period  in  question; 
o The  new  plan  does  not  make  a 
distinction  between  services 
performed  and  not  performed; 
o The  possibility  of  audits  exists 
in  cases  where  BC/BS  is  not  sat- 
isfied with  the  information  sub- 
mitted by  physicians. 


To  help  clarify  the  concerns  of 
physicians,  RIMS  has  provided  copies 
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"PRUDENT  BUYER  POLICY"  (continued) 

of  the  two  letters  to  all  members  of 
the  Society.  In  addition,  RIMS  has 
contacted  the  US  Department  of  Just- 
ice, the  US  Attorney,  and  the  Rhode 
Island  Attorney  Ceneral's  Office  in 
an  effort  to  obtain  information  re- 
lating to  the  Government's  investi- 
gation of  the  BC/BS  new  policy. 

In  response  to  an  inquiry  by  RIMS, 
Steve  Kramer,  an  attorney  with  the 
Anti-Trust  Division  of  the  US  De- 
partment of  Justice,  confirmed  that 
they  are  conducting  a "preliminary 
investigation"  into  the  impact  the 
Blue's  "Prudent  Buyer  Policy"  will 
have  on  the  Rhode  Island  market. 
Although  there  is  no  time  frame  for 
completion  of  this  investigation,  the 
Department  is  aware  of  the  November 
1,  target  date  for  the  new  policy's 
implementation.  Mr.  Kramer  did  in- 
dicate that  Justice  is  proceeding 
"as  quickly  as  possible". 

RIMS  also  contacted  US  Attorney 
Lincoln  C Almond  and  Rhode  Island 
Assistant  Attorney  General  Steve 
Mignano.  Mr  Almond  has  requested 
that  physician's  complaints  against 
BG/BS  be  channeled  through  his 
office  at  the  Federal  Building, 

PO  Box  1401,  Providence,  RI  02901. 
According  to  Mr  Mignano,  the  Attorney 
General's  Office  has  offered  assis- 
tance to  the  US  Department  of  Justice 
in  this  ma  1 1 er . 

RIMS  will  continue  to  be  in  contact 
with  government  officials  and  will 
keep  the  Society's  members  informed 
as  additional  developments  occur. 

SOGIETY  PREPARES  FOR  FALL  HEARING  ON 
SURCHARGE 

Briefs  have  been  filed  concerning 
the  surcharge  sought  by  the  Depart- 
ment of  Business  Regulation  (DBR) 
on  all  medical  malpractice  insur- 
ance premiums.  Previously  the  Rhode 
Island  Medical  Society  won  a stay  of 
the  surcharge  and  is  currently  work- 
ing for  a permanent  roll-back. 

In  1985,  the  DBR  ordered  the  Joint 
Underwriting  Association  (JUA)  to 


assess  all  new  policy  holders  50  per 
cent  of  their  initial  premiums  and 
all  current  policy  holders  16  and 
2/3  per  cent  of  their  renewal  pre- 
miums as  a mandatory  contribution 
to  the  stabilization  reserve  fund. 
When  the  JUA  was  established  in 
1975,  all  policy  holders  were  re- 
quired to  pay  a 33  per  cent  assess- 
ment. The  reserve  fund  acts  as  a 
buffer  between  any  deficits  incur- 
red by  the  JUA  and  a direct  assess- 
ment of  the  participating  insurance 
companies . 

A hearing  addressing  the  permanent 
roll-back  of  the  surcharge  is  ex- 
pected this  fall. 

REPORT  OF  THE  AAMSE  REVIEW  OF 
RIMS 

Action  taken  by  the  Gouncil  on  June 
23,  1986,  initiated  a management 

survey  of  the  Society's  operations 
by  a review  team  from  the  American 
Association  of  Medical  Society  Exec- 
utives (AAMSE),  On  July  31  through 
August  2,  the  team  of  Bruce  E Robin- 
son, President  of  AAMSE,  Timothy  B 
Norbeck,  Executive  Director  of  the 
Gonnecticut  State  Medical  Society, 
and  Donald  P Wilcox,  General  Counsel 
of  the  Texas  Medical  Association, 
visited  with  the  Executive  Committee 
and  the  Society's  staff. 

Recently,  the  Society  received  the 
AAMSE  report  documenting  their  find- 
ings. Included  in  this  report  are  a 
number  of  concerns  and  recommenda- 
tions ranging  from  long-range  plan- 
ning to  current  RIMS  activities. 

Identified  as  the  number  one  concern 
is  a lack  of  written  priorities  and 
goals  for  the  Society.  Although  the 
report  acknowledges  the  difficulty 
in  determining  long  range  plans  (3  - 
5 years),  suggestions  and  recommend- 
ations are  offered  to  facilitate  the 
Executive  Committee  and  Council  in 
accomplishing  this  task. 

The  following  are  some  of  the  other 
issues  addressed  in  the  report: 

° The  library  and  RIMS  buildng 

° The  Journal  and  Newsletter 
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° Pursuing  a feasibility  study 
of  the  development  of  a state- 
wide HMO/IPA  structure  to  in- 
crease competition  with  Blue 
Cross/Blue  Shield  and  Ocean 
State 

° Exploring  an  alternative  to  the 
JUA 

° Restructuring  the  Rhode  Island 
Medical  Political  Action  Com- 
mittee. 

The  review  team  was  pleased  with  the 
cooperation  of  all  involved,  and  ex- 
pressed the  opinion  that  the  Society 
has  high  quality  people  in  the  exec- 
utive level.  The  report  is  now 
scheduled  for  discussion  at  the  next 
Executive  Committee  and  Council  meet- 
ings. It  is  available  to  any  Rhode 
Island  Medical  Society  member  and 
may  be  obtained  by  contacting  the 
Society . 

RENEWING  THE  PUSH  FOR  MALPRACTICE 
REFORM 

RIMS  will  participate  in  at  least 
three  new  organizations  dedicated  to 
relieving  the  liability  crisis.  The 
General  Assembly  has  created  a legis- 
lative commission  to  study  the  rate 
structure  and  operations  of  the 
Medical  Malpractice  Joint  Underwriting 
Association  of  Rhode  Island  (JUA). 

A second  legislative  study  commission 
is  charged  with  addressing  the  lia- 
bility problems  of  municipalities, 
business,  and  the  p r o f e s s ions- o f 
I Rhode  Island . 

I In  addition,  RIMS  President  Peter 
1 D T Clarisse  joined  leaders  of  the 
I Hospital  Association  in  supporting 
j the  formation  of  a liability  reform 
coalition  that  would  include  the 
RI  Federation  of  Chambers  of  Com- 
I merce,  other  business  groups,  and 
I the  RI  League  of  Cities  and  Towns, 
j as  well  as  the  health  care  sector. 

! The  Medical  Liability  Reform  Coali- 
tion form  ed  in  1985  is  also  expected 
’ to  be  active  again  in  pressing  the 
General  Assembly  for  reforms. 

! RETENTION  OF  MAMMOGRAPHY  X-RAYS 

! A new  Rhode  Island  State  law  re- 


quires physicians,  hospitals,  HMOs 
and  other  providers  to  keep  mammo- 
graphy x-rays  for  the  life  of  the 
patient.  Mammography  x-rays  may, 
however,  be  destroyed  after  fifteen 
years  if  the  patient  has  no  further 
contact  with  the  provider  during 
that  per iod . " 

Frances  P Conklin,  MD , testified 
during  public  hearings  on  the  mea- 
sure, saying,  ''Comparison  films  in 
mammography  are  of  such  importance, 
it  is  critical  that  they  be  main- 
tained . 

COUNCIL  APPROVES  CRITERIA  TO  EVALUATE 
LICENSURE  AND  DISCIPLINE  CANDIDATES 

At  the  August  4 Council  Meeting,  two 
sets  of  criteria  for  evaluating  poten- 
tial appointees  - both  physicians  and 
public  members  - to  the  newly  created 
Board  of  Medical  Licensure  and  Disci- 
pline were  approved. 

Under  a law  passed  in  the  closing  days 
of  this  past  General  Assembly  session, 
the  current  Boards  of  Medical  Review, 
Medical  Examiners,  and  Osteopathy  will 
be  replaced  with  a single  13  member 
panel  on  January  1,  1987.  The  new 

board  will  include  four  medical  doc- 
tors, one  of  whom  must  be  a full  time 
faculty  member;  two  osteopaths;  a 
plaintiff's  attorney;  a hospital  ad- 
ministrator; and  four  public  members 
with  no  ties  to  the  medical  community. 
The  state  health  director  will  serve 
as  chairman. 

The  Council  approved  the  following 
criteria  for  evaluating  physjicians: 

1.  Recognized  by  peers  as  having 
exemplary  character. 

2.  Evidence  of  continued  achieve- 
ment in  medicine  including  but 
not  limited  to: 

-scientific  publications  (local 
and  national) 

-oral  presentations  at  scien- 
tific meetings  (local  and  na- 
t ional ) 

-academic  appointments 
-recognized  clinical  skills 
-membership  in  scientific 
societies 

-board  certification  and  re- 
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LICENSURE  AND  DISCIPLINE  (continued) 

3.  Evidence  of  leadership  qualities 
in  medical  and  community  affairs: 
-officer  or  committee  chair- 
person of  hospital  staff 

-officer  or  committee  chair- 
person of  local  and/or  nat- 
ional society 

4.  Experience  in  peer  review: 
-recognized  by  colleagues  as 

a resource  in  peer  review 
-member  of  peer  review  commit- 
tee or  organization. 

It  was  endorsed  that  the  first  criter- 
ia should  be  absolute.  The  more 
standards  the  candidate  meets  the 
higher  the  recommendation.  Suggest- 
ed recommendations  are  outstanding, 
very  good,  acceptable,  and  not  ac- 
ceptable. 

In  addition,  the  Council  endorsed  the 
following  criteria  for  public  candi- 
dates to  the  board: 

1.  Be  of  unimpeachable  moral  charac- 
ter and  reputation. 

2.  Display  an  ability  to  understand 
complex  issues: 

-formal  education 
-life  experience 

3.  Be  impartial  and  not  have  out- 
standing personal  issues  with 
members  of  the  medical  profes- 
sion which  would  impair  his/her 
ability  to  judge. 

4.  Demonstrate  a willingness  to 
make  time  commitment. 

5.  Be  of  good  physical  and  mental 
health . 

6.  Demonstrated  an  interest  in  the 
functioning  of  the  medical  care 
sy  s t em . 

It  was  approved  that  the  first  five 
criteria  be  essential,  and  the  last 
desirable. 

RIMS  has  requested  that  Governor 
DiPrete  review  these  standards  in 
developing  the  criteria  for  evaluating 
potential  members  of  tftfe  Board. 

BOOK  SALE  OFFERED  BY  RIMS  LIBRARY 

Now  through  October  31,  RIMS  Library 
is  offering  older  editions  of  medical 
textbooks  and  retrospective  medical 
titles  for  sale.  Grouped  by  medical 
subject  and/or  specialty,  these 
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titles  are  available  to  RIMS  members 
for  50  cents  per  copy.  Hours  for 

purchases  are  Monday  through  Friday, 
8:00  am  to  4:00  pm,  and  no  appoint- 
ment is  necessary.  Proceeds  from 
this  sale  will  be  used  for  library 
services . 

LEUKEMIA  SOCIETY  LUNCHEON 

The  Rhode  Island  Chapter  of  the 
Leukemia  Society  of  America  is 
hosting  its  second  annual  "Cele- 
brity Waiters  Charity  Luncheon"  on 
Friday,  October  3.  Rhode  Island 
Medical  Society  President  Peter  D 
T Clarisse,  MD , will  be  one  of  20 
waiters  hustling  tips  to  benefit 
the  Leukemia  Society. 

The  luncheon  will  be  at  the  Ocean 
Cliff  in  Newport,  Rhode  Island  from 
12:00  to  1:30.  Tickets  are  avail- 
able from  the  Leukemia  Society  for 
$25  per  person,  and  corporate  tables 
are  $250.  Last  year's  luncheon 
raised  $6000,  and  this  year's  goal 
is  $ 8000 . 

RAKATANSKY  APPOINTED  TO  MEDICAL 
FACULTY  COUNCIL 

Immediate  Past  President  Herbert 
Rakatansky,  MD , has  been  appointed 
to  the  Medical  Faculty  eouncil''of 
the  Brown  University  Program  in 
Medicine.  Reviewing  the  medical 
program  curriculum  and  providing 
criteria  for  staffing  and  admissions  i 
are  among  the  Council's  responsibi-  j 
lities.  Dr.  Rakatansky's  appointment, 
runs  through  June  30,  1989.  : 

FOOD  BANK  REQUESTS  FUNDRAISING  | 

ASSISTANCE 

The  Rhode  Island  Community  Food  Bank | 
is  seeking  a physician  to  assist  in  | 
their  fundraising  efforts  for  a new  ! 
warehouse.  An  aggressive  capital 
campaign  is  currently  underway  to 
raise  $1  million  and  will  continue 
through  March.  A physician  is 
needed  to  facilitate  the  raising  of  j 
funds  within  the  profession's  di- 
vision . 

Any  interested  doctors  should  con-  s 
''  0 
tact  the  Rhode  Island  Medical  So-  p 

ciety  for  further  information. 
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MEDICAL  CLEARING  BUREAU 
1563  Fall  River  Avenue,  Seekonk,  Massachusetts  02110 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 

336-3600 

Mailing  Address:  P.O.  Box  402,  Seekonk,  Massachusetts  02771-0402 


Department  of  Orthopaedics  and 

Rehabilitation 

Rhode  Island  Hospital 

Thursday,  November 20,  1986 
8:00  pm 

Department  of  Orthopaedics 

“Low  Back  Pain;  Where 

Brown  University 

Is  the  Pain  Coming  From 

presents 

Friday,  November  21,  1986 

THE  TWENTY-NINTH 

Saturday,  November  22,  1986 

MURRAY  S.  DANFORTH 
ORATION 

“The  Fractured  Femur:  What  Did  the 
Cast  Brace  Teach  Me?” 

to  be  delivered  by 

“On  Bending  Connective  Tissue 

Vert  Mooney,  MD 

Our  Way” 

Professor  and  Chairman 

“Rehabilitation:  Where  Have  We 

Division  of  Orthopaedics 

Been  and  Where  Are  We  Going?” 

University  of  Texas 

“Occupational  Health  and 
Orthopaedic  Surgery” 

George  Auditorium,  Rhode  Island  Hospital 
For  further  information,  call  277-5730 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 


• 24  Hour  Stat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  EHolter  Monitoring  Service. 
Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Eerritins,  Hemoglobin  AiC  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy),  Hepatitis  Panels,  Bi.>  and  Eolic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  C:RANS  rON  STKHHT,  CRANS  I ON,  RI  02920 

943-1211 


RI  TOLL  FREE  1-800-942-1011 
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FOR  SEVERE  COUGHS^  CAN  YOU 
REMEMBER  THESE  lEHERS? 


You  know  Robitussin®  and  the  “DAC”  formula  gives  you 
just  what  you  need  to  manage  those  severe  coughs  complicated 
with  nasal  congestion . . . Decongestant  And  Codeine! 


Robitussiif-DAC 

Each  5 ml  (1  teaspoonful)  contains; 

Guaifenesin,  USP 100  mg 

Pseudoephedrine 

Hydrochloride,  USP 30  mg 

Codeine  Phosphate,  USP 10  mg 

(Warning:  May  be  habit  forming) 

Alcohol  1 .4  percent 


AH'[^OBINS 

Pharmaceutical  Division 
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EDITORIAL 


Long-Term  Care 

VVe  have  discussed  in  these  columns  on  several 
occasions  the  problem  of  long-term  care  of  the 
elderly.  The  skilled  nursing  provisions  of  Med- 
icare were  designed  and  have  been  implemented 
to  reduce  costs  — not  to  care  for  the  elserly  sick 
and  disabled.  Medicaid  reimburses  nursing  care 
of  the  elderly  only  for  the  indigent,  or  for  those 
who  have  hrst  impoverished  themselves  by  pay- 
ing for  care  at  a rate  of  some  $35,000  a year. 
Catastrophic  insurance  for  the  elderly  is  a snare 
and  a delusion.  Rhode  Island  has  experimented 
with  it.  It  has  helped  mainly  young  persons  with 
such  problems  as  severe  burns  or  extensive  in- 
juries. Recently  President  Ronald  Reagan  has 
made  noises  about  catastrophic  coverage.  Unless 
dehnitions  are  clarihed,  however,  it  will  not  ad- 
dress the  basic  problem  and  will  lead  to  further 
dissolutionment  among  the  elderly.  Fully  50  per 
cent  of  all  nursing  home  bills  in  1984  were  paid 
directly  by  patients  or  their  families  and  42  per 
cent  by  Meclicaid  for  persons  who  had  exhausted 
their  savings. 

There  are  at  present  6.5  million  persons  aged 
65  and  older  needing  long-term  nursing  care. 
None  of  this  is  being  paid  for  by  Medicare  and 
that  paid  for  by  Medicaid  is  only  for  the  indigent 
or  pauperized.  It  is  estimated  that  by  the  year 
2000  9.3  million  will  need  such  care,  and  that 
the  numbers  will  reach  12.9  million  by  the  year 
2020  and  19  million  by  2040.  This  problem  will 
require  more  than  promises  of  little  substance 
and  political  sweet-talk. 

The  elderly  population  and  their  families  have 
long  become  disillusioned  with  the  failed  prom- 
ise of  “skilled  nursing  care.”  lliere  is  some  stir- 
ring of  interest  in  a genuine  solution.  But  at  this 
time  it  is  hardly  more  than  a dim  light  on  the 
horizon  and  private  enterprise  is  responsible  for 
developments  to  date.  The  Equitable  Life  As- 


surance Society  has  150,000  policies  in  force.  A 
typical  policy  taken  out  at  age  75  will  cost  $1,000 
a year  in  premiums  and  will  pay  $50-$60  a day, 
beginning  after  the  first  six  month’s  residence  in 
a nursing  home.  Sales  have  not  been  brisk  be- 
cause, in  part,  many  persons  naively  assume  that 
Medicare  (or  other  insurance)  will  cover  their 
costs.  The  chances  are  one  in  four  that  they  will 
use  their  insurance.  Northwestern  National  Life 
Insurance  Co  of  Minneapolis  will  offer  a policy 
called  LifeScope  which  provides  comprehensive 
health  insurance  with  nursing  home  coverage  to 
retirees  who  put  aside  money  during  their  work- 
ing years  to  pay  the  cost  of  premiums.  A limited 
pilot  pioject  is  scheduled  for  next  year.  It  will 
involve  several  corporations  in  the  Minneapolis- 
St.  Paid  area  and  many  physicians,  hospitals, 
nursing  homes,  and  home-health  services.  Other 
experiments  will  utilize  social  health  mainte- 
nance organizations  (SHMOs)  in  a concept  de- 
veloped at  Brandeis  University  which  incorpo- 
rates long-term  care.  LifeScope  will  draw  on  the 
SHMO  concej)t.  The  Health  Care  Financing 
Administration  is  showing  interest  in  the  SHMO 
idea,  which  is  designed  to  keep  costs  of  long-term 
care  manageable.  The  John  Hancock  Mutual  Life 
Insurance  Co  and  the  Hartford  Insurance  Group 
have  also  shown  interest. 

The  National  Center  for  Health  Services  Re- 
search of  the  LJS  Pidilic  Health  Service  believe 
that  progress  will  be  slow  and  will  initially  be 
primarily  in  the  private  sector.  A spokesman  for 
the  organization  recently  commented  that  “In 
the  short  term,  the  private  sector  is  the  way  we 
have  to  go,”  and  added,  “whether  there’s  going 
to  be  the  jiolitical  will  to  do  something  in  the 
public  sector  remains  unclear.” 

Seebert  J.  Goldowsky,  MI) 
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More  on  Long-Term  Planning 


When  I assumed  the  presidency  of  the  Rhode 
Island  Medical  Society,  I realized  that  its  hnancial 
resources  were  limited  while  its  needs  were  great. 
The  Council,  in  response  to  this  problem,  de- 
cided that  means  had  to  be  found  to  help  our 
members  survive  in  a volatile  medical  climate. 

Rather  than  attacking  the  issues  piecemeal,  as 
has  often  been  done  in  the  past,  RIMS  now  is 
committed  to  solving  its  organizational  growing 
pains  by  trying  to  predict  our  future  needs  and 
planning  for  them.  To  help  in  this  effort,  we 
called  in  a panel  of  outside  experts  from  the  AM  A 
to  do  a review  of  the  society’s  management.  The 
team  was  comprised  of  Bruce  E.  Robinson,  Pres- 
ident of  the  American  Association  of  Medical  So- 
ciety Executives;  Timothy  B.  Norbeck,  Executive 
Director  of  the  Connecticut  State  Medical  Society 
(and  past  Executive  Director  or  RIMS);  and  Don- 
ald P.  Wilcox,  an  attorney  with  the  Texas  Medical 
Association. 

The  team  met  with  members  of  the  Executive 
Committee,  the  Society’s  staff,  and  legal  and  jjub- 
lic  relations  counsel  to  assess  the  strengths  and 
weaknesses  of  the  Society.  The  team  was  pro- 
vided with  a candid  description  of  what  the  So- 
ciety is  today,  as  well  as  what  many  of  the  par- 
ticipants would  like  it  to  be  hve  years  from  now. 
In  turn,  the  team  provided  the  Society  with  some 
solid  recommendations  on  how  to  get  there.  A 
complete  report  of  these  hndings  will  be  available 
in  the  near  future. 

The  following  is  a preliminary  look  at  the  team’s 
hndings:  Five-year  plan:  It  was  recommended  that, 
before  any  action  be  taken,  a hve-year  plan  be 
developed  for  the  Society  by  the  Council,  with 
the  goal  of  using  limited  resources  in  the  most 
efhcient  way.  The  plan  will  set  forth  the  objec- 
tives and  establish  the  priorities  of  the  Society. 

The  Society  will  survey  its  members  to  seek 
their  participation.  The  Council  will  utilize  this 


Peter  D.  T.  Clarisse,  MD 


information  in  the  development  of  the  hve-year 
plan.  The  target  date  to  present  the  plan  for 
ajjproval  to  the  House  of  Delegates  is  January. 

Finances:  The  team  accurately  concluded  that 
the  Society  is  poorly  funded  for  its  needs.  The 
serious  nature  of  this  situation  is  readily  dem- 
onstrated. Last  year,  the  Society  assessed  each  of 
its  members  $!()()  for  the  malpractice  tort  reform 
effort.  Phis  additional  source  of  revenue  was 
spent  in  successf  ully  communicating  our  message 
to  the  media,  the  public,  and  the  General  Assem- 
bly. It  was  used  also  to  hire  a lobbyist,  whose 
efforts  on  behalf  of  the  Society  on  Cajiitol  Hill 
were  quite  effective.  Other  considerable  ex- 
penses were  not  covered  by  the  assessment.  Such 
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expenses  incurred  in  gaining  a lem|)oraiy  in- 
junction against  the  at  l)itrai  y snic  hai  ge  on  med- 
ical liability  insurance  premiums  ordeted  by  the 
l)ej)ai  tment  of  Business  Regulation  to  bolster  the 
stabili/ation  ieser\e  lund.  Also  not  covered  wete 
the  costs  ol  an  advert isetnent  in  the  Providence 
Jounial  to  alei  t the  j)ublic:  eoneeniing  the  imj)act 
on  tbeit  Ireedom  to  choose  a doctor  undei  Blue 
(boss’  Plan  Z. 

riie  team  suggested  that  it  was  imperative  to 
continue  this  type  of  action  on  beball  ol  out 
member  physicians,  and  find  the  necessary  re- 
sources to  do  do. 

It  was  recommended  that  we  take  a bard  look 
at  our  bnancial  base  to  find  ways  to  make  RIMS 
a financially  sound,  strong  institution.  A number 
of  methods  were  suggested,  kirst,  generate  sup- 
port funds  other  than  clues.  At  present,  tnore 
than  95  per  cent  of  the  Society’s  revenue  is  from 
membership  dues  with  minimal  income  f rom  cjur 
endowments.  Second,  we  must  examine  how  we 
can  increase  our  endowments,  thereby  increasing 
investment  income.  Third,  we  must  reevaluate 
our  assets  with  primary  focus  on  our  most  val- 
uable asset,  the  building  on  Francis  Street.  We 
must  determine  the  best,  most  beneheial  use  of 
this  building.  And  hnally,  we  must  reactivate  the 
Society’s  brokerage  as  a way  to  generate  income. 


1 his  entity  presently  exists  only  on  j)aj)er.  Any 
remaining  legal  loadblocks  to  its  activation  must 
be  overcome. 

Membership:  The  team  lecommended  that  we 
bioaden  our  membershi])  services  to  meet  the 
needs  of  all  members.  Fheir  suggestions  ranged 
fiom  providing  ti  avel  services  to  of  let  ing  dental 
insiu  ance.  We  shall  investigate  these  approaches, 
as  well  as  giving  attention  to  the  following: 

• Alteniate  lot  ins  of  medical  liability  insurance 
with  bettei  rates  than  are  offered  by  the  JLW. 

• (b)nnnunic:ations  within  the  Society,  including 
the  adecjuacy  of  the  Rhode  Island  Medical  Jour- 
nal, and  its  newsletter. 

• Fhe  Rhode  Island  Medial  Political  Action 
(b)mmittee  (RIMPAC)  and  the  need  to 
strengthen  it  to  ensure  that  our  members  are 
heard  by  legislative  bodies  fashioning  regula- 
tic^ns  governing  our  medical  j)ractices. 

The  review  ended  on  a positive  note.  Fhe  re- 
view team  stated  that  the  Society  has  cc^me  a long 
way  in  meeting  the  challenges  jiresented  to  to- 
day’s medical  community.  They  urged  that  we 
not  retreat  from  our  jjositive  active  stance.  I shall 
be  counting  on  your  support  during  the  coming 
months  to  ensure  that  we  stay  on  the  right  road 
to  the  future. 


There  must  be  a 
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Epidural  Analgesia  in  a Community 
Hospital 

Method  Is  Safe  and  Effective  When  Administered  by  Trained  Competent  Persons 


J.  J.  O’Neill,  MD 
R.  T.  O’Neill,  MD 
M.  Schwartz,  MD 
R.  P.  Curhan,  MD 


Despite  the  popularity  of  prepared  childl)irth 
methods,  pain  during  labor  continues  to  be  a 
management  problem  for  both  obstetricians  and 
their  patients.  Stoekel  in  1909  hrst  recorded  the 
successful  use  of  regional  anesthesia.'  Continu- 
ous caudal  epidural  anesthesia  was  introduced  in 
1942  by  Hingson  and  Edwards-  and  in  1949 
Flowers  and  his  colleagues  described  the  contin- 
uous lumbar  epidural  technicjue.^ 

Our  hospital  is  a 100-bed  general  community 
hospital  with  four  board  certihed  obstetricians 
performing  all  of  the  approximately  500  deliv- 
eries each  year.  I’he  issue  of  the  authors  provid- 
ing the  epidural  obstetrical  anesthesia  at  our  in- 
stitution promoted  us  to  publish  our  results. 

Eighteen  hundred  and  twelve  patients  were 
given  peridural  analgesia  from  1976  to  1985.  Both 
lumbar  epidural  and  caudal  technicjues  were 
used.  This  review  considers  the  safety,  availabil- 
ity, and  effectiveness  of  peridural  analgesia.  Five- 
tenths  per  cent  or  0.25  per  cent  bupivicaine  hy- 
drochloride without  epinephrine  was  the  anes- 
thetic of  choice  in  the  majority  of  cases,  with  me- 
pivicaine  hydrochloride  used  occasionally  in  the 
earlier  years. 

During  the  past  two  years,  the  use  of  a contin- 
uous infusion  pump  dispensing  15-20  milligrams 
of  bupivicaine  per  hour  was  used  on  occasion  for 
more  constant  relief  of  pain  in  patients  facing  a 
long  hrst  stage  of  labor. 


The  authors  are  in  the  private  practice  of  obstetrics  and 
gynecology  in  Wakefield,  Rhode  Island,  and  associated 
with  South  County  Hospital. 


Results 

Hypotension  is  the  most  commonly  reported  side 
effect  of  regional  analgesia  with  the  incidence 
varying  to  a high  of  nine  per  cent,  depending 
upon  the  definition  of  the  term.^  Our  incidence 
was  consistently  below  this  hgure,  as  we  treated 
incipient  hypotension  with  intravenous  infusions 
for  volume  expansion,  left  lateral  position  with 
leg  elevation,  and  nasal  oxygen.  This  resulted  in 
the  rapid  correction  of  the  hypotension,  except 
for  rare  cases  requiring  in  addition  25  to  50  mg 
of  ephedrine.  Transient  hypotension  does  not  in 
itself  result  in  increased  maternal  or  neonatal 
morbidity.^ 

Dural  puncture  has  occurred  rarely  in  our 
cases,  which  compares  favorably  with  other  re- 
ports. The  annoyance  of  severe  post-delivery 
headache  is  acceptable  considering  its  rarity  and 
other  advantages  of  epidural  analgesia.  Hy])er- 
tension  has  not  been  noted  in  our  series.  How- 
ever, we  have  not  used  epinephrine  with  our  bu- 
pivicaine injections.  The  combination  has  been 
reported  as  the  probable  cause  of  acute  hyper- 
tension during  regional  analgesia.® 

Neurologic  complications  have  been  reported 
as  a result  of  the  accidental  injection  of  agents 
into  the  subarachnoid  space. This  has  been  re- 
corded specihcally  with  the  use  of  chloroprocaine 
in  a large  single  bolus  injection.  Cardiac  arrest 
has  been  reported  during  the  injection  of  0.75 
per  cent  bupivicaine  intravenously.  However, 
these  reports  have  not  been  conhrmed  by  other 
investigators.  For  our  needs,  lower  concentra- 
tions of  bupi\  icaine  have  been  satisfactory. 

The  possible  ef  fects  of  epidural  techniques  on 
labor  have  been  studied  extensively.  Opinions 
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lia\c  varied.  Kpidural  analgesia  appears  to 
lengtlien  total  labor  il  begun  too  soon.'*  Small 
intermittent  doses  ol  bnpivieaine  produced  no 
decrease  in  nteiine  activity  once  active  laboi  bad 
begun.'"  VVe  have  lre(|nently  noted  ati  inctease 
in  eilective  laboi  once  analgesia  has  started.  The 
(|iiestion  ol  prolongation  ol  the  second  stage  of 
labor  was  addressed  in  HISS  by  l’hilli|js  et  al.“ 
They  state  unecinixocally  that  epidural  analgesia 
does  not  jirolong  the  second  stage,  that  the  in- 
cidence of  operative  delivery  is  not  increased, 
and  that  the  lessening  ol  pain  is  obvious. 

Fetal  elTects  ol  ei^idural  analgesia  appear  to  be 
transient  and  are  jirojiortionate  to  the  volume 
and  concentration  ol  the  agent  administered  to 
the  mother,  d he  authors  presently  are  using  bu- 
j)ivicaine  because  ol  its  maternal  binding  prop- 
erties with  consecjuent  lower  fetal  concentration. 
If  hypotension  is  brief,  there  is  no  demonstrable 
effect  on  newborn  umbilical  cord  blood  gasses 
and  Apgar  scores.'-  Fetal  monitor  jmlse-rate  de- 
celeration occurs  occasionally  with  intermittent, 
continuous  epidural  techniejue.  Occurrence  is  ex- 
tremely rare  with  a continuous  infusion  method. 
Post-delivery  blood  gas  determinations,  Apgar 
scores,  and  neurologic  evaluations  show  no  re- 
sidual effects  with  transient  late  and  variable 
monitor  decelerations. 


Availability 

The  authors  provide  obstetrical  care,  including 
routine  obstetrical  analgesia,  for  the  laboring  pa- 
tients on  our  unit.  Each  of  us  received  anesthesia 
training  during  his  residency  program,  allowing 
us  to  offer  peridural  analgesia  to  our  patients. 
Timely  use  of  the  epidural  technique  is  requisite 
to  its  popularity.  Since  the  authors  are  readily 
available  to  our  labor  patients,  we  can  offer  this 
method  quickly  when  it  is  requested  and  indi- 
cated. Attempts  to  encourage  a new  obstetrician 
to  practice  in  our  community  have  been  thwarted 
by  a lack  of  obstetrical  anesthesia  training  in  many 
residency  programs. 

When  anesthesia  is  required  for  either  com- 
plicated vaginal  or  Cesarean  delivery,  the  pres- 
ence of  an  anesthesiologist  is  assured.  Our  anes- 
thesiologists are  available  for  all  complicated 
deliveries,  but  they  are  not  required  to  be  in  at- 
tendance with  normal  labor  and  delivery.  This 
arrangement  has  been  mutually  agreed  upon  by 
the  departments  of  anesthesia  and  obstetrics.  The 
qualiheations  of  those  performing  obstetrical  an- 
algesia are  specihed,  and  the  results  are  moni- 
tored by  both  departments. 


Effectiveness 

1 he  incidence  of  failure  to  insert  an  ej)idural 
cathetei  aj)j)roaches  /eio.  Unilateral  analgesia  is  ; 

not  imcommon  and  is  secondary  Ui  insertion  of  | 

the  catheter'  into  the  j)er  idural  sj^ace  beyortd  two  j 

centirtreters.  Usually  this  is  correctable  with  |)ar-  ; 

tial  catheter  withdrawal  or  lateral  positiorrirrg  of  ii 
])atients  at  the  time  of  injectiorr  jdus  increasirrg  - 
the  volunre  admirristered.  Fpidirral  arralgesia  gives 
ade(|uate  pain  relief  thr(.)ugh  all  stages  of  labor 
excejit  irr  instances  whetr  getreral  arresthesia  is 
rec|uired.  * 


Discussion 

Pain  relief  flirt  ing  labor  continues  to  be  a primary 
responsibility  for  obstetricians.  Despite  the  con- 
stant availability  of  obstetric  anesthesiohrgists  in 
some  centers,  there  is  still  a continuing  need  for 
safe  and  convenient  analgesia  for  most  labfrr  j)a- 
tients.  Peridural  analgesia  by  continuous  infusion 
(rr  intermittent  dose  provides  satisfactory  pain 
relief  for  the  majority  of  labor  patients.  Prepared 
childbirth  techniques  and  narcotic  analgesics 
continue  to  provide  choices  for  our  patients,  but 
often  the  unpredictable  necessitates  another 
method  of  pain  r elief.  Paracervical  block  is  useful 
only  in  the  hrst  stage  of  labor.  Many  reports  of 
fetal  bradycardia  and  fetal  acidosis  attributable 
to  high  fetal  blood  levels  restrict  its  usage. Sad- 
dle block  is  restricted  essentially  to  relief  in  the 
second  stage  of  labor.  The  incidence  of  five  per 
cent  post-delivery  headache  also  limits  this  choice. 

Pudendal  block  is  similarly  limited  to  pain  re- 
lief late  in  labor  since  its  effects  are  confined  to 
the  perineum  and  lower  vagina.  We  frequently 
supplement  epidural  analgesia  with  local  infil- 
tration into  the  perineal  tissues  if  repair  of  an 
episiotomy  or  laceration  is  necessary.  The  limited 
dosage  we  are  using  for  epidural  effect  is  not 
intended  to  give  total  anesthesia.  This  fact  is  dis- 
cussed with  our  patients  prior  to  the  use  of  this 
technique. 


Conclusion 

Epidural  analgesia  is  safe  and  effective  for  pa-  j 

tients  in  labor  when  administered  by  trained,  j 

competent  personnel.'®  These  features  are  con-  | 
firmed  by  our  review.  Availability  in  some  com-  ij 
munities  continues  to  be  a problem,  which  w'e  ' 
feel  can  be  addressed  reasonably  by  obstetricians 
working  in  harmony  with  their  anesthesiology  | 
colleagues. 
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1985  Caleb  Fiske  Fund  Prize  Essay 


The  Art  of  “Doing  Nothing” 


David  F.  Wehlage,  MD 


What  is  the  most  painful  and  devastating  (juestion  that  can  be 
asked  about  modern  medical  practice?  It  is  not  whether  most 
doctors  are  up  to  date  in  their  know  ledge  or  in  their  techniques, 
but  whether  too  manv  of  them  know  more  about  disease  than 
about  the  person  in  whom  the  disease  exists.' 

Each  moment  with  another  person  can  be  an 
opportunity  for  discovery  and  growth  or  for  the 
erosion  of  identity  and  the  destruction  of  one’s 
sense  ot  well-being.  People’s  sense  of  psycholog- 
ical and  physical  well-being  is  linked  to  the  caliber 
of  their  communications  and  relationships  with 
others.  Ineffective  communications  and  relating 
cause  interpersonal  friction,  especially  between 
physicians  and  patients.  Since  there  is  a strong 
desire  in  most  people  for  effective  communica- 
tion and  relating,  why  is  it  so  difficult  to  establish? 
One  of  the  primary  reasons  is  that  people,  es- 
pecially physicians,  typically  inject  communica- 
tion and  attitude  barriers  into  their  ways  of  re- 
lating. Years  of  habit  and  tradition  promote 
tendencies  in  physicians  which  make  it  difficult 
tor  them  to  understand  the  ineffectiveness  of 
their  communications  and  for  them  to  change, 
riiis  paper  will  dissect  the  traditional  mode  of 
helping  others  by  the  “doing  something”  ap- 
proach. It  will  show  the  ineffective  aspects  of 
“taking  care  of”  others  and  how  most  physicians’ 
ways  of  relating  are  so  frequently  counterpro- 
ductive of  their  intentions.  It  will  provide  the 
specihc  attitudes  and  mechanics  of  an  alternative 
“do-nothing”  approach. 

Helping  others  appears  t(j  be  an  inherent  mo- 
tivation for  most  people.  The  desire  to  assist  and 
the  activity  of  taking  care  of  someone  is  rooted 


David  F.  Wehlage,  MD,  is  in  the  private  practice  of 
psychiatry,  South  Bend,  Didiana,  and  clinical  professor 
of  psychiatry,  Indiana  University  School  of  Medicine. 


in  the  perpetuating  evolutionary  imperative  of 
reproduction,  parenting,  and  raising  children. 
Having  been  “taken  care  of’  by  parents  gives 
most  people  a rudimentary  understanding  of  the 
process  of  “taking  care  of.”  The  sense  of  helping 
others  — altruism  — results  from  this  natural 
parental  urge  as  well  as  the  sympathetic  sensitiv- 
ity for  other’s  pain  resulting  from  one’s  own  ex- 
perience with  pain  and  misfortune.  Everyone  has 
suftered  in  some  manner  at  some  time  which 
makes  one  somewhat  aware  of  others’  pain  and 
frustration.  “Helping  others”  seems  so  instinctive 
that  most  people  presujjpose  the  mechanics  and 
techniques  of  helping  are  common  sense.  The 
rudimentary  common  sense  approach  of  helping 
usually  involves  a sense  of  rescue  and  urgency, 
ie,  something  needs  to  be  done  immediately.  The 
process  of  effecting  urgent  rescue  pervades  most 
helping  efforts,  including  those  of  physicians. 

The  sense  of  rescue  is  based  upon  the  partial 
truth  that  a person  is  helpless  and  needy  at  times 
of  crisis,  but  it  denies  the  ability  of  most  people 
to  cope  until  optional  ways  of  problem-solving 
occur.  The  sense  of  urgency  leads  to  presump- 
tuous intrusions  and  interventions  based  on  the 
rescuer’s  egocentric  view  that  he  or  she  knows 
what  is  best.  Altruistic  interventions,  solutions, 
and  advice  are  frequently  set  in  motion  without 
the  permission  of  the  person  in  crisis.  In  addition 
to  rescuing  people,  the  medical  profession  has  a 
tradition  of  “doing  good.”  However,  there  has 
been  a growth  in  the  number  of  people  “doing 
good,”  particularly  in  the  realm  of  social  service, 
ie,  social  workers,  agency  volunteers,  politicians, 
religious  missionaries,  and  various  ancillary  med- 
ical jjersonnel.  I he  proliferation  of  the  helping 
jjrofessions  has  spawned  many  untrained,  im- 
mature, and  inexperienced  helpers,  including 
physicians,  who  rely  on  their  sympathetic,  com- 
mon-sense approach  as  the  guide  for  their  help- 
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ing  l)chavi()r,s  and  atliludcs.  I lic  “doing  good  — 
doing  somclliing”  type  ol  helping  is  Ineled  by 
the  heliel  that  people  are  helpless  and  innocent 
victims  ol  nnconlrollahlc  loices  and  need  to  he 
lescned.  Since  modern  physic  ians  leave  medical 
sc  hool  with  a knowledge  ol  a vast  ai  ray  ol  so- 
phisticated medications  and  technological  de- 
vices, they  are  able  to  deliver  a better  medical 
j)roclnct  (rescue)  than  has  ever  been  possible. 
However,  there  is  a |)nl)lic  debate  about  the  cpial- 
ity  ol  care  given  by  physicians  who  generally  help 
by  the  “common  sense  — do  something”  methocl. 
The  reasons  given  lor  this  debate  range  Irom  the 
charges  that  ))eople  are  not  being  given  j)ioper 
medical  care  to  comj)laints  that  jjhysicians  fail  to 
react  to  patients  as  individuals. Patients  com- 
plain tliat  jjhysicians  are  too  busy,  too  sjjecialized, 
and  too  abrupt  to  listen,  riirough  all  ol  this,  the 
glaring  problem  apj)ears  to  be  not  what  j)hysi- 
cians  do,  but  how  they  do  it.'^ 

Besides  the  intrusive,  altruistic  “doing  good” 
mentality,  there  is  another  attituclinal  stance  in 
medical  care  which  lias  led  to  conflict  between 
jiatients  and  physicians.  People  go  to  physicians 
because  they  feel  uncomfortable  or  unusual.  They 
also  go  because  they  feel  sick,  are  coughing,  fe- 
verish, and  in  pain,  not  because  they  have  “jmeu- 
monia.”  It  is  the  physician  who  labels  one  as  hav- 
ing the  disease  such  as  pneumonia  to  explain  how 
one  feels. Diseases  are  entities  in  which  struc- 
tural change  takes  place  and  for  which  unique 
causes  can  be  founcl.  When  one  feels  ill  (unable 
to  do  the  usual),  one  assumes  there  is  a structural, 
physical  aberration  which  can  be  discovered,  la- 
beled, and  treated.  Physicians  have  come  to  ex- 
pect the  same  thing;  and,  if  no  disease  can  be 
found,  physicians  have  behaved  as  if  there  is 
nothing  to  justify  a visit.  Although  the  search  for 
definitions  (diagnosis)  has  always  been  essential 
in  scientific  medicine,  anyone  who  has  ever  felt 
ill  knows  that  only  hearing  you  do  or  do  not  have 
a disease  forms  an  incomplete  picture  of  illness." 
Since  the  development  of  cures  is  contingent  upon 
knowing  the  what  and  why  of  disease,  it  is  ob- 
vious cure  will  be  directed  only  against  the  sci- 
entifically-proved objective  manifestations  de- 
fined as  disease.  But  in  cases  such  as  chronic 
illness,  eg,  emphysema,  cancer,  arthritis,  or  where 
one  feels  bad  with  no  definable  disease,  eg,  emo- 
tional disturbances,  curing  or  “doing  something” 
procedures  are  deheient.  If  they  do  help,  they 
represent  only  a part  of  fully  returning  the  pa- 
tient to  health. 

What  has  happened  within  the  last  generation 
is  that  the  hope  of  curing  disease  has  become 


Table  1 


JUDGING 

1.  Criticizing 

“You  are  acting  foolishly” 

2.  Analyzing 

“You  are  just  trying  to  get  attention” 

3.  Evaluative  praising 

“You  are  a wonderful  person” 

GIVING  SOLUTIONS 

1.  Commanding 
“You  have  to  . . .” 

2.  Threatening 

“If  you  don’t,  then  . . 

3.  Moralizing 
“You  should  . . 

4.  Advising 

“I  think  it  would  be  best  to  . . 

5.  Lecturing 

“Do  you  realize  that  . . .” 

AVOIDING  OTHERS’  CONCERNS 

1.  Interrogating 

“Why  did  you  do  that?” 

2.  Reassurance 
“Don’t  worry” 

3.  Diverting 

“We  don’t  talk  about  that” 


more  of  a possibility.  T herefore,  illness  and  dis- 
ease have  come  to  be  separated.  If  there  appears 
to  be  a difference  between  illness  and  disease,  is 
there  also  a difference  between  healing  and  cur- 
ing? Curing  may  be  defined  as  returning  a dis- 
eased part  to  functional  integrity,  ie,  killing  bac- 
teria, removing  an  inflammed  appendix,  or 
replacing  a damaged  heart  valve.  Healing  is  re- 
turning a person  to  a state  of  well-being  and  ht- 
ness  to  perform  one’s  usual  activities.  A stroke 
patient  may  limp  for  the  remainder  of  his  life, 
but  may  feel  healthy.  Conversely,  one  may  re- 
cover from  the  limp  but  feel  frightened  of  an- 
other stroke  and  thus  remain  ill.  The  process  of 
healing  involves  the  function  of  relieving  suffer- 
ing whether  it  is  found  with  or  without  disease. 

Physicians  have  been  and  remain  piv(^tal  in 
these  emerging  conflicts.  The  unquestioned  sense 
of  responsibility  which  they  have  assumed  for 
people  has  led  to  unbridled  efforts  to  save  people 
and  to  coerce  them  with  technological  informa- 
tion. Besides  possessing  a legal  license  to  diag- 
nose and  recommend  treatment,  physicians  have 
been  inculcated  with  and  respected  as  possessing 
extraordinary  power  and  expected  always  to  have 
the  patient’s  best  interests  in  mind  by  promoting 
healing.  Though  well-intentioned,  physicians 
have  naively  responded  to  the  sick  with  the  un- 
holy trinity  of  activity,  authority,  and  magic. ® 
Aesculapian  authority  is  what  Paterson  called  the 
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Table  2 


1 . Am  I satisfied  with  my  financial  status  over  the  last  year? 

2.  Am  I satisfied  with  my  current  occupational  status? 

3.  Am  I satisfied  with  my  current  educational  level? 

4.  Am  I satisfied  with  the  importance  of  religion  in  my  life? 

5.  Am  I satisfied  with  my  current  living  situation? 

6.  Am  I satisfied  I can  turn  to  my  family  for  help  when 
something  is  troubling  me? 

7.  Am  I satisfied  with  the  way  my  family  talks  things  over 
with  me  and  shares  problems  with  me? 

8.  Am  I satisfied  with  the  way  my  family  expresses  affection 
and  responds  to  my  emotions  such  as  anger,  sadness, 
and  love? 

9.  Am  I satisfied  with  the  frequency  and  quality  of  my  sexual 
activity? 

10.  Am  I satisfied  with  the  way  my  family  and  I share  time 
together? 

11.  Am  1 satisfied  with  the  way  I spend  my  leisure  time? 

12.  Am  I satisfied  with  how  I use  alcohol? 

13.  Am  I satisfied  with  how  I use  non-prescription  drugs? 

14.  Am  I satisfied  with  my  ability  to  stand  up  for  my  thoughts 
and  ideas  with  other  people? 

15.  Am  I satisfied  with  my  ability  to  let  other  people  know 
my  feelings  and  emotions? 

16.  Am  1 satisfied  with  my  ability  to  make  friends? 


composite  traditional  attitude  of  physicians.  This 
comprises  sapiential,  moral,  and  charismatic  au- 
thority. Sapiential  authority  is  the  right  to  be 
heard  and  obeyed  because  of  special  knowledge. 
To  maintain  this  authority,  physicians  must  know 
or  appear  to  know  more  about  medical  matters 
than  their  patients.  Moral  authority  is  derived 
from  physicians  appearing  to  do  what  is  right 
and  good  for  their  patients.  It  allows  physicians 
to  control  and  direct  without  having  to  justify 
themselves.  Charismatic  authority  gives  physi- 
cians a right  to  pontihcate  about  almost  anything. 
It  is  based  upon  an  abstract  faith  and  believe  in 
the  physician  when  patients  are  faced  with  seri- 
ous and  mysterious  issues  like  birth  and  death. 
The  use  of  Aesculapian  authority  has  remained 
stable  for  centuries  and  has  guided  physicians 
and  patients  in  how  to  act  with  each  other.® 
Parsons  has  called  our  attention  to  the  fact  that 
both  the  patient  and  physician  have  learned  clear- 
cut  roles  and  expectations  of  one  another.’^  A 
“good”  patient  with  an  acute  disease  state  is  re- 
lieved of  social  responsibility  so  that  he  or  she 
may  do  whatever  the  physician  dictates.  The  pa- 
tient is  expected  to  withdraw  from  work,  family 
responsibilities,  and  pleasures  in  order  to  seek, 
comply  with,  and  respond  to  appropriate  med- 
ical intervention.  The  physician  is  expected  to 
take  charge  of  the  patient’s  disease,  give  explicit 


directions,  rejjorl  on  the  patient’s  jjrogress,  and 
communicate  with  the  family.  T he  j)atient  is  ren- 
dered passive-dependent  and  is  seen  as  not  being 
responsible  for  becoming  sick.  CTironic  disease 
on  the  other  hand  imposes  a dilfeient  series  of 
loles  and  expectations.  T he  chronically  sick  pa- 
tient is  expected  to  master  the  disease  and  illness 
as  much  as  possible  while  continuing  to  f unction 
at  some  level  at  home  and  work.  Out  of  frustra- 
tion, physicians  usually  come  to  reject  l)eing  to- 
tally responsible  for  the  undiagnosable  or  incur- 
able and  place  more  burden  on  the  chronically 
ill  patient  to  avoid  j)hysician  contact  unless  there 
is  an  “emergency.”  T he  conf  using  and  conflicting 
roles  and  expectations  of  the  emergency  medical 
rescue  model  versus  the  healing  model  produces 
many  treatment  problems  and  unsatisfactory 
outcomes. 

This  physician-dominated  type  of  relationship 
was  described  by  Szasz  and  Hollander.  However, 
they  delineated  three  types  of  physician-patient 
relationships  to  clarify  the  concept  that  helping 
patients  is  more  complicated  than  the  traditional, 
authoritarian,  common-sense  approach.'^ 

Activity-passivity:  In  activity-passivity  relation- 
ships, professionals  are  active  and  patients  are 
passive.  Treatment  takes  place  regardless  of  the 
patient’s  contribution  or  active  participation.  This 
mode  operates  more  appropriately  for  the  treat- 
ment of  medical  emergencies,  especially  if  the 
patient  is  comatose. 

Guidance-cooperation:  In  guidance-cooperation 
relationships,  patients  are  competent  and  ex- 
press feelings  of  being  willing  to  cooperate  to  get 
the  help  they  sense  they  need.  Although  patients 
are  not  viewed  as  totally  helpless  by  physicians 
in  this  mode,  the  patients  are  expected  to  obey, 
follow  rules,  and  comply. 

Mutual  participation:  In  mutual  participation  re- 
lationships, patients  and  physicians  are  equal,  and 
each  is  concerned  about  the  other.  There  is  a 
collaboration  between  patient  and  physician  rel- 
ative to  knowledge,  concern,  and  the  assumption 
of  responsibility  for  one’s  well-being. 

The  activity-passivity  mode  requires  physicians 
to  do  what  is  medically  necessary  without  em- 
phatically wondering  what  patients  might  feel.  It 
gratifies  a physician’s  need  for  superiority.  In  the 
guidance-cooperation  mode,  the  physician  sees 
the  patient  as  a child  who  needs  to  be  taught  and 
molded  into  what  the  physician  feels  is  right  and 
proper.  It  requires  that  the  physician  be  con- 
vinced that  he  or  she  is  right  about  what  is  best 
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for  the  j)atic‘iil.  S/,as/,  and  I lollandcM  slate  dial 
the  imiiual  pat  lieijjation  mode  or  the  covenant 
model  “lias  elements  often  associated  with  the 
notions  of  iriendshi|)  and  jiai  tnership.”' ‘ The 
physician  may  he  said  to  help  the  patient  hel|) 
himself.  The  physician’s  gratification  cannot  stem 
from  |)ower  or  from  contiol  over  someone  else. 
With  nuilnal  jjartic ijiation,  the  physician  does  not 
profess  to  know  everything  and  certainly  does 
not  demand  that  a jiatient  agiee.  In  fact,  the 
lihysieian  admits  that  patients  know  more  about 
themselves  than  anyone  else  and  more  about  what 
they  want  and  what  is  best.'-'’’  "' 

A mutually-conelnded  agteement  aliout  what 
is  best  for  the  patient  and  what  “health”  means 
is  a process  diflicnlt  for  j^hysicians  to  incorjiorate 
into  their  role  behavior.'"  Phvsicians  tend  to 
emphasize  a goal-directed  apjiroach  to  clinical 
jiroblems,  as  opj^osed  to  a jirocess-chrected  ap- 
j)roach.  They  are  oriented  to  pinjiointing  pa- 
thology rather  than  to  being  interested  in  and 
available  to  listening  to  how  a person  becomes 
sick  and  exjDeriences  and  adapts  to  sickness,  riiis 
unfortunately  involves  focusing  on  “what  is 
wrong”  rathei  than  “how  did  this  come  about.” 
Physicians  have  been  trained  to  expect  the  worst 
of  any  symptom  and  “do  everything”  to  diagnose 
and  treat  it  without  regard  for  the  destructive 
aspects  of  dejing  tocj  much.  Engel  has  emphasized 
the  liiophyschosocial  model  as  a means  of  inte- 
grating the  goal-directed  and  process-directed 
approaches.'-’  A prcjcess-oriented  physician  is 
not  so  interested  in  isolating  a single  cause  as  in 
managing  the  outcome  (a  reasonable  outcome, 
not  an  optimal  one).  He  oi  she  mav  likely  sacrifice 
knowledge,  eg,  a hazardous  diagnostic  proce- 
dure, when  adequate  management  can  be  pro- 
vided without  it.  A process-mutual  participation  ap- 
proach allows  for  inaction  and  focusing  on  subjective 
experience  and  motives  rather  than  on  disease  and  di- 
agnosis. This  recognizes  that  the  context  of  the 
patient’s  complaint  and  the  treatment  process  are 
as  important  as  the  content.  The  search  for  or- 
ganic causes  is  necessary  for  diagnosis,  hut  is  not 
sulhcient  for  the  management  and  the  relief  of 
suffering.'’’’  Although  it  has  come  to  be  viewed 
as  an  aj)plied  technology  within  the  biomedical 
framework,  medicine  should  still  l)e  viewed  as  a 
social  practice.  The  public  has  not  lost  the  aware- 
ness that  the  physician-patient  relationship  is  still 
the  vital  aspect  of  therapeutic  interventii^n. 

Besides  the  altruistic  and  dogmatic  attitudes, 
physicians  need  to  recognize  that  certain  wavs  of 
verbalizing  carry  a high  risk  of  putting  a damper 
on  conversation,  being  harmful  t(t  a relationship. 


and  triggei  ing  feelings  of  inadeijuacy,  anger,  or 
de|)endeiu  y in  the  patient.  As  a lesnlt  of  various 
attitudes  and  communication  roadblocks,  the 
other  person  may  become  resistant  oi  rebellious 
OI  withdrawn  or  at giimenlative  or  des]jondent. 
I he  recipients  of  these  harrieis  to  communica- 
tion and  relating  may  also  become  very  submis- 
sive, hut  they  will  almost  always  feel  diminished 
in  their  self-worth  and  motivation.  The  likeli- 
hood that  the  other  person  will  feel  adeejuale, 
(onijjetenl,  and  heller  about  himself  is  minimal, 
(’lordon  slated  that  rescuing  by  acting  superior 
and  all-giving  “the  (immalure)  ‘professional 
change  agents’  have  pioven  that  unacce])tance 
(dept  eciation)  c loses  jjeojjle  up,  makes  them  feel 
defensive,  j^ioduces  cliscomfort,  and  makes  them 
afraid  to  talk.”-' 

Communication  harriers  are  responses  whose 
imj^act  on  relationshijjs  is  frec|uently  negative.  If 
physicians  accept  the  resjjonsibilily  of  helping 
raise  peojile’s  feelings  of  self-worth  and  self-ccm- 
lidence,  then  anything  which  promcjtes  a de- 
creased sense  of  personal  well-being  should  be 
moclihed.  Similarly,  if  certain  tyjjes  of  commu- 
nication lead  to  non-compliance,  resistance,  an- 
ger, and  interjjersonal  disgust,  wc:)ulcl  not  a phy- 
sician he  wise  tcj  change  the  way  he  relates  and 
communicates?  I he  communication  barriers  are 
mcjre  likely  to  be  destructive  when  peoj)le  are 
interacting  under  stress  or  stre^ng  personal  need. 
Obciously,  most  physician-patient  encounters 
take  ])lace  in  an  atmosphere  of  strong  personal 
ccjncern. 

Everyone  uses  communication  roadblc:)cks 
sometimes  and  especially  when  someone  feels 
under  pressure  to  respond  or  “do  something” 
for  a j)erson  in  need.  Their  occasional  usage  will 
rarely  harm  a relationship;  but,  when  enqjloyed 
frequently,  there  is  a high  probability  that  they 
will  do  considerable  harm.  \\’hat  are  the  specihe 
attitudes  and  verbalizations  which  are  apt  to 
hinder  conversation  and  the  development  of  a 
positive  relationship?  The  undesirable  resjjonses 
include  judgment,  giving  solutions,  and  avoidance  oj 
others'  co«ccr/o.-‘- Eable  1) 

At  hrst  glance,  some  of  these  responses  seem 
(juite  innocent.  Praise,  reassurance,  interrogat- 
ing, and  well-intentioned  advice  are  often  thought 
of  as  positive  factors  in  interpersonal  relations 
between  physicians  and  patients.  Why  then  do 
professional  therapists  think  of  these  eleven  types 
of  responses  as  potentially  damaging  to  com- 
munication? All  of  these  responses  are  inherently 
depreciating,  especially,  commanding,  advising, 
and  criticizing.  Ehey  imply  a superiority  and  ar- 
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rogance  which  makes  people  teel  inade(|uate,  re- 
jected, and  humiliated.  Such  responses  may  stifle 
any  further  communication  from  jjatients  be- 
cause they  are  made  to  feel  inferior.  They  are 
more  likely  to  block  interaction,  thwart  the  other 
person’s  problem-solving  ability,  and  increase  the 
emotional  distance  between  ])hysician  and  jja- 
tient.  But  what  is  really  wrong  with  adxice  and 
sending  solutions?  One  jjroblem  with  advice  is 
that  the  adxiser  seldom  understands  the  full  im- 
plications of  the  problem.  When  jjeoj^le  share 
their  concerns,  they  often  display  only  the  “tip 
of  the  iceberg.”  The  advisor  is  unaware  of  the 
complexities,  feelings,  and  the  many  other  fac- 
tors which  lie  hidden  beneath  the  surface.  Sec- 
ondly, advice  is  often  a basic  insult  to  the  intel- 
ligence of  the  other  person.  It  implies  a lack  of 
conhdence  in  the  capacity  of  the  person  with  the 
problem  to  understand  and  cope  with  his  or  her 
own  difficulties. 

Borsky  described  some  clinical  indications 
which  should  dehnitelv  alert  a physician  to  the 
fact  that  a “do  something”  approach  is  not  likely 
to  succeed. 2'’- First,  when  patients  exaggerate 
somatic  symptoms;  second,  when  a diagnosis 
seems  impossible,  vague,  coni})licated,  or  unnec- 
essary; third,  when  patients  are  angry  or  dissat- 
ished  with  medical  care;  and  fourth,  when  there 
has  been  no  change  in  the  clinical  status  in  spite 
of  several  medical-surgical  interventions.  These 
patients  frustrate  physicians’  need  to  decide, 
“what  can  I do  or  tell  this  person?”  Besides  the 
clinical  scenarios,  there  is  a wide  range  of  people 
who  cannot  respond  to  authoritarian  attitudes. 
Most  everyone  will  react  negatively  to  a pomp- 
ous, abrupt,  abrasive  and  non-listening  physi- 
cian, but  even  more  subtle  authoritarian  re- 
sponses elict  a negative  reaction  in  many  peo])le. 
All  peojDle  have  mixed  feelings  about  authority 
because  of  their  early  childhood  experiences  with 
authority  hgures.  Many  people  come  to  mistrust 
authority,  many  are  angry  at  anyone  telling  them 
what  to  do,  and  many  feel  defensively  superior 
themselves,  which  leads  to  rejecting  even  a be- 
nevolent authoritarian  response.  All  of  these 
people  become  sick  and  need  to  visit  and  com- 
municate with  a physician;  so  a non-authoritar- 
ian approach  is  essential  for  their  treatment  and 
relief.  Similarly,  most  physicians  react  with  aver- 
sion to  clinging,  demanding,  and  dejjendent  pa- 
tients, but  usually  do  not  understand  how  they 
might  be  f acilitating  demanding  dependence  and 
clinging  obedience  in  patients.  Through  their  in- 
timidating directive  approach  or  their  oversolicitous  “do 
everything”  attitude,  physiciam  stymie  patients  f rom 


becoming  more  self-reliant  and  more  autonomous. 

Two  other  large  groups  of  jxitients  who  frus- 
tiate  jjhysicians  trying  to  “do  something”  are  the 
chronically  sick  and  the  “worried  well.”  Efforts 
and  respcmses  oriented  to  curing  the  incurable 
and  reassuring  the  jiersistently  worried  well  will 
not  likely  lead  to  satisfying  outcomes.  Physicians 
frequentlv  have  no  clear-cut,  dehnitive  idea  of 
what  to  do  or  say  which  will  be  helpf  ul,  even  to 
patients  with  diagnosed  medical  disease.  Physi- 
cians are  pressured  into  the  “do  something”  ap- 
j)roach  which  may  even  include  fabricated  an- 
swers, flipjjant  advice,  or  inappro])riate  medical 
interventions.  Fhey  may  not  know  that  there  is 
a participatory  theraj^eutic  alternative.  A variety 
of  factors  are  present  in  today’s  society  contrib- 
uting to  the  demand  for  mutual  particijiation  in 
medical  matters. 

It  is  only  in  recent  years  in  some  advanced 
countries  that  many  people  have  reached  adult- 
hood without  being  exjjosed  to  life-threatening 
illness  and  death  in  theii'  homes.  Similarly,  few 
])eople  have  sidfered  serious  illness  themselves 
in  their  early  life.  Fherefore,  j)eo})le  have  not 
learned  the  social  rules  of  being  sick  and  how  to 
relate  to  the  jjhysician  as  the  God-like  savior.  The 
increased  use  of  the  media  for  health  informa- 
tion has  made  people  more  knowledgeable  and 
inc|uisitive.  This  inquisitiveness  and  the  spread 
of  pi'imary  prevention  programs  which  motivate 
peojjle  to  be  accountable  for  their  own  health 
have  led  to  j^atients  becoming  more  willing  to 
question,  discuss,  and  even  argue  with  physi- 
cians. Obviously,  theie  is  a growing  number  of 
people  who  are  unresj)onsive  to  advice  or  pure 
meclical-SLirgical  modalities,  ie,  persons  such  as 
the  chronically  ill,  the  worried-well,  the  enlight- 
ened, and  the  non-compliant.  Beyond  these  rea- 
sons is  the  alarm  over  the  rising  costs  of  health 
care.  Phis  has  given  the  “consumer”  patient  more 
of  a right  to  determine  how,  when,  and  where 
medical  care  is  offered.  Fhe  leverage  jjatients 
have  gained  legally  through  malpractice  and  in- 
formed consent  litigation  has  strained  the  au- 
thoritarian aspects  of  the  j)hysician-patient  re- 
lationship. As  society  becomes  more  supjjortive 
of  personal  autonomy,  human  rights,  and  indi- 
vidual assertiveness,  the  power  of  the  patient  in- 
creases and  the  inequality  in  the  relationship  with 
the  phvsician  less  pronounced. 

Physicians  who  are  “do-gooders”  or  “doctorly” 
authoritarian  figures  jiay  a high  jirice.  Being  om- 
nipotently “on  fire”  can  leacl  easily  to  occupa- 
tional “burnout.”  Fhey  can  become  discouraged, 
bewildered,  and  angry  when  confronted  with  the 
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vast  array  of  uiiaiiswerahle  (|uestions,  signs, 
synij)loins,  psychosocial  issues,  and  human  inys- 
teiies  which  patients  jjresent.  For  the  physician 
to  assinne  the  major  responsil)ility  lot  solving  all 
of  these  prohlems  and  to  try  to  “do  everything” 
leads  to  results  which  are  |)redictahly  unsatisfac- 
tory. Fhe  goal-directed,  diagnostic,  authoi  itarian 
apj)roach  which  sel  ves  so  well  with  prohlems  such 
as  hemorrhage  or  infection  usually  fails  in  the 
extended  hiopsychosocial  context.  Physicians  be- 
come dismayed  when  |)atients  with  abdominal 
pain,  fatigue,  headache,  or  obesity  do  not  re- 
spond to  the  vigorous  use  of  diagnostic  proce- 
dures and  directive  medical  treatment.  Such  re- 
sults have  often  lead  physicians  to  c|uestion  their 
therapeutic  abilities. 

When  a physician  is  able  to  feel  and  commu- 
nicate genuine  acceptance  of  the  patient,  he  pos- 
sesses a capacity  for  being  a meaningftil  helping 
agent. The  physician’s  acceptance  of  the  j)a- 
tient  is  the  important  factor  in  fostering  a rela- 
tionship in  which  the  patient  can  grow,  develop, 
make  changes,  solve  problems,  becc:>me  healthy, 
and  be  more  creative  in  living.  When  a patient 
feels  truly  accepted,  the  times  a physician  needs 
to  advise,  direct,  and  teach  become  less  depre- 
ciating. Under  these  circumstances,  a patient  will 
more  readily  accept  some  authoritarian  attitndes 
from  the  physician,  knowing  the  physician  does 
not  intend  to  make  one  feel  inferior,  stupid,  or 
inadequate.  Since  physicians  often  choose  med- 
icine as  a profession  because  of  their  self-inflating 
need  to  “do  something”  for  people,  the  necessity 
for  a collaborative  “do  nothing”  approach  fre- 
quently only  becomes  evident  as  physicians  rec- 
ognize patients  are  dissatisfied  or  not  “cured.” 
Patients  expect  and  deserve  something  more  from 
physicians  than  just  technical  expertise  about  bi- 
ological issues.  Medical  care  and  evaluation  imply 
not  only  physical  examination  and  laboratory  re- 
sults, but  also  knowing  the  story  of  a patient’s 
lifestyle,  family  background,  and  complaints. 
Physicians  frequently  do  not  know  the  full  story, 
since  it  is  acquired  longitudinally  by  a series  of 
visits  rather  than  cross-sectionally  in  one  visit. 
The  art  of  “doing  nothing”  is  the  way  to  offer 
the  understanding  and  therapeutic  relationship 
most  patients  desire  from  physicians. 

The  art  of  “doing  nothing”  is  learning  to  help 
by  not  doing  or  advising.  It  is  the  ability  of  the 
physician  to  use  one’s  personality  and  physical 
presence  as  the  therapeutic  agent  — not  a scalpel, 
a medication,  or  a parental  command.  It  is  the 
wisdom  to  recognize  the  ultimate  therapeutic 
value  and  benefit  of  gathering  a history  (“getting 


the  lull  story”)  and  recognizing  that  evaluation  is 
the  treatment.  It  is  the  physician’s  constnmnate 
ability  (d  “being  there”  for  the  patient  without 
feeling  uneasy,  helj)less,  guilty,  or  inade(|uate. 
This  art  can  he  and  should  even  he  a part  of  the  phy- 
sician-patient encounter  when  there  is  a definitive  med- 
ical treatment. 

While  it  may  be  redundant  to  reemphasize  it, 
physicians  must  lemembei  that  they  cannot  di- 
chotomize illness  into  mutually  exclusive  func- 
tional and  organic  categories.  Rather,  they  deal 
with  indi\iduals  who  concurrently  suffer  from 
emotional  and  jthysical  disorders,  d hese  condi- 
tions interrelate,  so  that  worsening  of  the  emo- 
tional aspects  has  a direct  effect  on  the  physical 
sickness  and  vice  versa.  Fhe  art  of  “doing  noth- 
ing” is  the  ability  to  heljj  jjatients  feel  better  about 
themselves  as  persons.  Fhe  following  stej)s  are 
involved  with  helping  by  “doing  nothing.” 

Avoid  Asking,  “What  Can  I Do?” 

All  physicians  are  aware  of  the  inner  attitude  and 
im|3erative  which  says,  “What  can  I do  or  say?” 
They  usually  become  more  occupied  with  an  an- 
swer than  focusing  on  “what  is  the  patient  telling 
me  about  his  or  her  problem?”  and  “what  else 
do  I need  to  know  to  understand  fully  what  or 
if  anything  needs  to  be  done?”  Any  time  the  pa- 
tient’s complaint  is  complicated  or  vague  and  any 
time  the  physician  does  not  know  definitely  what 
to  do  or  say,  he  or  she  is  obliged  to  think,  “I  must 
find  out  more  about  this.”  Clear  information 
about  symptoms  is  necessary  for  a medical  di- 
agnosis if  there  is  one,  but  the  physician  con- 
cerned about  a positive  outcome  also  must  know 
the  patient’s  assets  and  liabilities  (eg,  reliability) 
as  well  as  the  patient’s  potential  to  solve  prob- 
lems. This  does  not  require  the  inordinate  amount 
of  time  physicians  suppose.  The  process  of  ar- 
ranging time  to  clarify  the  patient’s  complaints 
or  find  out  what  the  patient  really  wants  is  the 
beginning  of  the  “do  nothing”  approach.  It  is 
offering  an  opportunity  for  the  patient  to  inform 
(teach)  the  physician,  which  in  itself  is  therapeu- 
tic. It  means  allowing  the  patient  to  leave  the 
office  without  a diagnosis,  prescription,  labora- 
tory slip,  referral,  or  advice.  This  approach  is 
based  on  the  following  suppositions: 

( 1 ) Do  not  presuppose  that  people  want  some- 
thing done. 

(2)  Do  not  presuppose  people  who  are  unwill- 
ing to  help  themselves  can  be  helped. 

(3)  Do  not  do  something  for  people  they  can 
do  themselves. 
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(4)  Do  not  presuppose  jjeople  want  to  give  uj) 
their  complaints. 

(5)  Do  not  presuppose  tliere  is  something  to 
offer. 

(h)  Everything  which  can  benefit  someone  can 
also  cause  harm. 

(7)  Every  person  is  capable  and  finds  it  helpful 
to  clarify  or  elaborate  about  what  is  really 
troubling  him. 

(8)  A physician  is  more  willing  to  listen  if  he  or 
she  is  aware  of  what  one  does  not  know 
rather  than  what  one  does  know. 

(9)  It  is  useless  for  physicians  to  treat  someone 
who  wants  attention,  not  intervention. 

(10)  Physicians  must  believe  and  understand  that 
they  can  be  of  value  to  people  without  al- 
ways knowing  in  what  way. 

Get  the  Patient’s  Story 

Paying  attention  and  getting  the  full  story  does 
not  have  to  he  accomplished  immediately  and,  in 
fact,  cannot  be  obtained  in  one  brief  session;  but 
when  done  appropriately,  it  brings  relief  from 
the  helplessness  which  patients  experience.  No 
dehnitive  answers  or  medical  procedures  are 
necessary  to  achieve  relief  or  encouragement, 
since  the  patient  feels  respected,  heard,  and 
understood.  A physician  must  understand  that 
an  investigating  stance  toward  a patient  is  more 
helpful  than  an  interrogating  one.  In  commu- 
nicating a state  of  discomfort  (illness),  the  patient 
brings  to  the  physician  a set  of  expectations  which 
are  based  on  what  the  patient  has  known  in  the 
past  about  people  who  help;  this  accounts  for  the 
benehcial  placebo  effect.-^**  The  process  of  elic- 
iting a personal  history  as  people  would  do  in 
developing  friendships,  is  the  cornerstone  of  the 
art  of  “doing  nothing.”  To  provide  comfort  to 
an  ill  patient,  the  physician  should  know  the  pa- 
tient, the  family  background,  culture,  religion, 
social  status,  occupation,  present  and  future  plans, 
habits,  and,  it  is  hoped,  the  patient’s  value  system. 
The  patient’s  ideas  about  the  cause  of  sickness 
and  its  “cure”  determines  what  type  of  treatment 
will  be  permitted,  how  compliant  a patient  will 
be,  how  faithful  and  loyal  the  patient  will  be  to 
the  physician,  and,  most  importantly,  how  one 
will  structure  one’s  life  to  cope  with  a sickness  or 
illness. 

How  to  investigate  the  patient’s  life  in  a careful, 
encouraging,  helpful  manner  is  the  skill  needed 
by  the  physician.  A suggested  screening  ques- 
tionnaire to  introduce  the  patient  and  physician 
into  personal  areas  of  clinical  interest  is  provided 
in  Table  2.  The  “do  nothing”  method  is  thera- 


peutic because  it  is  a collaborative  jtrocess  ol 
heljiing  the  j^atient  help  himself  or  herself  and 
finding  out  what  he  or  she  wants,  not  what  the 
jdiysician  or  othet  peoj)le  want  for  the  ])atient. 
To  elucidate  the  patient’s  attitude  about  helj)iug 
and  doing  for  himself,  the  following  (]uestions 
must  he  asked  during  the  initial  session; 

(1)  What  makes  your  condition  better? 

(2)  What  makes  your  condition  worse? 

(3)  What  do  you  feel  caused  your  condition? 

(4)  How  would  you  manage  if  your  problem  did 
not  improve?^' 

I he  physician’s  interest  in  the  answers  to  these 
questions  is  a vote  of  confidence  for  the  patient 
that  his  or  her  knowledge  and  concern  about  the 
condition  is  valued.  Also,  physicians  need  not  feel 
devalued  by  the  fact  that  they  are  not  the  only 
source  of  helpful  information  or  suggestions, 
since  patients  read  and  consult  many  non-med- 
ical sources  for  relief  and  comfort.  Physicians 
need  not  expect  themselves  to  be  the  solution  or 
part  of  the  solution  to  every  problem  presented 
by  patients.  Encouraging  the  use  of  self-help  pro- 
grams and  the  patient’s  self-generated  ideas  about 
what  to  do  is  a major  part  of  the  “do  nothing” 
approach. 

Maximize  the  Physician’s  Presence 

The  expectation  of  being  helped  is  powerful,  and 
the  physician’s  presence  makes  patients  feel  safe. 
Without  any  action,  guarantee,  or  promise  from 
the  physician,  most  patients  believe  the  presence 
and  attention  of  the  physician  will  lead  to  some 
form  of  relief.  When  the  physician  listens  atten- 
tively, encourages,  and  supports  the  necessity  to 
face  painful  experiences  and  the  distress  of  frtis- 
tration,  the  patient  feels  a bond  of  partnership. 
With  this  occurring,  patients  become  more  per- 
suadable when  physicians  point  out  or  suggest 
that  better  solutions  exist  for  old  or  new  prob- 
lems. 

A calm,  unhurried,  attentive  attitude  in  the 
midst  of  the  patient’s  fear  and  turmoil  is  essential. 
The  physician’s  personality  (“bedside  manner” 
and  charisma)  is  a major  factor  in  the  ability  to 
listen  to  a patient.  Physician-patient  interactions 
should  be  conducted  in  a private  comfortable 
setting  using  facilitating  interview  techniques,  eg, 
“you  mentioned  your  (father,  husband,  heart, 
sadness,  or  other),  and  I would  like  to  know  more 
about  that,”  or  “what  else  would  you  like  to  tell 
me  about  yourself?”  What  a person  wants  most 
from  a listener  is  a sense  of  psychological  pres- 
ence. He  or  she  wants  the  listener  to  reallv  be 
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ihcrc.  When  a i)liysician  works  in  a j)iivate  en- 
\ ii oninenlal  setting,  lias  eoinloi  table  eye  contact, 
a|)|)ro|)i  iale  body  motion,  and  attentive  jjosline, 
the  jiatient  can  leel  psychological  jiresence. 

Saying  nothing  and  listening  can  comrnnnicate 
accejitance.  Silence  on  the  jiart  ol  the  physician 
gives  the  patient  time  to  think  about  what  to  say 
and  thus  enables  one  to  go  deeper  into  the  prob- 
lem. Silence  also  allows  the  patient  to  proceed  at 
his  or  her  own  pace.  Silence  olten  serves  as  a 
gentle  midge  to  go  Inrther  into  a conversation. 
Silence  on  the  jiart  ot  patients  often  makes  phy- 
sicians ill  at  ease,  and  they  compulsively  begin  to 
talk  and  ask  cjiiestions,  as  ojijxised  to  just  waiting 
tor  the  patient  to  continue.'^  Physicians  who  can- 
not tolerate  silence  toens  attention  on  their  own 
inner  di.s(jiiiet,  rather  than  on  the  patient.  One 
ot  the  primary  tasks  of  a listenei  is  to  stay  ont  of 
the  other’s  way,  so  that  the  listener  can  discover 
how  the  sjieaker  views  the  situation.'^ 

Silence  or  “passive  listening”  is  a potent,  non- 
verbal message  and  can  be  used  effectively  to 
make  a person  feel  genninely  accepted.  How- 
ever, most  people  realize  that  one  cannot  remain 
silent  very  long  in  a human  interaction.  Talk  can 
heal  and  promote  constrnctive  change.  However, 
it  must  be  the  right  kind  of  talk.  Listening  does 
not  involve  a total  silence,  but  verbalizations  must 
be  oriented  to  helping  people  tell  their  stories 
more  fully,  not  preaching,  correcting,  or  advis- 
ing. It  is  well  known  that  people  do  a better  job 
of  problem  solving  when  they  can  talk  it  out  as 
ojjposed  to  merely  thinking  about  it  or  having 
someone  else  tell  them. 

Besides  using  proper  facilitative  interviewing 
technicjues,^^  the  principal  activity  of  a physician 
in  a “do  nothing”  session  is  offering  support  or 
encouragement.  The  four  basic  characteristics  of 
support  are: 

Positive  attitude:  This  involves  communicating 
verbally  and  non-verbally  that  “I  am  glad  to  see 
you.”  This  should  not  be  excessive  cheerfulness, 
exuberance,  or  f rivolity,  but  a quiet  sense  of  con- 
tentment in  being  with  the  patient. 

Agreement:  This  involves  finding  issues  and  state- 
ments with  which  to  agree  as  opposed  to  disa- 
greeing and  debating  with  patients.  A patient 
should  never  be  scolded  or  vigorously  corrected. 
Support  involves  focusing  on  what  is  positive 
(“that  seems  like  a good  point”)  and  helping  pa- 
tients find  good  things  about  themselves.  It  in- 
volves suggesting  rather  than  dictatorially  cor- 
recting (“have  you  considered?”  or  “has  it  oc- 


ciu  red  to  you?”).  The  j)hysician  intends  to  show 
resped  loi  the  patient  as  a competent  problem 
solver  and  to  discuss  openly  the  a))pi ojn  iateness 
of  medical  recommendations.  Phe  physician  must 
accept  a responsibility  for  persuading  patients  about 
health  behaviors  rather  than  commanding  obedi- 
ence 

Understanding:  I bis  involves  “active  listening”  and 
encouraging  the  patient  to  elaborate  on  issues.^' 
Wanting  to  know  about  the  patient’s  life  beyond 
the  immediate  problem  indicates  a desire  to  itn- 
derstand.  Uiulerstanding  requires  empathy. 
V\  hen  a jihysician  listens  empathetically,  he  or 
she  is  tr  ying  to  sense  the  jiatierrt’s  way  of  exjie- 
rierreirrg  and  lookirrg  at  the  wrn  Id.  Erreouragirrg 
arrd  allowirrg  the  expression  of  emotion  is  a furr- 
darnental  of  a “do  nothing”  sessiorr. 

Collaboration:  This  irrvolves  the  recogrritiorr  that 
the  patierrts  are  the  teachers. They  must  be 
given  permission  to  teach  the  physiciarr  about 
their  problems,  their  lives,  arrd  their  ideas  about 
treatrnerrt.  Collaboration  is  reinforced  by  asking 
patients  (“woirld  you  consider  . . . ?”)  if  they  would 
be  willing  to  have  a blood  test  or  other  procedure. 
Physicians  seldom  ask  patients’  permission  to  rec- 
ommend and  arrange  diagnostic  and  treatment 
procedures.  Support  is  as  nrirch  what  a physician 
does  not  do  as  what  he  or  she  does.  Support  is 
not  the  same  as  reassurance.  Physicians  should 
not  reassure  patients  unless  the  patient  specifi- 
cally asks,  “Doctor,  will  I be  OK?”  Global  reas- 
suring statements  such  as  “everything  is  OK”  or 
“you  are  just  hue”  are  seldom  helpful,  and  pa- 
tients usually  feel  casually  dismissed  when  they 
are  treated  this  way. 

Invite  Patients  to  Return  for  Another  'Visit 

The  principal  assistance  physicians  have  to  offer 
most  patients  is  the  opportunity  to  return  for 
another  visit.  “There  is  a lot  you  have  told  me 
that  I would  like  to  hear  more  about.  Would  you 
like  to  see  me  again  to  explain  it  more  fully?” 
Phis  statement  implies  that  the  patient  has  been 
heard,  cared  about  as  an  indiviclual,  and  gained 
understanding.  Seldom  do  patients  refuse  to  re- 
turn for  a scheduled  appointment  if  they  know 
the  specified  amount  of  time  available  to  talk. 
Of  fering  repeat  sessions  as  short  as  twenty  min- 
utes may  be  the  most  beneficial  thing  physicians 
can  “do”  for  their  patients.  Patients  usually  guide 
the  physician  as  to  the  number  of  sessions  needed 
for  their  improvement  and  their  requests  to 
lengthen  the  interval  between  visits. 
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Emphasize  the  Benefit  of  Time 

Patients  are  helj^ed  when  the  physician  says,  “My 
experience  with  this  prolilein  is  that  it  will  im- 
prove with  time  and  with  what  yon  have  already 
l)een  doing,  but  I would  like  to  see  you  again  if 
you  wish.”  Suggestions  discussed  may  latei  be 
turned  into  action  by  patients.  The  patient  usu- 
ally has  been  living  with  the  problem  lor  some 
time  and  will  survive  for  a while  longer.  “Doing 
nothing”  may  be  interpreted  negatively  by  some 
patients  as  the  physician  withholding  “curative” 
services.  However,  a majority  of  patients  react 
more  negatively  to  “doing  too  much  too  soon.” 
They  feel  as  if  physicians  have  not  listened,  pos- 
sibly made  a mistake  through  hasty  judgment,  or 
just  tried  to  get  rid  of  them.  When  patients  ask 
questions  such  as  “what  do  I do?”  or  “what  are 
you  going  to  do?”  answering  them  with  one  of 
the  following  direct,  but  honest  responses  will 
sufhce:  “I  am  not  sure  I know,  but  I would”;  “I 
do  not  know  what  to  suggest,  but  I would”;  “I 
do  not  think  that  is  something  I can  help  you 
with,  but  I would”;  “That  is  something  you  may 
have  to  answer  for  yourself,  but  I would”;  or  “I 
would  like  to  see  you  again  soon  to  hncl  out  more 
fully  what  the  nature  of  your  problem  is  and  keep 
in  contact  with  you  to  see  if  anything  else  might 
be  necessary.” 

Case  Presentation 

A 19-year-old  woman,  seen  initially  for  birth  con- 
trol evaluation,  was  recognized  as  having  recur- 
rent yeast  vaginitis.  Fhe  question  of  diabetes  mel- 
litus  arose  and  was  answered  when  a blood  sugar 
test  was  revealed  as  280  mg  per  cent.  The  as- 
signed family  practice  resident  called  the  patient 
without  any  introductory  discussion  and  told  her 
that  she  must  be  hospitalized  immediately  for 
instructions  about  using  insulin.  The  patient 
seemed  compliant  and  passively  dependent  to 
this  sudden  and  commanding  advice. 

The  woman  was  living  with  a boyfriend,  whom 
she  supported  by  working  as  a waitress.  She  had 
left  home  many  times  as  an  adolescent  because 
of  conflicts  with  her  mother  and  brother.  She 
had  dropped  out  of  school  at  the  age  of  17.  She 
had  no  memory  of  her  father,  who  deserted  the 
family  when  she  was  two. 

Upon  admission  to  the  hospital,  she  became 
belligerent,  hostile,  and  verbally  abusive  to  the 
resident  physician.  She  stated  she  did  not  want 
to  know  about  diet  or  insulin,  but  she  wanted 
another  medical  opinion.  An  internist  evaluated 
her  and  authoritatively  told  her  that  she  had  di- 
abetes and  required  insulin,  and  ordered  the 


nurse  to  administer  it.  VTrbal  abuse  toward  the 
resident  continued  with  statements  such  as  ''your 
insulin  has  made  me  feel  no  better,  and  I do  not 
know  why  I am  forced  to  stay  in  the  hosj)ital.” 
The  resident  was  angry  and  hin  t,  but  in  a con- 
trolled way  told  her  that  she  could  have  another 
physician  if  she  wished.  She  did  not  answer  and 
i|uietly  accepted  the  plans  for  discharge  and  fol- 
low-up visits. 

She  kept  one  outjiatient  visit  three  weeks  after 
discharge.  She  was  sullen  and  non-compliant.  It 
was  unclear  what  she  had  been  doing  with  her 
diabetic  regimen.  She  did  mention  in  that  visit, 
“That  goddamn  father  (jf  mine  only  gave  me  one 
thing  in  my  life.”  She  had  discovered  after  dis- 
charge that  her  father  was  diabetic.  The  resident 
talked  to  the  author,  and  the  following  issues 
were  elucidated. 

The  patient  was  involved  with  the  resident  in 
a “parent-child”  relationship  and  resented  and 
mistrusted  any  type  of  authority,  d'he  grief  re- 
action precipitated  by  the  loss  of  body  integrity 
(an  adolescent  developmental  lifestage  concern 
— “I  would  never  tell  anyone  I have  diabetes”) 
activated  all  of  the  previous  anger-provoking 
losses  in  the  woman’s  life  — father’s  abandon- 
ment, mother’s  rejection,  and  a girlfriend’s  death. 
I recommended  that  the  resilient  figure  out  a 
way  to  try  to  establish  a non-authoritarian  ap- 
proach. This  involved  inviting  the  patient  to  some 
sessions  to  talk  about  issues  in  her  life  other  than 
diabetes.  I encouraged  a “do  nothing”  approach 
and  urged  the  resident  to  clarify  what  the  patient 
was  really  concerned  about  (no  one  had  ever 
asked  her  about  any  of  her  concerns)  and  try  to 
become  her  trusting  “friend”  before  getting  too 
involved  with  specihc  medical  management.  Also, 
the  resident  was  urged  not  to  reject  his  patient 
by  pushing  her  to  another  jihysician. 

The  resident  should  have  “done  less”  initially 
by  not  assuming  total  responsibility  for  the  dia- 
betes and  trying  to  effect  an  immediate  rescue. 
Dehnitive  medical  recommendations  should  have 
been  suspended  until  the  patient  was  ready  to 
enter  into  a collaborative  relationship.  Retreating 
to  a less  authoritarian  stance  was  more  difhcult 
and  took  longer  than  it  would  have  in  the  begin- 
ning. 

rhe  patient  responded  well  to  a “do  nothing” 
approach  and  within  three  months  had  perfectly 
controlled  diabetes.  She  never  missed  any  of  her 
biweekly,  twenty-minute  apj^ointments.  Her  di- 
abetes was  seldom  discussed,  and  she  mentioned 
on  one  occasion,  “you  seem  as  interested  in  me 
as  in  my  diabetes.”  All  modifications  in  the 
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bioniedical  managcinciii  were  discussed  openly, 
and  she  remained  extieinely  cooperative.  I he 
resident  felt  all  ol  his  anger,  (rnstration,  guilt, 
and  rejection  evapoiate  from  the  relationship. 
He  lelt  that  he  had  truly  helped  hy  really  “doing 
nothing.” 

Summary 

Physicians  may  j^tolitahly  ask  tliemsehes  the 
c|iiestion,  “Is  what  I am  doing  (surgical  proce- 
dure, writing  a })rescrijjtion,  or  advising)  to  re- 
lieve my  helplessness  hy  feeling  obliged  to  do 
something,  or  is  it  truly  to  benefit  a known,  treat- 
able fully-evaluated  condition  of  the  patient?”  f he 
art  of  “doing  nothing”  recpiires  j^hysicians  to 
cliange  some  of  the  prevalent  attitudes  about 
helping  j)eople  and  to  focus  on  healing  rather 
than  curing,  ft  involves  avoiding  “doing  some- 
thing,” getting  the  patient's  story,  maximizing  the 
physician's  charisma,  inviting  jjatients  to  return, 
and  using  a “tincture  of  time.”  ft  is  obvious  that 
a physician  can  always  move  from  a “do  nothing” 
stance  to  a “do  something”  approach  if  inedically 
necessary,  hut  it  is  very  difhcidt  to  move  in  the 
opposite  direction. 
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Alcohol  and  Unintentional  Injury:  Beyond 
the  Motor  Vehicle 


Connection  Between  Alcohol  Ingestion 
Is  Focus  of  Review 


Ian  Rockett,  PhD,  MPH 
Sandra  Putnam,  MSc 


Injuries  are  the  fourth  leading  cause  of  death  in 
the  United  States  after  heart  disease,  cancer,  and 
cerebrovascidar  disease.’  But  more  importantly, 
they  are  the  leading  killer  of  Americans  between 
the  ages  of  one  and  44, ^ and  are  consequently 
ranked  hrst  in  terms  of  the  most  widely  used 
indicator  of  premature  mortality,  namely,  “po- 
tential years  of  life  lost  between  ages  one  and 
sixty-hve.”^ 

While  the  pertinent  morbidity  data  are  gross!) 
dehcient,  it  is  clear  that  the  mortality  hgures  rep- 
resent only  the  tip  of  the  injury  iceberg.  For  ex- 
ample, national  data  for  1980  indicate  that  in- 
juries were  the  leading  cause  of  physician  contacts 
and  accounted  for  more  than  one  quarter  of  hos- 
pital emergency  room  visits.^  Despite  the  enorm- 
ity of  the  problem,  injuries  have  been  relatively 
neglected  by  the  scientihc  community.^  However, 
aided  by  a substantial  infusion  of  federal  funds, 
the  Centers  for  Disease  Control  (CDC)  are  spear- 
heading concerted  efforts  to  reverse  the  legacy 
of  that  neglect.*’ 

Another  major  public  health  problem  that  is 
receiving  inadequate  funding,  and  thus  inade- 
quate research  attention,  is  that  of  the  negative 
health  effects  of  alcohol  ingestion.’  But  it  should 
be  added  that  The  National  Institute  on  Alcohol 
and  Alcohol  Abuse  (NIAAA)  is  active  in  stimu- 
lating such  research.  Given  the  adverse  physio- 
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and  Unintentional  Nonvehicular  Injuries 


logic  ef  f ects  of  prolonged  or  heavy  alcohol  inges- 
tion,* as  in  the  form  of  impaired  hue  and  gross 
motor  control,  it  is  not  surprising  that  injuries 
are  intimately  linked  to  alcohol  abuse.  This  re- 
lationship is  at  issue  in  this  paper.  More  specif- 
ically, the  alcohol  connection  is  examined  with 
respect  to  nonvehicular  unintentional  injuries. 
While  this  relationship  has  been  overshadowed 
in  the  literature  by  studies  of  the  links  between 
alcohol  and  vehicular  injury  on  the  one  hand, 
and  alcohol  and  violence  on  the  other,  it  none- 
theless warrants  serious  consideration  given  the 
magnitude  of  nonvehicular  unintentional  injury. 
Data  for  1982  reveal  that  the  latter  accounted  for 
52  per  cent  of  unintentional  injury  mortality  in 
the  United  States.*’  Averaged  triennial  data  for 
the  period  1980-1982  indicate  that  the  corre- 
sponding Rhode  Island  hgure  was  even  higher 
at  60  per  cent. 

Injury  mortality  serves  as  the  initial  focus.  At- 
tention then  shifts  to  injury  morbidity.  Issues  of 
data  quality  are  raised  in  reference  to  both  cat- 
egories. Mention  is  then  made  of  three  contin- 
uing studies  related  to  alcohol  and  injuries,  that 
should  shed  more  light  on  this  relationship.  Fi- 
nally, suggestions  are  proferred  concerning  data 
needs  and  countermeasures. 


Injury  Mortality 

While  nonvehicular  unintentional  injury  is  the 
outcome  of  interest,  it  must  be  acknowledged 
that  there  is  a grey  area  between  intentional  and 
unintentional  injury: 

Many  (jersons  addicted  to  alcohol  live  alone,  and  they  die  alone, 
unwitnessed,  in  a variety  of  ways.  They  are  found  in  rivers  in 
the  cold  of  winter,  and  one  cannot  determine,  for  example,  if 
they  slipped  on  the  ice  and  fell  through,  deliberately Jumpecf, 
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or  well-  puslifd  into  the  water.  So  it  is  witli  many  altoliolics 
(lying  from  dosed  liead  trauma  or  fiom  a (omhiiiation  of  drugs, 
iiu  liiding  alcoliol.'' 

Measuring  alcohol  ingestion,  and  defining  and 
assessing  alcohol  abuse,  too,  have  |)ro\en  for- 
inidahle  and  often  elusive  tasks."*  I hus,  nuich  of 
the  reported  research  that  follows  can  only  he 
viewed  as  suggestive.  Control  groups  are  typi- 
cally lacking.  Measurement  is  often  tenuous  and 
pootly  recorded,  and  sample  size  is  fre(]uently 
small.  Nevertheless,  the  weight  of  the  evidence 
remains  compelling. 

■\  study  of  medical  examiner’s  records  in  the 
District  of  Cailumhia  found  that  55  jier  cent  of 
80  nonvehicular  unintentional  injtirv  deaths  were 
associated  with  alcohol  ingestion.^  Not  only  is  al- 
cohol directlv  implicated  in  the.se  deaths,  but  in- 
dii  ectly  as  well.  Seven  of  the  victims  (nine  per 
cent)  ultimately  died  as  a result  of  the  inebriated 
state  of  others  charged  with  their  personal  saf  ety. 
For  example,  it  was  determined  that  two  young 
children  perished  in  a house  hre  because  their 
father  was  alcohol-impaired. 

Waller,  one  of  the  pioneers  in  injurv  control 
research,  carried  out  a stuefy  of  the  county  cor- 
oner’s records  in  Sacramento,  California."  Con- 
centrating on  the  population  over  14  years  of 
age,  he  found  that  alcohol  was  present  in  42  per 
cent  of  108  nonvehicidar  unintentional  injury  fa- 
talities, while  it  was  present  in  onlv  18  per  cent 
of  the  control  group,  d he  control  group  com- 
prised coroner’s  cases  who  died  of  nontraumatic 
illness.  Such  a control  is  essential  to  determine 
whether  coroner’s  injurv  cases  in  particular,  or 
all  coroner’s  cases,  are  highly  alcohol-related. 

Falls  are  the  leading  cause  of  nonvehicular  un- 
intentional injury  deaths  in  the  United  States.'*^ 
In  the  Fifth  Special  Report  to  Congress  on  Alcohol 
and  Health  it  was  estimated  that  40  per  cent  of 
fall  fatalities  were  tied  to  alcohol.  In  the  Sacra- 
mento study,"  it  was  found  that  70  per  cent  of 
fatal  fall  victims  had  measurable  blood  alcohol 
concentrations,  and  60  per  cent  had  concentra- 
tions equal  to  or  in  excess  of  0.10  per  cent  (100 
milligrams  per  100  milliliters).  A New  York  City 
study  revealed  that  41  per  cent  of  fall  victims 
registered  blood  alcohol  concentrations  of  0.10 
per  cent  or  higher. In  another  study  conducted 
in  Erie  County  in  New  York  State,  it  was  deter- 
mined that  2 1 per  cent  of  fall  fatalities  had  such 
a concentration."  It  is  important  to  note  that  the 
Erie  County  study  included  persons  who  died 
within  eight  hours  of  the  injury  event.  By  com- 
parison, Waller  employed  a six-hour  cut-off 
point."  He  argues  that  negative  blood  alcohol 


readings  obtained  from  ])eoj)le  who  survive  be- 
yond six  hours  are  meaningless.  Any  alcohol  in- 
gested may  have  already  been  metabolized. 

Drownings  and  (ires  comj)iise  the  final  cate- 
gories of  injury  moi  tality  that  are  sjjecifically  ad- 
dressed in  this  j)aj)er.  Data  for  1980  indicate  that 
they  follow  falls  as  the  most  imjjortant  external 
causes  of  nonvehicular  unintentional  injury  fa- 
talities in  the  L'nited  States. Averaged  triennial 
data  foi  1980-1982  show  a similar  situation  in 
Rhode  Island.*^ 

In  an  Australian  study  of  drowning  deaths, 
Flueckhahn  states  that  in: 

a signituaiu  proportion  of  tlie  accidental  drownings  which  oc- 
curred in  adults  , . . the  deceased  person  did  not  appear  to 
struggle  or  surface  following  immersion  and  even  when  pulled 
from  the  water  almost  immediately  was  foumf  to  be  dead  . . . 
the  fatal  event  was  generally  much  more  typically  a cardiac 
death  than  ...  a respiratory  death."’ 

He  goes  on  to  say  that,  while  the  suggestion  of 
a “heart  attack”  was  common,  autopsy  typically 
yielded  no  evidence  of  heart  disease,  injury,  or 
suffocation.  Instead,  a high  blood  alcohol  con- 
centration was  manifest.  The  possibility  that  peo- 
ple drown  after  losing  consciousness  due  to  al- 
cohol intoxication  needs  further  exploration. 
Similar  events  occur  on  the  highway,  when  in- 
toxicated drivers  “fall  asleep”  at  the  wheel  and 
consequently  swerve  off  the  road  or  into  adjacent 
or  oncoming  traffic. 

Berkelman  et  al  studied  the  medical  exam- 
iner’s records  in  Fulton  Countv,  Georgia.’’  Of  13 
drowning  victims,  who  were  between  the  ages  of 
24  and  62  years,  it  was  determined  that  about  70 
per  cent  (n  = 9)  had  blood  alcohol  concentrations 
of  0.10  per  cent  or  higher.  The  authors  utilized 
Waller’s  six-hour  survival  cut-off  point.  In  the 
New  York  City  study  cited  previously,  53  per  cent 
of  19  drowning  victims  were  at  the  0.10  per  cent 
blood  alcohol  level  or  higher.'^ 

Alcohol  use  and  alcoholism  appear  to  play  a 
major  causal  role  in  fires  that  often  have  adverse 
injury  outcomes  extending  beyond  the  alcohol- 
troubled  individual  who  was  responsible  for  the 
hre.  Drinking  and  smoking  interact  in  hre  caus- 
ation. It  has  been  observed  that  positive  blood 
alcohol  concentrations  are  manifest  in  three  times 
as  many  cigarette-induced  hre  situations  as  in 
those  not  linked  to  cigarettes.'*  In  Canada,  Dueik 
and  Ghezzo  conducted  a case-control  study  and 
discovered  that  the  principal  determinant  of  se- 
rious house  hres  was  the  number  of  alcohol  users 
who  were  residents  in  the  building  affected.'® 
The  relationship  was  positive.  In  terms  of  epi- 
demiologic impact,  the  Third  Special  Report  to  the 
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US  (Untgress  on  Alcohol  and  Health  states  that: 

Alcoliol  lowers  oxidation  in  the  cells  and  increases  a person’s 

chances  ol  snccinnhing  to  smoke  inhalation  and  suffotation. 

In  addition,  cloudy  jndgnient  and  slow  reflexes  itiay  make 

escape  or  rescue  more  difficult.'* 

Data  from  the  Sacramento  study  reveal  that  64 
})er  cent  of  hre  victims  had  blood  alcohol  con- 
centrations of  0. 1 0 per  cent  or  higher. ' ' 4'he  cor- 
responding hgure  in  the  New  York  Ciity  study 
was  46  per  cent.'^  In  the  Fulton  County  study,  it 
was  found  that,  of  SO  fatal  fire  victims  aged  be- 
tween 24  and  86  years  who  died  within  six  hours 
of  the  incident,  77  per  cent  had  ingested  alco- 
hol.*^ Moreover,  6S  per  cetit  registered  blood  al- 
cohol readings  of  O.IO  per  cent  or  higher. 

Injury  Morbidity 

Despite  the  large  number  of  cases  available  for 
study,  difhculties  with  the  cpiality  of  alcohol-re- 
lated injury  mortality  studies  are  compounded 
when  the  outcome  determination  is  morbiditv. 
Solomon  et  al  contend  that  physicians  carry  their 
own  sets  of  emotional  and  cultural  baggage  that 
can  hamper  their  abilities  accurately  to  detect, 
diagnose,  and  hence  quantify  alcohol  use  among 
their  patients. In  their  study  of  a sample  of 
emergency  room  physicians,  these  researchers 
uncovered  a gross  discrepancy  between  the  per- 
centage of  patients  they  identihed  as  alcoholic  or 
alcohol  abusers,  and  the  percentage  reported  by 
the  physicians.  The  latter,  who  were  not  given 
specihe  training  in  identifying  problem  drinkers, 
were  underestimating  the  reality.  Clinical  assess- 
ment of  alcohol  involvement  by  such  methods  as 
detection  of  alcohol  on  the  breath  or  evaluating 
a staggering  gait,  slurred  speech  patterns,  or  ag- 
gressive or  otherwise  inappropriate  behavior  is 
subject  to  substantial  error.  For  example,  some 
of  this  aberrant  behavior  may  be  a product  of 
drug  use  other  than  alcohol,  or  of  some  unrec- 
ognized illness  that  mimics  the  symptoms  of  al- 
coholism, such  as  diabetes  or  multiple  sclerosis. 

Physician  and  other  provider  underreporting 
of  alcohol  involvement  may  partly  reflect  either 
implicit  rejection  of  the  disease  model  of  alco- 
holism or  the  belief  that  recording  alcohol  use  is 
not  uniformly  of  clinical  relevance.  However,  the 
barriers  to  remedying  the  situation  transcend 
both  physician  denial  and  biases  based  on  social 
class,  sex,  age,  race,  and  ethnicity.  Physicians  are 
often  well-attuned  to  the  fears  of  hospital  or 
health  maintenance  organization  (HMO)  admin- 
istrations regarding  litigation  concerning  any  al- 
leged breach  of  confidentiality.  A related  issue  is 


that  physicians  and  administiators  are  reluctant 
to  lose  valuable  j)hysiciau  time  to  the  demands 
of  court  testimony. 

I he  fact  that  less  sevetelv  injured  individuals 
can  deliberately  delay  au  emergency  loom  visit, 
or  hy|)ass  the  emergency  room  system  altogether, 
also  hampers  efforts  to  obtain  accuiate  (fata  le- 
gal (ling  the  role  of  alcohol  in  causing  injury.  Fur- 
thermore, it  is  important  to  re-emphasize  that 
blood  alcohol  readings  must  be  taken  within  at 
least  six  hours  of  these  events. 

Fxamples  of  emergency  room  studies  of  al- 
cohol-related nonvehicular  unintentional  injury 
morbidity  are  rare,  regardless  of  quality.  One 
well-controlled  study  was  conducted  in  a large 
hospital  in  Boston,  Massachusetts  by  VVechsler  et 
al.'^‘  Fhe  study  and  comparison  groiq^s  were 
drawn  from  jiatients  over  15  years  of  age,  who 
were  seen  in  the  emergency  room  over  the  course 
of  a year.  Blood  alcohol  concentrations  were 
measured  jii  incijially  with  a breathalyzer.  Where 
use  of  this  technicjue  jjroved  infeasible,  efforts 
were  made  to  (jbtain  the  evidence  from  a venous 
blood  sample.  In  addition,  interviewers  en- 
deav(jred  to  ascertain  whether  there  was  evi- 
dence of  “alcohol  on  breath”  at  the  time  of  emer- 
gency room  visit.  Su])plementary  information  on 
drinking  behavior  and  sociodemographic  back- 
ground characteristics  was  obtained  from  the  in- 
terviews and  from  hospital  records. 

Fhe  Boston  study  revealed  that  about  22  per 
cent  of  620  home  injury  cases  wIkj  were  breath- 
tested  had  positive  bh^od  alcohol  concentra- 
tions.-' Half  of  them  registered  readings  of  0.05 
per  cent  or  higher.  By  c(jmparison,  less  than  10 
per  cent  (jf  2,633  noninjury  cases  yielded  positive 
blood  alcohol  readings.  Although  the  samples 
were  smaller,  persons  whose  alcohol  status  was 
measured  by  either  of  the  two  alternative  meth- 
ods, that  is,  through  blood  sanqjles  or  on  the  basis 
of  “alcohol  on  breath,”  showed  positive  alcohol 
involvement  in  almost  18  per  cent  of  home  injury 
cases  (n  = 62)  and  (jnly  four  per  cent  of  noninjury 
cases  (n  = 892).  Occupational  injury  cases  mani- 
fested a smaller  proportion  of  positive  blood  al- 
c(jhol  concentratic^ns  than  home  injury  cases,  but 
the  figure  was  still  substantially  higher  than  that 
for  noninjury  cases.  The  proportion  detected  with 
the  breathalyzer  was  about  1 5 per  cent,  while  that 
with  the  alternative  measures  was  13  per  cent. 

These  findings  still  obtained  when  controls 
were  implemented  with  respect  to  drinking  after 
the  injury  event  (^r  symptoms  precipitating  the 
emergency  room  visit.  This  was  also  the  case  when 
sex,  age,  social  class,  marital  status,  and  duration 
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l)etvvccMi  injury/illncss  and  visit  were  controlled. 
Race  and  ethnicity  were  not  consideied.  Wech- 
sler  et  al  also  Idnnd  that  j)ositive  alcohol  readings 
were  distributed  ecjiially  among  the  home  injury 
cases  in  terms  of  major  categoiies  of  external 
cause,  namely,  cutting  and  piercing,  falls,  fires, 
and  collisions. 

in  a recent  study  of  a satnjjle  of  2,5 Id  emer- 
gency room  patients  at  San  Francisco  (ieneral 
lfos|Mtal,  23  per  cent  of  injury  cases  had  j)ositive 
hreathaly/er  readings,  a significantly  higher  per- 
centage than  that  of  iioninjnry  cases. A similarly 
high  degree  of  alcohol  involvement  was  observed 
by  Wechsler  et  al.^'  d'his  contrasts  with  the  low 
incidence  (1.4  per  cent)  found  by  Amdnr  in  his 
emergency  room  study. Solomon  et  al  j)oint  to 
the  discrej3ancy  in  these  results  to  question  the 
validity  of  relying  on  a retrosjjective  review  of 
emergency  room  data  to  assess  alcohol  status.-’" 
Unlike  Wechsler  et  al,  Amdur  resorted  to  the 
retrospective  approach. 

In  a study  of  94  home  injury  cases,  Kirkpatrick 
and  Taubenhaus  report  that  intoxicated  persons 
(dehned  as  having  a blood  alcohol  concentration 
in  excess  of  0.15  per  cent)  incurred  less  severe 
injuries  than  their  more  sober  counterparts.-'^ 
I bis  is  consistent  with  a popular  notion  that  the 
former  are  likely  to  be  more  relaxed  than  the 
latter  at  the  time  of  injury,  and  hence  are  rela- 
tively more  protected.  Honkanen  and  Visuri  con- 
hrm  the  severity  finding  in  a Finnish  study,  but 
they  suggest  that  this  “could  partially  be  the  re- 
sult of  (unnecessarily)  intensive  care  of  the  in- 
toxicated until  injury  as  a cause  of  unconscious- 
ness has  been  ruled  out.”-^ 

Given  the  prevailing  uncertainty,  it  is  imper- 
ative to  investigate  further  the  relationship  be- 
tween alcohol  ingestion  and  injury  severity.  Se- 
verity should  be  measured  as  an  interval  scale 
variable  such  as  the  Injury  Severity  Score,  which 
is  based  on  the  Abbreviated  Injury  Scale. 

Clearly,  objective  quantifiable  measures  of  al- 
cohol use  among  patients  are  strongly  preferable 
to  observational  measures.  Reference  has  been 
made  to  two  objective  measures,  namely,  blood 
and  breath  testing.  A third  measure  is  the  dip- 
stick. This  newly  developed  technology  enables 
alcohol  to  be  detected  in  saliva,  urine,  or 
serum.-"- Quantification  is  cruder  than  that  ob- 
tained through  the  other  two  measures,  and  the 
technology  is  still  being  refined.  However,  on  a 
more  positive  note,  the  dipstick  may  prove  less 
threatening  to  patients  than  the  other  measures 
and  thus  enhance  participation  in  epidemiologic 
studies  concerned  with  alcohol  use. 


Some  Current  Studies 

Both  injury  control  and  alcoholism  and  alcohol 
abuse  research  are,  to  boriow  a jjlnase  from  the 
political  economist  W.  W.  Rostow,  in  the  stage  of 
“take-off. 1 he  imjjortant  relationshij)  between 
the  two  and  the  extent  of  the  ignorance  con- 
cerning its  exact  nature  have  not  been  lost  on 
NIAAA  and  (d)G.  NIAAA  has  channeled  f unds 
through  (4K;  to  su))j)ort  two  jjotentially  land- 
mark studies  that  are  examining  the  alcohol-in- 
jury nexus  from  different  peisjjectives. 

I he  first  study,  which  is  being  imj)lemented 
by  Johns  Hojjkins  University,  is  examining  the 
f easibility  of  establishing  a j^opulaticm-based  sur- 
veillance system  to  monitor  alcohcjl-related  in- 
juries in  terms  of  their  nature  and  severity. Data 
sources  are  emergency  room  charts,  hosj:>ital  rec- 
ords, and  medical  examiner’s  records.  The  geo- 
graphic area  of  study  conq^rises  the  city  of  Bal- 
timore and  the  five  adjacent  counties.  It  is 
anticipated  that  it  will  be  possible  to  make  rural- 
urban  distinctions  and  comparisons  between 
whites  and  non-whites.  Breathalyzers  are  being 
used  to  measure  blood  alcohol  concentrations  in 
the  emergency  rooms.  To  the  same  end,  blood 
tests  are  being  administered  in  the  cases  of  those 
severely  injured  patients  who  are  transferred  t(j 
a trauma  center  for  treatment. 

A longer-term  goal  of  the  surveillance  system, 
should  it  prove  feasible,  is  to  evaluate  interven- 
tions aimecf  at  reducing  alcohol-related  injuries 
and  their  severity.  The  second  NIAAA-CUC- 
sponsored  study  is,  in  fact,  a community-based 
surveillance  and  intervention  study. It  is  being 
conducted  by  the  Rhode  Island  Department  of 
Health  and  is  expected  to  last  four  years.  The 
study  involves  three  Rhode  Island  communities, 
and  a major  component  is  data  collection  on  a 
sample  of  all  injury  and  illness  cases  presenting 
at  hospital  emergency  rooms.  There  is  a provi- 
sion for  internal  controls.  At  the  time  of  writing, 
the  nature  of  the  study  interventions  has  not  been 
finally  established. 

A further  study  utilizes  linked  records  from 
an  HMO.  Specifically,  a hypothesis  is  being  tested 
that  children  in  intact  families  with  an  alcoholic 
parent  manifest  higher  injury  rates  than  children 
in  matched  families  with  non-alcoholic  parents. 
A conservative  bias  is  likely  to  operate  because 
alcoholics  are  defined  as  those  who  have  been  so 
identified  in  counseling.  This  group  of  alcoholics 
represents  rarely  studied  individuals,  those  who 
have  a relatively  low  level  of  familial  and  work 
role  impairment  despite  their  problem  drinking. 
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The  aims  of  this  study,  whicli  is  being  con- 
ducted by  the  authors  of  this  pa])er,  f urther  re- 
flect recognition  of  the  fact  that  the  alcohol-in- 
jury  relationship  is  not  always  direct.  For  example, 
living  with  familial  alcoholism  mav  be  an  impor- 
tant injury  risk  factor  among  children  due  to 
elevated  shared  exposures  to  events  such  as  house 
hres  and  motor  vehicle  crashes,  greater  parental 
neglect  and  child  abuse,  and  the  increased  like- 
lihood that  children  with  an  alcoholic  parent  or 
parents  will  “act  out”  to  seek  attention  or  become 
careless  as  a result  of  depression  or  jjreoccupa- 
tion. 


Data  Needs  and  Countermeasures 

If  the  alcohol-injury  relationship  is  to  be  under- 
stood and  successfully  addressed  through  appli- 
cation of  effective  interventions  or  countermea- 
sures, it  is  necessary  to  upgrade  the  quality  of 
data  on  both  alcohol  ingestion  and  injury  mor- 
bidity. The  quality  of  injury  mortality  data  tends 
to  he  reasonably  good  in  the  United  States.  How- 
ever, the  morbidity  data  could  be  markedly  im- 
proved if  E-codes  (external  causes)  were  rou- 
tinely reported  in  hospital  and  emergency  room 
records,  ft  is  noteworthy  that  the  Rhode  Island 
Department  of  Health  is  collaborating  with  the 
Johns  Hopkins  University  on  a CDC-sponsored 
project,  which  is  idtimately  aimed  at  improving 
the  coverage  and  accuracy  of  E-coding  in  hos- 
pitals, both  in  Rhode  Island  and  throughout  the 
nation. 

Alcohol  data  present  an  even  more  formidable 
challenge  with  regard  to  quality  than  injury  mor- 
bidity data  because  of  their  potentially  contro- 
versial character.  However,  there  are  two  over- 
riding reasons  for  routinely  recording  alcohol 
information  on  all  injury  cases.  The  hist  relates 
to  the  capacity  to  provide  appropriate  medical 
care,"  and  is  especially  important  in  cases  of  head 
trauma. The  second  reason  concerns  detec- 
tion, often  early,  of  problem  drinking'^  and  the 
concomitant  potential  for  referring  alcohol-trou- 
bled persons  to  treatment.  Maull"  recommends 
that  appropriately  trained  personnel  should  be 
an  integral  part  of  the  staff  on  all  acute  trauma 
units. 

Obviously,  an  important  source  of  counter- 
measures against  alcohol-related  injury  and  re- 
peat injury  is  the  health  care  system.  However, 
injuries  can  be  avoided  and  their  severity  re- 
duced in  the  short  run,  through  pervasive  ap- 
plication of  passive  countermeasures  at  the  locus 
of  possible  injury  events. This  approach  em- 


phasizes modification  of  the  environment  rather 
than  modification  of  individual  behavior.  Ex- 
amples  of  passive  countermeasures  abound.  1 hey 
include  fire-resistant  fabrics,  smoke  detectors, 
swimming  pool  fences,  child-proof  containers, 
and  staircase  guardrails. 

Although  the  effectiveness  of  jiassive  counter- 
measures in  diminishing  injury  is  undeniable,  it 
is  important  that  they  be  complemented  by  pub- 
lic education  on  both  alcohol  use  and  injury  pre- 
vention. This  education  shoidd  be  continuous,  as 
the  human  retention  span  is  often  short,  ft  should 
be  viewed  as  a longer-term  rather  than  a short- 
term intervention  strategy.  Moreover,  it  must  start 
with  the  elementary  school  segment  of  the  pe- 
diatric population,  since  only  those  who  abstain 
from  alcohol  can  avoid  alcoholism  with  absolute 
certainty. 

While  j^revention  efforts  still  fall  short  of  ma- 
turity, the  adverse  relationship  between  drinking 
and  driving  is  generally  well  acknowledged  by 
society. Miich  less  appreciated  is  the  etiologic 
connection  between  alcohol  ingestion  and  noti- 
vehicular  unintentional  injuries,  a connection  of 
profound  importance  in  view  of  the  evidence 
presented  here.  Relevant  research  activities  are 
increasing,  and  in  turn  they  will  heighten  societal 
awareness  of  the  alcohol-injury  nexus  and  pro- 
mote prevention.  However,  even  greater  prog- 
ress could  be  achieved  if  responsibility  for  alco- 
hol, as  well  as  for  firearms  and  tobacco,  became 
an  integral  part  of  the  public  health  domain.-’^ 
Currentlv,  these  three  major  vehicles  of  injury 
and  disease  fall  under  the  control  of  the  De- 
partment of  Treasury.  Ehis  administrative  ar- 
rangement inevitably  underscores  their  revenue- 
generating capacity  and  detracts  from  their  le- 
thal potential. 


References 

‘ National  Center  for  Healtli  Statistics:  Mnlti[)le  causes  of  death 
in  tlie  L'nited  States.  Monthly  V'ital  Statistics  Report  32: 13.  1984. 
^ National  Center  for  Health  Statistics:  .\dvance  re|x)rt  of  hnal 
inortalitv  statistics,  1980.  Monthly  V'ital  Statistics  Rejrort  31:22- 
26.  1981 

' Centers  for  Disease  Control:  Table  V'.  Years  of  potential  life  lost, 
death  and  death  rales,  by  causes  of  death,  and  estimated  number 
of  physician  contacts,  by  princi])al  diagnosis.  MMVVR  31:599, 

1982. ' 

' National  Center  for  Health  Statistics:  Physicians'  \isits,  volume 
and  interval  since  last  visit.  United  States,  1980.  Data  from  the 
National  Health  Survey,  Series  10,  No.  144,  1983. 

’ Baker  SP.  O'Neill  B.  Karpf  RS:  The  Injury  Fact  Book.  Lexington: 
DC  Heath.  1983. 

''  Committee  on  Trauma  Research:  Injury  in  America:  .4  Continuing 
Public  Health  Problem.  Washington,  DC:  National  Academy  Press, 

1983. 


September,  1986  — Vol.  69 


423 


’’  Sihifriii  l.(i,  llailsog  (J',,  Brand  1)11:  Ccjsls  ol  altoliolism  and 
alcoliol  abuse  and  ilicir  l elation  to  alcoliol  rcscarc  li,  in  Institute 
ol  Medicine,  Alcohotum,  Alcohol  Ahusc  and  Related  Problems.  Wash- 
ington, DC:  National  Academy  I’ress,  |)|).  Iti.5-I8(j,  1981). 

" Moskovit/,  11:  Adverse  elletts  ol  alcohol  atid  otliei  dings  on 
human  pet  lot  inaiK  e.  Alcohol  Ileallhand  Reseitrdi  Wot  Id,  Sum- 
met , III,'),  198.''). 

' Riddick  1,,  Luke  |L:  Alcohol-ttssoi  iaied  detiihs  in  the  Distrid  ol 
Colmnhia.  I I'orensic  ,Sci  82:19;L.'')02,  1978. 

Alcoliol,  Ding  Ahuse,  and  Mental  Health  Administration:  Piflh 
Sfiecial  Rejiorl  to  the  US  Congress  on  Alcohol  and  Health.  DlllLS 
I’uhlicaiion  No.  (Al)M)8d- 1 29 1 , Washington,  DC:  IkS  Covet  n- 
ment  Priming  Ollice,  Decemher  1988. 

" Waller  |A:  Nonhiglivvav  injury  fatalities.  1.  Lite  role  ol  alcohol 
and  |)rohlcm  di  inking,  di  tigs,  and  medical  impaii  inent.  J Citron 
Dis  2,'):88-4.5,  1972. 

Wot  Id  Health  Organization:  World  Health  Statistics  Annual.  Cc- 
neva,  1981. 

1 laherman  PW,  ILiden  MM:  Alcohol.  Other  Drugs,  and  Violent  Death. 
New  \ork:  Oxford  I'niversity  Press,  l‘)78. 

" Centers  for  Disease  Control:  Alcohol  and  violent  death  — Lrie 
County,  New  York,  1978-1983.  MMWR  38:229-227,  1984. 
Rockett  1:  ,‘\  profile  of  injury  mortality  in  Rhode  Island,  lf)80- 
1982.  R1  Med  I h8:.')43-.'')47,  1985. 

Pluekhalm  VD:  Alcohol  consumption  and  death  by  drowning  in 
adults:  A 24-year  epidemiological  analysis.  J Stud  /Mcoliol  43:445- 
452,  1982. 

” Berkelman  RL,  Herndon  |L,  Callaway  JL,  et  al:  Fatal  injuries 
and  alcohol.  Am  ) Prev  Med  1:21-28,  1985, 

.“Mcohol,  Drug  Abuse,  and  Mental  Health  ,-\dministration:  Third 
Special  Report  to  the  US  Congress  on  Alcohol  and  Health.  DllF.W 
Publication  No  (ADNf)  79-832,  Washington,  DC:  L'S  (iovern- 
ment  Printing  Office,  June  1978. 

Dueik  S,  Ghezzo  HR:  Epidemiology  of  accidental  hcame  fires  in 
Montreal.  Accident  Anal  Prev  12:67-73,  1980. 

Solomon  J,  Vanga  N.  Morgan  JP,  et  al:  Emergency  room  phy- 
sicians' recognition  of  alcohol  misuse,  J Stud  .Alcohol  41:583- 
586,  1980. 

Wechsler  H.  Kasey  EH,  Ehurn  D,  et  al:  Alcohol  level  and  home 
accidents.  Public  Health  Rep  84:1043-1050,  1969. 

Ste|)hens  CJ:  A study  of  alcohol  use  and  injuries  among  emer- 
gency room  patients.  Paper  presented  at  the  Symposium:  Sta- 
tistics and  Alcohol-Related  Casualties,  Toronto,  Ontario,  Au- 
gust, 1985. 

Anidur,  MA:  Alcohol-related  problems  in  a general  hos|)ital 
emergency  room.  IMJ  148:509-510,  1975. 

Kirkpatrick  )R.  Taubenhaus  L):  Blood  alcohol  levels  of  home 
accident  patients,  Q[  Stud  Alcohol  28:734-737,  1967. 
Honkanen  R,  Vfisuri  T : Blood  alcohol  levels  in  a series  of  patients 
with  special  referetice  to  accident  and  type  of  injitry.  .\nn  Chit 
Gytiecol  65:287-294,  1976. 

“ Baker  SP,  O'Neill  B,  f laddoti  W,  et  al:  The  injury  severity  score: 
A tnethod  for  describing  |)atietits  with  multiple  injuries  atid  eval- 
uating emergency  care.  | Trauma  14:187-196.  1974. 

-'  Barancik  |1.  Chatterjee  BE:  Methodological  cotisiderations  in  the 
use  of  the  abbreviated  itijitry  scale  iti  trauma  epidemiologv.  J 
Trauma  21:627-631,  1981. 

Greenspati  L,  McLellan  BA,  Greig  H:  Abbreviated  injitry  scale 
and  injury  severity  score:  A scoring  chart.  J Trautna  25:60-64, 
1985. 

Kapur  BM,  Israel  dipstick  methodology  for  rapid  deter- 

niinatioti  of  alcohol  in  body  fluids.  Clin  Chem  29:1  178.  1983. 
Podolsky  D:  Determining  alcohol  coticentratioti.  J .Addiction  Re- 
search Foundation  Spring:  17,  1985. 

Rostow  WW:  The  Stages  of  Economic  Cfrowth:  .A  Non-Com- 
munist Manifesto,  l.ondon:  Cambridge  Lhiiversitv  Press,  1960. 
The  Johtis  Hopkins  University  (S.  Teret  et  al):  .Alcohol-related 
injury  surveillance:  .A  proposal.  May  30,  1984, 


75  Davis  Street 

Providence,  Rhode  Island  02908 


STARKWEATHER  & SHEPLEY 

PROVIDES  MORE  MALPRACTICE 

INSURANCE  FOR  RHODE  ISLAND 
DOCTORS  THAN  ANY  OTHER 
AGENCY....  ANYWHERE 

PLUS  insurance  for 

tax  audit 
partnership 
disability  income 
worker’s  compensation 
fire/ theft/ auto 

and  group  insurance, 
pensions,  benefits 

Since  7879 

STARKWEATHER  & SHEPLEY,  INC. 

1 55  South  Main  Street 
Providence,  Rhode  Island  02903 
(401)  421-6900 


424 


Rhode  Island  Medical  Journal 


HAVE  YOU  HEARD? 


Clear-cut  advantages  for  early  surgical  interven- 
tion have  been  demonstrated  by  the  Diabetic  Ret- 
inopatby  Vitrectomy  Study,  a mnlticenter, 
randomized  clinical  trial  snjjported  by  the 
National  Eye  Insitnte.  In  the  study,  1,600  eyes 
reduced  to  visual  acuity  of  5/200  or  less  were 
randomly  assigned  to  either  early  surgical  in- 
tervention or  intervention  delayed  for  one  year. 
After  two  years,  25  per  cent  of  the  early  group 
bad  visual  acuity  of  10/20  or  better  com})ared 
with  15  per  cent  of  the  deferred  group.  Results 
were  even  better  among  younger,  early-onset  di- 
abetic patients:  36  compared  with  12  per  cent. 
The  study,  from  16  major  medical  centers, 
appears  in  the  November  1985  issue  of  the  Ar- 
chives oj  Ophthalmology.  This  study  documents  that 
early  intervention  “provides  a better  chance  for 
prompt  recovery  of  useful  vision.” 

• • • 

While  growth  hormone  can  correct  short  stature, 
it  does  not  necessarily  assure  a normal  productive 
life,  according  to  a report  in  the  November  1985 
issue  oi  the  American  Journal  of  Diseases  of  Children. 
In  a study  of  1 16  Canadian  adults  who  had  been 
treated  with  growth  hormone,  researchers  found 
that  unemployment  rates  were  much  higher  and 
that  marriage  rates  were  much  lower  than  nation- 
al norms.  The  study  included  86  men  and  30 
women  between  the  ages  of  18  and  38,  most  of 
whom  had  completed  formal  education  compa- 
rable to  their  siblings  and  peers.  Among  the  find- 
ings: 25.4  per  cent  were  unemployed  with  rates 
lor  those  younger  than  25  years  of  age  45  per  cent 
and  those  25  years  and  older  23  per  cent.  Nation- 
al averages  for  these  age  groups  were  21.2  per 
cent  and  9.4  per  cent  respectively.  The  percen- 
tage of  those  married  was  less  than  30  per  cent  of 
the  expected  age-adjusted  rate. 

“Before  treatment,  children  with  growth  hor- 
mone deficiency  have  been  described  as  being 
socially  isolated  and  psychologically  immature,” 
say  Doctor  Heather  J.  Dean  and  her  colleagues 
from  the  University  of  Manitoba  in  Winnipeg. 
“After  one  or  two  years  of  growth  therapy,  many 
of  these  children  have  persistent  severe  personal- 
ity difficulties  despite  increased  linear  growth.” 

Their  evaluation  of  the  social  outcome  of  treat- 
ed patients  underscores  severe  therapeutic  fail- 
ings. Of  the  90  patients  not  attending  school,  70 
still  lived  with  parents  or  relatives.  Puberty  oc- 
curred spontaneously  in  63  per  cent  of  the  pa- 
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liciits.  I he  teinainiiig  per  cent  were  receiving 
sexsteioicl  l eplacement  tliei  ajjyal  the  time  of  t lie 
study.  Only  13  |)er  cent  were  inanied  as  com- 
pared with  the  national  average  of  71.1  j>er  cent 
lor  their  age  group,  and  only  5")  j)er  cent  of  the 
unmarried  patients  were  dating  regularly. 

I he  researchers  (onclude  that  new  jiatient 
management  sti  ategies  are  needed,  inc  hiding  the 
design  of  spec  ilk:  goal-oriented  iisychotheiajieu- 
tic  jirograms.  “Since  inc:reased  height  does  not 
necessarily  lead  to  normal  social  integration  in 
adult  life,  the  goals  of  growth  hormone  therapy 
for  normal  shot  t chilchen  must  he  caref  ully,  hut 
urgently,  evaluated  in  view  of  the  future  unlim- 
ited su]:)ply  of  growth  hot  inone  jjroduced  hv  re- 
comhinant  DNA  technology.” 

• • • 

A rej^ort  of  a fatal  bacterial  infection  after  a blood 
transfusion  apjjears  in  the  November  1985  issue 
of  the  Archives  of  Pathology  and  Laboratory  Medicine, 
prompting  an  editoi  ial  warning  to  jjhysicians  to 
be  alert  to  bacterial  as  well  as  other  blood  con- 
taminants. l)i . 1).  Craig  Wright  and  his  colleagues 
from  the  Walter  Reed  Army  Medical  Center  in 
Washington,  DCi  report  on  a 61 -year-old  bypass 
patient  who  received  blood  contaminated  with 
Yersinia  enterocolitica,  which  led  to  septic  shock 
and  death.  While  uncommon,  bacterial  blood 
contaminatic^n  clearly  can  he  as  dangerous  as  con- 
tamination by  hejjatitis  or  HTLV-III  viruses, 
comments  Doctor  hyrcjn  A.  Myhre  of  the  UCiLA 
Schoc:)!  of  Medicine.  “A  considerable  jDCJiticjn  cjf 
these  reactions  are  preventable  bv  gcjod  historv- 
taking  and  gc:>od  technicjue,”  he  adds. 

• • • 

d he  Hewlett-Packard  Company  has  announced  a 
new,  fully  integrated  cjuantification  software 
package  for  the  HP  77020  AC/AR  phased-array 
Doppler  imaging  systems.  This  software  allows  a 
physician  or  sonographer  to  obtain  real-time 
Doppler  measurements  and  calculations  during  a 
patient’s  visit  and  retain  them  for  playback.  The 
neecf  for  the  patient  to  return  for  additional  scan- 
ning can  be  reduced  as  can  the  time  spent  making 
manual  calculations  at  the  end  of  the  day. 
Moreover,  real-time  data  can  provide  surgeons 
with  the  c|uantitative,  decision-making  informa- 
tion they  need  to  determine  whether  f urther  test- 
ing is  required. 

There  are  four  reports  available  in  the  pack- 
age. Each  includes  a specific  set  of  calculations 
and  measurements  grouped  according  to  the  spe- 
cific Doppler  study  desired.  The  four  reports  are: 
pressure  gradients,  pressure  half-times,  flow 
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volumes,  and  user-configurable.  For  ea(  h of  the 
tour  fuiutional  study  groups,  there  is  a complete 
measurement  menu  available  and  a cot  resjiond- 
ing  full-screen  rej)ort,  which  summarizes  data  in 
a clear,  concise  one-jjage  report. 

A track-hall,  conveniently  jdaced  on  the  key- 
hoaixl  for  easy  access  during  studies,  can  he  used 
for  tracing  irregidar  anatomical  structures.  In 
two-dimensional  studies,  the  area  of  interest  can 
he  computed  by  sini])ly  tracing  the  boundary.  In 
Doppler  studies,  the  velocity  s|)ectrum  can  he 
traced  with  the  trackball  to  give  the  area  under 
the  cut  ve. 

All  existing  HP  phased-array  owners  may  add 
the  complete  HP  Doppler  (juantif ication  analysis 
package  to  their  present  Doppler  systems.  The 
package  will  he  standard  on  all  new  phased-array 
Doppler  imaging  systems  delivered  after  Decem- 
ber 3 1,1985'. 

• • • 

Hay  fever  is  the  most  common  allergic  disease  in 
this  country,  af  fecting  between  18  and  20  million 
Americans,  according  to  the  report  Hay  Fever, 
published  by  the  American  Council  on  Science 
and  Health  (ACSH).  The  Council  is  an  indepen- 
dent, nonprofit  consumer  educatioti  organiza- 
tion promoting  scientifically  balanced  evalua- 
tions of  food,  chemicals,  the  environment,  and 
health.  It  may  also  be  one  of  the  most  misunder- 
stood diseases,  and  the  confusion  starts  with  its 
name.  Fhe  allergic  reaction  is  rarely  associated 
with  hay,  and  fever  is  not  one  of  its  symptoms,  the 
report  states. 

“One  common  myth  is  that  colorful,  sweet- 
smelling flowers  that  attract  insects  are  the  major 
culprits  in  hay  fever,”  said  Doctor  Alan  Fisher, 
co-author  of  the  ACSH  report.  “However,  these 
plants  actually  have  heavy  pollen  grains  which 
don’t  easily  become  airborne.  The  real  villains  are 
plants  that  often  go  unnoticed  because  they  are 
dull-looking  and  odorless.” 

Some  hay  fever  sufferers  buy  air  cleaning  sys- 
tems to  filter  dust,  pollen,  or  mold  spores  from 
the  air  in  their  homes.  However,  filtering  devices 
that  attach  to  central  heat  and  air  conditioning 
systems  can  be  expensive,  the  ACSH  rejiort 
! warns,  and  portable  devices  may  be  good  only  for 
I a small  area.  Most  portable  devices  filter  only 

I pollen,  not  spores,  so  that  they  are  of  limited 

value  to  individuals  who  are  allergic  to  mold 
' spores.  ACSH  advises  consumers  to  read  labels 
j caref  ully  when  purchasing  such  a machine  and  to 

1 make  sure  that  the  device  is  approved  by  the  US 
I Food  and  Drug  Administration  for  allergies. 


Community  Health  Center 
Seeks  Half-Time  Physician 

For  further  information,  write 

North  Kingstown  Regional  Health 
Center 

646  Camp  Avenue 

North  Kingstown,  Rhode  Island  02852 

Cynthia  Y.  Corb ridge 
Executive  Director 


Your  real  fortune 
could  start  with 
a phone  call. 


Larry  B.  Parness,  CPA 

Sound  accounting  guidance  and  tax-related  services 
for  businesses  and  individuals. 

10  Davol  Square,  Providence,  Rl  02903 
(401)751-0900 
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Dx:  recurrent  herpes  lobiolis 


l.\St  ^ ' 


HeRPecin-D.^ 


J 


"HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MO,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  tor  information.  For  samples  to  make 
your  own  clinicat  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Rhode  Island,  HERPECIN-L  is  available  at  all  Brooks, 
CVS  Drug  Stores  and  other  select  pharmacies. 


IT  TAKES  MORE 
THAN  THESE 
TO  CURE 


FINALLY  ...  A CURE  FOR  YOUR 
MEDICAL  PRACTICE  HEADACHES  . . . 

Prognosis:  100%  improvement  in  medieal 
offiee  proeedures  and  inereased 
ineome  potential. 


YOUR  MEDICAL 
PRACTICE’S 
HEADACHES. 


• Maximum  offiee  effieieney 

• Prompt  billinj^  and  eolleetion 

• Inereased  sUtff  produetivity 

• Monthly  finaneial  aetivity  report 

• Updated  elinieal  statistieal  reports 

• Enhaneed  patient  eare 

To  leani  more  about  CPM,  the  eost  effieient 
solution  to  FINANCIAL  and  MEDICAL 
OFFICE  MANAGEMENT,  eall  CPM  today! 

Tel.  463-5200 


Comprehensive  Praetiee  Management 
1 1429  Wanviek  Avenue,  Warwiek,  RI  02888 
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WE  CAN  DO  ALL  OF  THE  ABOVE  EXCEPT  ONE 


□ We  can  eliminate  time-consuming  billing  burdens. 

n We  can  provide  closer  monitoring  and  collections  of  accounts  receivable. 

n We  can  furnish  a comprehensive  reporting  system  tailored  to  your 
practice. 


I Call  (401)  732-1020  (collect)  for  more  information. 

ALPHA  NumOriCS  Inc.  lOOO  Greenwich  Avenue,  Warwick,  Rl  02886 

MEDICAL  PRACTICE  MANAGEMENT 


ri 


ADVERSE  DRUG  REACTION 
^ Reporting  Project 


ATTENTION  PHYSICIANS 

Report  All  Unexpected  or  Severe  Adverse  Drug  Reactions. 

Reporting  Guidelines  and  this  Self-Mailing  Report  Form  are 
Readily  Available:  Call  277-2550 


SUSPECTED  ADVERSE  REACTION  REPORT  (For  Ail  Drugs  and  Biologies) 

IMPORTANT  SUBMISSION  OF  A REPORT  DOES  NOT  NECESSARILY  CONSTITUTE  AN  ADMISSION  THAT  THE  DRUG  CAUSEDTME  ADVERSE  REACTION 

PATIENt  INITIAI  S tODron#!) 

AGE  iiei'si 

SEX 

1 1 MAIE 

1 : FEMAIE 

DATE  Of  REACTION  ONSET 

DESCRIBf  REACTlONlSllG'w  Signs  symptoms  cJiagnos 

cs  course  anoraormpiogs, 

CHECK  ALL  APPROPRIATE  TO 

DIED 

TREATED  WITH  R»  DRUG 
NPATIENT  HOSPITALIZATION 
SEVERE  OR  permanent  DISABILITY 
EMERGENCY  ROOM  TREATMENT 
TREATMENT  IN  PHYSICIAN  OFFICE 
NONE  OF  THE  ABOVE 

SUSPECTED  DRUGlSl  ihaOt  /Vame  is  p/rfened  ■/  geoenc  pfoducl  give  manutuciuic  InOKHe  tor  No  lo 

REASON  FOR  USE  OF  DRUGlSl 

ROUTE 

TOTAL  DAILY  DOSE 

DATES  or  ADMINISTRATION 

OTHER  DRUGS  TAKEN  CONCOMlTANTir  iEkIucIc  rnose 

usea  10  ucai  leacioo/ 

OTHER  RELEVANT  HISTORY  leg  Conc.omilani  Diag 

noses  Pregnancy  etc  i 

PHYSICIAN  NAME  AND  TELEPHONE  NUMBER 

Confidential 

ALSO  REPORTED  TO  MANUFACTURER  1 1 YES  1 1 NO 

The  Food  and  Drug  Administration  is  particularly  interested  in  the  following 
17  new  chemical  entities;  however,  this  list  is  not  intended  to  be  restrictive. 


ANTIINFECTIVE: 

LOPROX  (ciclopiroxolamine) 
AUGMENTIN  (amoxicillin- 
clavulorate) 

MONOCID(cefonicid  sodium) 
ZOVIRAX  (acyclovir) 

BRONCHODILATORS: 

TORNALATEtbitolteral  mesylate) 

CARDIOVASCULAR: 

BUMEX  (bumetanide) 

LOZAL  (indapamide) 
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TONOCARD(tocainide) 
WYTENSIN  (guanabenz  acetate) 
CARDIZEN  (diltiazem) 
NORMODYNE  or  TRANDATE 
(labetalol) 

VISKEN  (pindolol) 

HEMORHEOLOGIC  AGENT: 

TRENTAL  (pentoxityltine) 

HYPOGLYCEMICS: 

GLUCOTRAL  (glipizide) 
MICRONASE  or  DIABETA 
(glyburide) 


A pilot  project  ol  the  Rhode  Island  Department  ol  Health 
sponsored  by  the  U.S.  Food  and  Drug  Administration 


NONSTEROIDAL 

ANTIINFLAMMATORY: 

FELDENE  (piroxicam) 
DOLOBID(diflunisal) 

PSYCHOTHERAPEUTIC: 

HALCION(triazlam) 

OTHER: 

ZANTAC  (ranitidine) 
NICORETTE  (nicotine  gum) 
ACCUTANE  (isotretinoin) 
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Every  day  more  and  more 
physicians  are  hearirg 
something  remarkabfe 
fiom  some  of  their 
hypertensive  patients... 


I 


i 


from  the  ones  on  once-daify 

INDERAL  LA 


D 


ROPRANOLOLHCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.' 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  U\  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you've  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 


C 4- 


3- 


2- 


Impotence  Weakness 
Men  (n  = 66) 


B INDERAL  LA— 160  mg 
I I Atenolol — 100  mg 
I I Metoprolol — 200  mg 
I I Placebo 


Weakness 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  U\.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 

(PROTONOLOLHCI) 


LONG  ACTING 


INDERIDE  LA 

(PROPRANOLOL  HCI  [INDERAL  LA]/  Splutli""® 

HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 


INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Feeling  well  and  doing  well;  all  in  one. 


Q|^0^_Q^||^Y  1-ONG  ACTING  CAPSULES 


INDERAL  LA 

(PROPRANOLOL  HCI) 


80  mg  120  mg  160  mg 


\J  V-/  KJ 


Q|^0^_p^||^Y  lONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS ) 
INDERAL*  LA  Brand  ol  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE*  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL*  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL*  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block.  3)  bron- 
chial asthma:  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL*  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a historyof  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  ma|or  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 

f0Q0pfQf  g 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  ol  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL*  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
tor  the  treatment  ol  hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 
CLINICAL  LABORATORY  TESTS'  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


80/50  120/50  160/50 


CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  etfects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
efiects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benelit  luslifies  the  potential  risk  to 
the  fetus 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  ol  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  pofassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  ot  salt,  except  in  rare  instances  when  the  hyponatre- 
mia IS  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine 

The  antihypertensive  effects  of  fhiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  fhiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL*  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufliciency,  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness:  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place,  short-term  memory  loss,  emotional  lability:  slightly  clouded 
sensorium.  and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis:  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis:  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions:  psoriasiform  rashes;  dry  eyes;  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation, jaundice  (intrahepatic  cholestatic  jaundice):  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness;  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  ot  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories, 

REFERENCE: 

1 . Ravid  M,  Lang  R.  Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxpre- 
nolol.  atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985,145  1321  -1323 
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The  New  Roche  Product  Books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IF”  and  “HOW  TO”  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 
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Automate  your  office  with 


THE  softStart  Professional 

Medical  Office  Management  System 


Main  Functions:  Some 

• Patient  Information 

• Medical  Records 

• Billing 

• Patient  Scheduling 

• Special  Reports 

• Memo  Writer 

• Mail  Label  Generator 


Special  Features; 

• Divides  billing  between  Patients 
and  Insurers 

• Prepares  Insurance  Claim  Forms 

• Schedules  up  to  120  days  in  advance 

• Prepares  daily,  monthly,  and 
yearly  revenue  reports 

• Generates  recall  notices 


Offers  an  outstanding  combination  of  functions  and  price  that  cannot  be  found  in  any  other  package 
on  the  market  today.  The  single-user  version  sells  for  only  $2,500,  while  the  multi  user  version  costs 
only  $3,500.  Both  prices  include  installation,  training,  documentation,  and  one  year  of  free 
service. 

SoftStart’s  portable  computer  makes  it  possible  for  us  to  demonstrate  our  system  to  you,  at  your 
convenience,  in  your  own  office.  A THIRTY-DAY  FREE  TRIAL  of  our  software  is  also  available 
with  no  obligation. 


SoftStart,  Inc. 

86  King  Street  . Norfolk,  MA  02056  . (617)528-9982 


□ Please  send  me  additional  information  about  THE  SOFTSTART  PROFESSIONAL. 

□ Please  contact  me  to  arrange  for  a free  demonstration. 


Name Telephone 

Address 

City State Zip 


Mail  to:  SoftStart,  Inc. 

86  King  Street 
Norfolk,  MA  02056 


Minimum  System  Requirements; 

IBM  PC,  XT,  AT  or  100'^>  compatible  with 
256K  RAM,  DOS  2 0 or  greater,  1 360K 
disk  drive  and  1 hard  disk,  1 printer 
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Thank  you  for  your  loyal  support 


DIAZTOE 

25  mg  Hydrochlorothiazide '50  mg  Triamterene/SKF 
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W»  SK&F  CO. 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month!"’  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 


Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN* 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN" 

(Conjugated  Estrogens  Tablets) 


PREMARIN* 

(Conjugated  Estrogens) 


I '"tr 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 


The  appearance  of  these  tablets  is  a trademark  ot  Ayerst  Laboratories. 


Vaginal 

Cream 

0.625mg/ 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN*  Brand  ol  conjugated  estrogens  tablets,  USP 

PREMARIN*  Brand  ol  conjugated  estrogens  Vaginal  Cream  In  a nonllquetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  indepen- 
dent ol  the  other  known  risk  lactors  lor  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
ot  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  cohtrol  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  ol  these  findings,  when 
estrogens  are  used  lor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  'natural'  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestagens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  In  utero  to  diethylstilbestrol , a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  ot  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  ot  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reporfs  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb  reduction  detects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  ol  limb  reduction  detects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  ol  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  ot  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  tar  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestagens  are  effective  lor  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug , she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (coh|ugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilenin,  and  17a-dihydroequilenin  as  salts  ot  their  sulfate  esters  Tablets  are  available  in  0 3 mg,  0 625  mg.  0 9 
mg,  1 25  mg,  and  2 5 mg  strengths  of  coniugated  estrogens  Cream  is  available  as  0 625  mg  coniugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (coniugated  estrogens  tablets.  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  Is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions.)  Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (coniugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ot  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  Indication  should  be  utilized 
Studies  of  the  addition  ot  a progestin  tor  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  ot 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  j The  choice  of  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ol  the  following  conditions  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ol  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  aninral  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans  (See  Boxed  Warning  ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  oi  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  tor  caution  in  prescribing 
estrogens  tor  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  ot  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  ot  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ot  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  ot  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis , mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  ol  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonlatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen , and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retenfion  such  as 
asfhma,  epilepsy,  migraine,  and  cardiac  or  renal  dysluncfion,  require  careful  observation  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc  Prolonged  administration  ot  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ot  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ot  mental  depression  Patients  with  a history  ot  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  It  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufticiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sultobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X.  decreased  antithrombin  3,  increased  nor- 
epinephrine-induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  tree  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment,  increase  in  size  of  uterine  fibromyomata,  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secrelion,  cysfitis-like  syndrome,  fenderness,  enlargement,  secretion 
(of  breasts):  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice,  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multiforme,  erythema  nodosum,  hemorrhagic  eruption,  loss  of 
scalp  hair;  hirsutism,  steepening  ot  corneal  curvature,  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance,  aggrava- 
tion of  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  of  conjugated  estrogens  tablets,  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  vasomotor  ^mptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals, 

2 Given  cyclicalty  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  ol  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg.  three  weeks 
on  and  one  week  off). 

Patients  with  an  intact  uterus  should  be  monitored  tor  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cycticatty  lor  short-term  use  onty  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  oft) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  tor  signs  ot  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
References: 

1.  Whitehead  Ml,  Townsend  PT.  Pryse-Davies  J,  etal  Effects  of  estrogens  and  progestins  on  the  biochemistry  and 
morphology  of  the  postmenopausal  endometrium  Affng/U  Merf  1981:305  1599-1605  2.  Paterson  MEL,  Wade- 
Evans  T,  Sturdee  DW.  et  al  Endometrial  disease  after  treatment  with  oestrogens  and  progestogens  in  the 
climacteric  8r  Med  J 1980,280  822-824  3.  Magos  AL.  Brincat  M,  Studd  JWW,  et  al  Amehorrhea  and 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  in  postmenopausal  women  Obstet 
Gyneco/ 1985, 67  496-499  4.  Whitehead  Ml , Lane  G.  Siddle  N , et  al:  Avoidance  of  endometrial  hyperstimulation 
in  estrogen-treated  postmenopausal  women  Semin  Reprod  Endocrinol  1983.1  1:41-52  5.  Barnes  RB.  Roy  S. 
Lobo  RA  Comparison  of  lipid  and  androgen  levels  after  conjugated  estrogen  or  depo-medroxyprogesterone 
acetate  treatment  in  postmenopausal  women  Obstet  Gynecol  1985:66  216-219 
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Before  prescribing  see  complete  prescribing  information  In  SK&F  CO. 
literature  or  POR  The  following  Is  a brief  summary 


* WARNING 

This  drug  is  not  indicated  tor  initial  therapy  ol  edema  or  hyperten- 
sion Edema  or  hypertension  requires  therapy  titrated  to  the  inrllvidual 
It  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  ol  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloiide  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-exislina  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  other  sullonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  ol  potassium  is  markedly 
Impaired.  It  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities  II  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liiet/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insulticiency  Periodically,  serum  levels  should  be 
determined  II  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K ' intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benelits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
Ihrombocyiopenia,  other  adverse  reactions  seen  in  adults  thiazides 
appear  and  triamterene  may  appear  in  breast  milk  II  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  inlormation  on  use  in  children 
is  not  available  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions:  The  bioavailability  ol  the  hydrochlorothiazide  component  ol 
Dyazide'  is  about  50%  ot  the  bioavailability  ot  the  singfe  entity 
Theoretically,  a patient  Iranslerred  from  the  single  entities  ot  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention  Similarly  it  is  also  possible  that  the  lesser  hyrfrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observe  in  clinical  practice  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide'  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  (ACTH|)  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insutficiency. 
Cumulative  eftecis  ol  the  drug  may  develop  in  patients  with  impaired  renal 
lunction  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  tor  possible  blood  ityscrasias.  liver  damage, 
other  idiosyncratic  reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides  Thiaziifes  may  cause  manifestation  of  latent  diabetes 
mellitus  The  effects  ot  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  eftect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients  Use  cautiously  in 
surgical  patients  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A tew  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'  The  following  may  occur  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altereil).  hyperuricemia  anrl  gout,  digitalis  intoxication  (in  hypokalemia) 
decreasing  alkali  reserve  with  possible  metabolic  acidosis  'Dyazide 
interferes  with  fluorescent  measurement  ol  quinidine  Hypokalemia  Is 
uncommon  with  'Dyazide'.  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  ot  potassium-rich  foods  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia  Serum  PBI  levels  may  decrease  without  signs 
ot  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  ot  other  anti- 
hypertensive  drugs  Diuretics  reduce  renal  clearance  ot  lithium  and 
increase  the  risk  ol  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a tew  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  tor 
institutional  use  only):  in  Patient-Pak™  unit-of-use  bottles  ot  100. 
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DUES  INCREASE 

Following  the  recommendation  of  the  RIMS 
Council,  on  September  25  the  House  of 
Delegates  approved  an  increase  in  dues  of 
$100  per  member  for  1987.  In  his  speech  to 
the  House,  RIMS  President  Peter  D.T. 
Clarisse,  MD,  characterized  the  additional 
revenue  as  "essential"  if  the  Society  is  to 
continue  to  step  up  its  levels  of 
activities.  The  dues  will  be  $400  per  year 
starting  in  1987. 

In  1985,  a special  assessment  of  $100  from 
each  member  was  imposed  in  order  to  present 
the  RIMS  case  to  the  public,  press,  and 
legislature  concerning  the  issue  of  tort 
reform.  As  part  of  this  effort  it  was 
aecessary  to  Improve  the  image  of  the  Rhode 
Island  physicians.  Thus  the  public 
relations  firm  of  Duffy  and  Shanley  was 
retained. 

To  assist  the  Society  in  presenting 
effectively  its  positions,  John  Coffey  was 
engaged  to  move  the  tort  reform  package 
through  the  legislature  last  year.  Coffey, 
'the  dean  of  lobbyists",  will  be  needed 
again  next  year.  Additionally,  the  Society 
procured  the  services  and  ideas  on  tort 
reform  of  Professor  Jeffrey  O’Connell. 


RIMS  also  moved  into  the  legal  arena.  The 
Society  filed  suit  against  the  Department 
of  Business  Regulation(DBR)  last  spring  to 
stop  a proposed  surcharge  on  malpractice 
premiums.  The  court  granted  a temporary 
injunction,  and  RIMS  is  currently  pressing 
for  a permanent  freeze.  As  a result  of 
this  action  each  physician  has  saved  an 
average  of  $2400  on  malpractice  premiums 
this  year. 

Clarisse  indicated  that  the  Society  is 
planning  to  continue  to  move  in  this  direc- 
tion. The  special  assessment  has  been 


exhausted,  and  only  with  additional 
revenues  can  it  function  effectively.  In 
order  to  fulfill  its  responsibilities  and 
strive  for  quality  health  care  the  Society 
will  continue  to  concentrate  on  these 
matters : 

• PUBLIC  RELATIONS.  As  a result  of 
recent  personnel  changes  at  RIMS, 
there  will  be  a shift  in  the 
responsibilities  assocJ.eted  with 
public  relations  from  Duffy  and 
Shanley  to  RIMS  staff. 

• TORT  REFORM.  The  Society  is  currently 
participating  in  three  separate  forums 
concerning  tort  reform — both  govern- 
mental and  nongovernmental.  RIMS  will 
also  continue  to  present  its  case 
through  the  political  process.  Pre- 
election breakfasts  have  been  conducted 
with  the  candidates  for  governor  and 
lieutenant  governor. 

• PUBLIC  SERVICES.  In  an  effort  to 
provide  public  information  on  quality, 
affordable  health  care,  RIMS  through 
an  advertisement  in  the  Providence 
Journal  Bulletin  is  urging  patients 

to  discuss  the  various  insurance  plans 
with  their  doctors.  This  effort  also 
includes  a brochure  published  by  the 
Society  comparing  several  plans. 
Additional  public  service  activities 
will  be  undertaken. 

• DISSEMINATION  OF  INFORMATION.  A new 
format  for  a newsletter  is  under 
consideration  to  provide  members  with 
more  timely  news.  The  current  format 
requires  between  three  and  four  weeks 
for  publication. 


Clarisse  concluded  his  address  by 
emphasizing  that  the  changing  role  of  the 
Society  can  be  only  maintained  through  the 
support  of  the  entire  RIMS  membership. 
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CONSTITUTIONAL  AMENDMENT  FOURTEEN 

The  proposed  state  constitutional  Amendment 
Fourteen  was  the  subject  of  debate  by  the 
RIMS  House  of  Delegates  on  September  25. 

The  House  overwhelmingly  < voted  aginst  the 
amendment  and  issued  the  following 
statement : 

RIMS  opposes  any  attempts  by  the 
government  to  dictate  to  the 
physicians  what  may  and  may  not  be 
done  in  the  best  interest  of  the 
patient.  We  oppose  this  amendment. 

The  objection  of  the  Society  is  based  on 
potential  governmental  intervention  into  a 
wide  range  of  medical  practices.  "As 
physicians,  we  feel  that  Amendment  Fourteen 
would  interfere  with  our  ability  adequately 
to  counsel  and  treat  our  patients,"  said 
RIMS  President  Peter  D.  T.  Clarisse,  MD. 

The  amendment  would  place  legal 
restrictions,  by  state  authority,  on  the 
use  of  "living  wills",  durable  power  of 
attorney,  and  the  discontinuation  of  life 
support  systems  or  other  life-extending 
measures  for  people  who  have  terminal, 
irreversible  disease. 

This  amendment  is  one  of  fourteen  scheduled 
to  appear  on  the  ballot  in  November. 

DELEGATES  APPROVE  POLICY  POSITIONS 

The  following  policy  positions  were 
approved  at  the  September  25  House  of 
Delegates  meeting: 

Medical  Discipline 

RIMS  believes  in  strong  and  effective 
measures  to  maintain  an  adequate  standard 
of  medical  care.  To  accomplish  this  we 
have  established  programs  to  address  three 
categories  of  physicians  involved  in  the 
delivery  of  substandard  medical  care. 

• SICKNESS.  The  Impaired  Physicians 
Committee  deals  with  illnesses  such  as 
alcoholism,  drug  addiction,  and  organic 
brain  syndrome.  This  program  has  been 
effective  for  7 years.  The  dual  objectives 
are  rehabilitation  of  the  physicians  and 


protection  of  the  public.  Our  success  rate 
in  addictive  diseases  is  over  80  per  cent» 
Physicians  who  do  not  cooperate  with  the 
program  are  turned  over  promptly  to  the 
newly  created  Board  of  Medical  Licensure 
and  Discipline. 

• INCOMPETENCE.  Physicians  who 
unknowingly  practice  below  the  acceptable 
level  of  competence  because  of  isolation, 
lack  of  continuing  education,  or  other 
causes  are  referred  to  the  Competency 
Committee.  The  objective  is  to  elevate  the 
quality  of  the  care  through  education  of 
the  physician.  This  committee  is  active 
and  accepting  referrals  from  any  person  or 
organization.  Physicians  who  do  not 
cooperate  are  referred  promptly  to  the 
Board  of  Medical  Licensure  and  Discipline. 

• ETHICAL  ISSUES.  Physicians  who 
knov/ingly  practice  below  minimal  acceptable 
standards  or  unknowingly  violate  ethical 
principles  are  referred  to  the  Mediation 
Committee.  Some  problems  are  resolved  by 
peer  pressure.  If  the  law  has  been 
violated,  the  matter  is  referred  forthwith 
to  the  proper  governmental  agency  (Board  of 
Medical  Licensure  and  Discipline  and 
Attorney  General) . 

In  each  of  the  above  situations  the  public 
is  well  served  at  no  cost.  A strong  and 
effective  Board  of  Medical  Licensure  and 
Discipline  is  essential  to  deal  with 
criminals  and  those  who  do  not  cooperate 
with  the  above  programs. 

For  Profit  Medicine 

RIMS  has  no  objection  to  "for  profit" 
entities  providing  health  care  so  long  as 
they  do  not  Interfere  with  the  professional 
judgement  of  the  treating  physician  or 
increase  the  cost  of  medical  care. 

Malpractice  Reform 

RIMS  supports  strong  and  effective  tort 
reform  including  a limit  on  awards  for  non- 
economic injury  and  a progressive  cap  on 
attorney's  contingency  fees. 

RIMS  supports  the  bills  passed  in  1986,  but 
believes  they  are  not  strong  enough  to 
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remedy  the  malpractice  crisis.  We  believe 
that  the  presence  of  a plaintiff's  attorney 
on  the  new  Board  will  be  counterproductive 
because  of  a conflict  of  interest  resulting 
in  less  spontaneous  flow  of  Information  to 
the  Board  from  the  medical  community. 

The  Union 

RIMS  believes  in  collective  action  by 
physicians  which  is  in  concert  with  state 
and  federal  law.  . We  believe  that  RIMS  has 
undertaken,  is  undertaking,  and  will 
undertake  all  legally  permissible  action  to 
advance  the  quality  of  medical  care  and  the 
welfare  of  its  members.  There  is  no  need 
to  duplicate  any  of  these  actions. 

Mandatory  Medical  Acceptance 


RIMS  is  opposed  to  any  law  mandating 
acceptance  of  Medicare-determined  fees  as 
total  payment  for  all  patients.  We 
advocate  acceptance  of  these  fees  as 
payment  in  full  for  financially  needy 
senior  citizens. 


! Treatment  of  Disease  by  Para-Professionals 

! The  law  defines  the  practice  of  medicine  as 
I the  diagnosis  and  treatment  of  disease. 

I Penalties  are  provided  for  violations, 
j RIMS  agrees  with  this  law  and  believes  that 
; the  public  is  best  protected  by  allowing 
i only  the  most  qualified  to  practice 
: medicine. 

! Access  to  Medical  Records 

I 

! RIMS  believes  that  patients  should  have 
i access  to  the  information  in  their  medical 
* records  under  the  guidance  of  the  attending 
: physician.  Medical  records  should  be 
transferred  promptly  to  other  physicians 
I upon  written  request  of  the  patient. 

Mandated  Insurance  Coverage  for  Alcoholism 
and  Substance  Abuse 

' RIMS  favors  the  right  of  the  treating 
physician  to  choose  the  most  appropriate 
therapy  for  the  patient.  The  diseases  are 
widespread  and  account  for  a significant 
percentage  of  the  health-care  dollar. 
Effective  treatment  of  the  primary  disease 


of  chemical  dependence  is  cost-effective  as 
it  reduces  expensive  medical  complications. 
Inpatient  treatment  is  necessary  for  some 
patients  and  should  be  paid  for  by 
insurance.  We  favor  mandated  coverage. 

Licensure 

RIMS  believes  that  licensure  of 
professionals  should  be  based  only  on 
professional  qualifications  and  good  moral 
character . 

JUSTICE  DEPARTMENT  INVESTIGATION  OF 
"PRUDENT  BUYER  POLICY" 

The  US  Department  of  Justice  has  stepped  up 
its  investigation  of  the  "Prudent  Buyer 
Policy"  of  Blue  Cross  and  Blue  Shield  of 
Rhode  Island  (BC/BS) . US  Attorney  Lincoln 
Almond  indicated  that  the  Department  has 
conducted  a "preliminary  investigation", 
and  its  findings  now  merit  a "formal 
investigation"  by  the  Department's  Anti- 
Trust  Division.  Under  this  "formal 
investigation"  records  obtained  through 
"demand  letters",  similar  to  subpoenas, 
will  be  examined  closely  to  determine  what 
impact  the  BC/BS  "Prudent  Buyer  Policy" 
will  have  on  the  Rhode  Island  market. 

Steven  Kramer,  an  attorney  with  the  Anti- 
Trust  Division,  confirmed  that  the 
investigation  is  continuing.  Kramer  noted 
that  the  investigation  is  proceeding 
slowly,  and  currently  there  are  no  plans  to 
restrain  the  Blues  from  implementing  their 
new  plan  on  November  1 as  scheduled. 

The  new  plan  is  a result  of  an  announcement 
by  BC/BS  to  amend  all  participating 
contracts.  The  change  in  the  contracts  to 
include  the  "Prudent  Buyer  Policy"  will 
alter  significantly  current  payment 
practices . 

The  plan  is  based  on  two  policy  statements 
approved  by  BC/BS.  First,  the  plan  will 
not  pay  a provider  more  for  a service, 
procedure,  or  product  than  that  provider  is 
accepting  as  payment  in  full  from  any  other 
buyer.  Second,  the  plan  will  not  offer  to 
any  provider  a payment  mechanism  which  is 
more  favorable  than  any  arrangement  which 
that  provider  has  entered  into  with  any 
other  buyer. 
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MORE  ON  MALPRACTICE  REFORM 

RIMS  is  participating  in  three  new 
organizations  dedicated  to  alleviating  the 
liability  crunch.  Governor  Edward  DiPrete 
has  established  a liability  commission  to 
recommend  legislative  solutions  prior  to 
the  convening  of  the  General  Assembly  in 
January.  RIMS  President  Peter  D.T. 
Clarisse,  MD,  has  been  appointed  by  the 
Governor  to  represent  the  interest  of 
physicians  on  the  commission. 


AAMSE  REPORT 


Bruce  Balfe  of  the  AMA  will  be  in 
Providence,  Rhode  Island  during  October  for 
a special  meeting  with  the  Council 
concerning  the  report  on  RIMS  of  the 
American  Association  of  Medical  Society 
Executives  (AAMSE) . During  this  two-day 
session  the  Council  will  consider  the  AAMSE 
recommendations  in  determining  long-range 
plans  for  the  Society. 


As  part  of  the  tort  reform  package  passed 
by  the  General  Assembly  in  1986,  a 
legislative  commission  was  authorized  to 
study  malpractice  insurance  and  its  effects 
upon  health-care  costs  in  Rhode  Island. 

RIMS  President-Elect  Richard  G.  Bertini  is 
serving  on  the  commission. 

A third  group  looking  into  the  crisis  is  a 
coalition  on  liability  reform.  Included 
with  RIMS  in  this  coalition  are  the 
Rhode  Island  League  of  Cities  and  Towns, 
the  Rhode  Island  Federation  of  Chambers  of 
Commerce,  other  business  groups ^ and  the 
Hospital  Association  of  Rhode  Island. 

JUA  SURCHARGE 

In  a report  to  the  House  of  Delegates,  RIMS 
legal  counsel  John  Reid  III  indicated  that 
the  suit  against  the  Department  of  Business 
Regulation  (DBR)  appears  to  be  close  to  a 
favorable  resolution.  After  initially 
winning  a temporary  stay  earlier  this  year, 
RIMS  filed  suit  against  the  DBR  to  block 
permanently  a proposed  16  2/3  per  cent 
surcharge  on  all  medical  malpractice 
premiums.  The  increase  was  ordered  by  the 
DBR  in  an  effort  to  bolster  the 
stabilization  fund  of  the  Joint 
Underwriting  Association  (JUA). 


A review  team  from  AAMSE  visited  with  the 
Executive  Committee  and  RIMS  staff  this 
past  summer.  Their  findings  were  forwarded 
to  the  Society  in  August.  Identified  as 
the  number  one  concern  is  a need  for  stated 
long-term  goals  and  priorities.  Also 
addressed  were  the  Society's  physical 
assets,  publications,  alternatives  to  the 
Joint  Underwriting  Association  (JUA) , and 
the  Rhode  Island  Medical  Political  Action 
Committee  (RIMPAC) . 

PARLIAMENTARIAN  APPOINTED  I 

j 

At  the  September  25  RIMS  House  of  Delegates ; 
meeting.  President  Peter  D.  T.  Clarisse,  MD, 
announced  the  appointment  of  Louis  Fuchs, 

MD,  as  parliamentarian  of  the  Society.  The 
parliamentarian  is  responsible  for 
determining  that  the  conduct  of  the  Society 
adheres  to  its  parliamentary  rules. 


RIMS  ANNUAL  MEETING  DINNER/DANCE 


F 

The  dinner/dance  associated  with  the  annual  , f 
meeting  of  the  Society  will  be  held  at  the 
Rosecliff  Mansion  in  Newport,  Rhode  Island.  ' 
This  event  is  scheduled  for  Friday,  May  15, 
1987.  Further  details  will  be  published  as 
they  become  available. 


Reid  noted  that  RIMS  briefs  have  been  filed 
in  the  case  along  with  the  following 
document.  In  response  to  a point  raised  by 
the  DBR  questioning  the  Society's  standing, 
an  affidavit  based  on  a survey  of  the 
members  of  the  Council  has  been  submitted. 
The  affidavit  shows  standing  by 
establishing  that  the  great  majority  of 
RIMS  members  are  insured  through  the  JUA. 


DELTA  DENTAL  NOT  OFFERED 


V; 


Kf 


At  the  October  6 RIMS  Council  meeting  it 
was  announced  that  the  Delta  Dental 
Insurance  plan  will  not  be  offered  to  RIMS 
members.  This  action  is  the  result  of 
inadequate  response  on  the  part  of  Society 
members . 
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You  know  Robitussin®  and  the  “DAC”  formula  gives  you 
just  what  you  need  to  manage  those  severe  coughs  complicated 
with  nasal  congestion . . . Decongestant  And  Codeine! 
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Robitussiif-DAC^ 


Each  5 ml  (1  teaspoonful)  contains: 


Guaifenesin,  USP 100  mg 

Pseudoephedrine 

Hydrochloride,  USP 30  mg 

Codeine  Phosphate,  USP  10  mg 


(Warning:  May  be  habit  forming) 
Alcohol  1.4  percent 


Pharmaceutical  Division 
Richmond,  Virginia  23261  -6609 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 

• 24  Hour  Slat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holler  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a ‘Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Eerritins,  Hemoglobin  Ae  (Glycohemoglobin),  Quantatative  Beta  HCG, 
ANA  (by  immunoflorescent  microscopy),  Hepatitis  Panels,  Bi.>  and  Eolic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  C'.RANSrON  STRIdiT,  CRANSION,  RI  02920 

943-1211 

RI  TOLL  FREE  1-800-942-1011 
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MEDICAL  CLEARING  BUREAU 
1563  Fall  River  Avenue,  Seekonk,  Massachusetts  02110 
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COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 

336-3600 

Mailing  Address:  P.O.  Box  402,  Seekonk,  Massachusetts  02771-0402 
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THE  DEPARTMENT  OF  ORTHOPAEDICS  AND  REHABILITATION 

RHODE  ISLAND  HOSPITAL 

DEPARTMENT  OF  ORTHOPAEDICS  BROWN  UNIVERSITY 

PRESENTS 

THE  TWENTY-NINTH  MURRAY  S.  DANFORTH  ORATION 

TO  BE  DELIVERED  BY 

VERT  MOONEY,  M.D.,  PROFESSOR  AND  CHAIRMAN,  DIVISION  OF  ORTHOPAEDICS, 

UNIVERSITY  OF  TEXAS 

THURSDAY-NOVEMBER  20,  1986,  8:00  pm 

“LOW  BACK  PAIN  — WHERE  IS  THE  PAIN  COMING  FROM?” 

FRIDAY-NOVEMBER  21,  8:00  am 

“THE  FRACTURED  FEMUR  — WHAT  DID  THE  CAST  BRACE  TEACH  ME?” 

“ON  BENDING  CONNECTIVE  TISSUE  OUR  WAY” 

SATURDAY-NOVEMBER  22,  8:00  am 

“REHABILITATION  — WHERE  WE  HAVE  BEEN,  WHERE  WE  ARE  GOING” 
“OCCUPATIONAL  HEALTH  AND  ORTHOPAEDIC  SURGERY” 

George  Auditorium,  Rhode  Island  Hospital 
For  further  information  call  277-5730 
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EDITORIAL 


Suicide  in  the  Adolescent 
Population 


In  the  quarter-century  between  I960  and  1985, 
an  estimated  645,000  Americans  have  committed 
suicide,  accounting,  on  average,  tor  about  three 
deaths  each  hour.  In  1960,  the  suicide  rate  was 
10.6  per  hundred  thousand  population.  It  rose 
in  1970  to  1 1.6  and  peaked  at  12.5  in  1980;  since 
then  it  has  stabilized  or  even  declined  slightly. 

riiese  statistics  for  the  general  population  ob- 
scure certain  more  compelling  trends  in  partic- 
ular subgroups.  The  suicide  rate  tor  elderly  per- 
sons, historically  the  age  group  most  vulnerable 
to  acts  ot  self-destruction,  has  been  decreasing 
of  late  while  the  rates  for  individuals  in  the  15- 
24  year  range  has  increased.  This  is  most  con- 
spicuously evident  among  white  males  where  the 
suicide  rates  between  1970  and  1980  have  in- 
creased by  60  per  cent  in  the  15-19  age  group 
and  44  per  cent  in  the  20-24  age  group.  Indeecl, 
suicide  among  white  males,  ages  1 5-39  years,  now 
accounts  for  more  than  one-third  of  all  suicide 
deaths  in  the  United  States.  These  recent  trends 
in  the  rates  of  suicide  have  paralleled  the  even 
more  disturbing  increases  in  homicide  rates.  In 
contrast,  general  accident  mortality  rates  have 
diminished  during  this  time  interval. 

The  problem  of  suicide  among  teenagers  must 
not  be  ignored.  Each  year  among  every  hundred 
thousand  young  people  there  are  more  than 
twelve  who  take  their  own  lives,  and  another  130 
who  attempt  suicide  unsuccessfully.  For  a variety 
of  social,  actuarial,  and  professional  reasons  there 
is  a consistent  underreporting  of  suicide  in  the 


United  States.  Indeed,  one  team  of  investigators 
has  recently  reported  the  alarming  observation 
that  almost  nine  per  cent  of  adolescents  have 
made  at  least  one  suicide  attemjit.  Suicide  is  now 
the  second  leading  cause  of  death  of  white  teen- 
agers in  the  United  States. 

In  1985  the  state  of  Rhode  Island  created  a 
Fask  Force  on  Feenage  Suicide  Prevention  with 
members  derived  from  the  state  legislature;  the 
Ofhce  of  the  Medical  Examiner;  the  Department 
of  Health;  and  the  medical,  social  work,  and 
teaching  professions,  as  well  as  certain  ccmcerned 
citizens.  The  Commission  is  co-chaired  by  Mrs. 
Carolyn  B.  Drew,  Executive  Director  of  the  Sa- 
maritans and  Richard  Eicht,  Uieutenant  Cover- 
nor  of  Rhode  Islantl. 

This  issue  of  the  Journal  is  devoted  in  its  en- 
tirety to  the  forensic,  jjreventive,  epidemicdogic, 
and  clinical  f eatures  of  teenage  suicide.  Mrs.  Drew 
and  her  associates  at  the  Samaritans  jjrovide  an 
assessment  of  a j^ilot  suicide  awareness,  identi- 
hcation,  and  prevention  program  recently  con- 
ducted in  selected  public  high  schools  in  Rhode 
Islantl.  The  study  is  funded  by  a grant  from  the 
National  Conference  of  State  Legislatures. 

Doctor  William  Q.  Stumer,  Chief  Medical  Ex- 
aminer of  the  state,  offers  a j^aper  which  sum- 
marizes the  experiences  oi  his  ofhce  concerning 
adolescent  suicide  during  the  past  decade.  I here 
has  been  a disturbing  nationwide  increase  in  the 
percentage  of  suicides  accomplished  with  fire- 
arms, reaching  about  57  per  cent  of  all  self-in- 
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Ilk  ted  dealhs  in  rcccnl  ycai  s.  These  suicides  em- 
ploy a metliod  which  is  immediately  lethal  and 
which  precludes  the  possibility  of  rescue  or  re- 
versibility, in  contrast,  loi  exaiu])le,  to  poisoning. 
Stumer’s  data  indicate  that  Rhode  Island  is  not 
following  a national  trend  in  this  regard. 

Dr.  Lewis  Lipsitt,  Professor  of  I’sychology  at 
Brown  University,  discusses  his  exper  iences  arrd 
hypotheses  correer  rrirrg  siricide  altenrpts  irr  ado- 
lescerrce.  Doctor  Arrdrew  Slahy,  Professor  of  I’sy- 
chiatry  at  Browrr  University  arrd  Psychiatr  ist-irr- 
Chief  at  the  Rhode  Islarrd  Hosj)ital,  describes 
strategies  for  the  j)revention,  early  iderrtification, 
and  managernerrt  of  the  suicide-poterrtial  teerr- 
ager.  Doctor  Slahy  emphasizes  j)articular  ly  the 
role  of  the  non-psychiatrist  physician  in  recog- 
nizing arrd  preventing  this  poterrtial  tragedy.  His 
paper  provides  ns  with  the  soberirrg  ohservatiorr 
that  almost  three-fourths  of  all  teenagers  who 
have  died  by  suicide  have  beerr  seen  by  a prac- 
ticing physician  withirr  four  months  of  the  fatal 


everrt.  There  is  every  irrdicatiorr  that  siricides, 
par ticirlarly  those  arrrorrg  adolescerrts,  are  rrot  a 
rartdorrrly  distrilnrted  phenorrrerrorr.  We  krrow 
that  they  ocertr  corrsisterrtly  irr  rrrales  rrrore  tharr 
ferrrales  arrd  irr  whites  rrrore  tharr  rrorr-whites. 
Other  recerrt  studies  provide  rrs  with  hirrts  that 
sitclr  distarrt  everrts  as  r es])ir  ator  y distr  ess  at  bir  th, 
a lack  of  arrterratal  care  before  the  twerrtieth  week 
of  pregrrarrey,  arrd  chrorric  disease  of  the  mother- 
durirrg  pregrrancy  which  rrray  irrerease  the  r isk  of 
srricide  wherr  the  irrfarrt  grows  irrto  adole.scerr< e. 

The  goal  of  the  nrarry  effor  ts  decscrihed  irr  this 
issue  of  ihc  Journal  is,  first,  the  identiheatiorr  of 
those  irrdivicluals  who  ar  e urricprely  at  greater  risk 
for-  siricide  dirring  adolescence  arrd  .secorrd,  the 
irrvestment  of  the  limited  resources  of  the  state 
in  trying  to  jiievent  suicide  through  selective  ed- 
ucation and  coirnseling. 

Stanley  M.  Aronson,  MD 


There  must  be  a good  reason  why 

we’ve  beeome  the 


UNTTED 

SURGICAL  CENTERS 


The  Pmfessiormls  in 
Home  Health  Care  Equipment 


trusted  baek-up 
resouree  for  more 
Rhode  Island 


doetors  (and  their  patients) 

than  anyone  else. 


We  carry  just  about  KVER-VTllING  tor  ttome 
Health  C-are  . . . which  means,  eveiv'thin^  a 
patient  or  convalescent  needs  to  implement  the 
doctor  s treatment  directions.  For  Ostomy  and 
O.xyi'en  needs  to  Orthopedic  Appliances.  Wheel- 
chairs, Walkers  and  Hospital  F3eds.  we  re  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  ' what  the 
doctor  ordered  ".  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  C'laims 
Accepted  and  Processed. 


(401)  781-2166 

OPENDAn;.Y8to5:30  - SATURDAY  8 to  1 


380  WARWICK  AVE..  WARWICK  RI 02888 

At  the  Cranston/Warwick  City  Line 
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Consider  the 
causative  organisms... 


250-mg  Pulvules^  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor"  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


C©ClOr*  (cefaclor) 

Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae. Haemophilus  influenzae,  and 
S pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
cephalosporins. 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS.  PENICILLINS 
AND  CEPHALDSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  In  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  In  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother's  milk  Exercise 
caution  in  prescribing  for  these  patients 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  1 5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other:  eosinophilia,  2%;  oenital  pruritus 
or  vaginitis,  less  than  1% 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling's  solution  and 
Clinitest ' tablets  but  not  with  Tes-Tape* 
(glucose  enzymatic  test  strip,  Lilly) 

©1986,  ELI  LILLY  AND  COMPANY  I060485LR) 
AMilional  intormaiim  available  to  the 
prolession  on  request  Imm  Eh  Lilly  and 
Company.  Indianapolis.  Indiana  46285 
Eli  Lilly  Industries,  Inc. 
Carolina.  Puerto  Rico  00630 


600332 


There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 


• Diagnostic  X-Ray  Services 

• EKG 

• Holter-Monitoring* 

• Ultrasound  Services* 


• Same  day  reporting 

• 24  hour  service 

• Seven  days  a week 

• by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 


Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 

Providence,  R.l.  Providence,  R.l.  Providence,  R.l.  Woonsocket,  R.l. 

331-3996  331-3996  273-0450  766-4224 
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Together  We  Will  Make  a Difference  — 

The  N()veinl)er  4 general  election  is  drawing  near. 
V’oting  is  one  way  of  having  an  impact  on  the 
outcome.  However,  there  is  another  very  impcir- 
tant  medium  through  which  jjhysicians  can  be 
involved.  That  is  by  j)articipaling  in  the  Rhode 
Island  Medical  Political  Action  Committee  — 
RIMPAC. 

In  today’s  environment  PACs  are  an  important 
part  of  the  political  process.  And  in  onr  profes- 
sion we  cannot  afford  to  ignore  their  importance, 
rhe  practice  of  medicine  is  a highly  regulated 
occupation.  The  candidates  elected  this  Novem- 
ber will  help  shape  the  manner  in  which  yon  and 
I practice  medicine. 

During  the  past  session  of  the  General  Assem- 
bly more  than  one  hundred  bills  potentially  af- 
fecting the  practice  of  medicine  were  introduced. 
Malpractice  reform  and  mandatory  Medicare  as- 
signment were  among  the  most  controversial 
measures  proposed.  No  less  than  six  bills  were 
introduced  that  in  one  way  or  another  w'ould 
have  forced  physicians  to  accept  Medicare  as- 
signment. Also,  there  are  legislators  who  w'ould 
like  to  grant  to  patients  absolute  access  to  their 
medical  records.  Others  w ould  make  the  records 
of  medical  peer  review  committees  discoverable 
in  litigation. 

It  is  obvious  that  in  this  climate  w^e  cannot  sit 
idly  by.  We  won  some  battles  in  1986,  but  be 
assured  that  we  have  not  seen  the  last  of  these 
issues.  They  will  reemerge  next  session,  and  the 
following  session,  and  the  one  after  that.  The 
days  are  fast  disappearing  when  you  can  leave 
everything  to  a single  lobbyist.  We  must  become 
a more  effective  force  in  the  political  arena  of 
the  state.  It  is  important  that  candidates  who  un- 
derstand and  appreciate  the  role  of  physicians, 
as  well  as  of  the  health  care  industry,  be  elected. 

Just  as  we  need  the  support  of  our  public  of- 
hcials  during  the  legislative  session,  w4iile  cam- 
paigning they  must  have  the  support  of  the  med- 
ical community.  We  have  in  place  the  apparatus 
to  provide  this  assistance,  but  it  is  weak.  It  must 
be  strengthened.  If  we  are  to  increase  our  polit- 
ical clout  and  elect  those  candidates  who  respect 
our  positions,  we  must  beef  up  RIMPAC,  not  just 
in  dollars,  but  also  in  the  number  of  Rhode  Is- 
land physicians  who  participate. 


Back  RIMPAC 


Peter  D.  T.  Clarisse,  MD 


In  Rhode  Island  with  a highly  sophisticated 
Society  membership,  it  is  disappointing  that 
RIMPAC  support  comes  from  less  than  10  per 
cent  of  our  members.  This  lack  of  enthusiasm 
sends  the  wrong  message  to  our  legislators.  We 
must  convey  to  them  that  physicians  aie  con- 
cerned about  legislation  and  regulations  that  af- 
fect the  quality  of  health  care.  Our  message  will 
be  heard  if  w'e  support  our  political  action  com- 
mittee. 

Individually,  physicians  cannot  be  very  influ- 
ential. Together,  Rhode  Island  doctors  can  chal- 
lenge the  ever-alert  special  interest  groups  with 
their  substantial  war  chests. 

I urge  every  one  of  you  to  increase  the  level 
of  your  political  activity.  We  have  a responsibility 
to  our  patients  and  to  our  profession.  The  Society 
must  assume  a leadership  role  in  politics.  Ex- 
panding our  support  for  RIMPAC  is  one  way 
that  Rhode  Island  doctors  can  meet  this  chal- 
lenge. 
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re«ha*bil*i‘tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don’t  have  to  leave  the  State  for 
inpatient  physical  rehabilitation.  Newport  Hospital’s 
Vanderbilt  Rehabilitation  Center  provides  the  most  comprehensive 
medical  rehabilitation  in  Rhode  Island,  southeastern 
Massachusetts  and  eastern  Connecticut.  The  Center  is 
accredited  by  the  national  Commission  on  Accreditation 
of  Rehabilitation  Facilities  and  the  Joint  Commission 
on  Accreditation  of  Hospitals  and  is  supported  by 
the  general  medical/surgical  capabilities  of  a 
full  service  hospital. 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area.  For  further 
information  or  a descriptive  brochure  call  (401) 

846-6400,  extension  1845,  or  write  to:  Vanderbilt 
Rehabilitation  Center,  Newport  Hospital, 

Friendship  Street,  Newport,  Rhode  Island  02840. 


The  28  bed  Center  provides: 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 


VANDERBILT 

REHABILITATION  CENTER 
At  Newpiort  Hospital 

Fnendship  St.,  Newport,  RI  02840 
(401)846-6400,  ext.  1845 
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A Pilot  Suicidal  Awareness,  Identification, 
and  Prevention  Program 


Educational  Program  in  Area  High  Schools  Demonstrates  Effectiveness  in 
Preventing  Suicides 


Sally  Ashworth 
Anthony  Spirito,  PhD 
Albert  Colella,  PhD 
Carolyn  Benedict  Drew 


Many  believe  that  education  of  high  school  stu- 
dents in  the  classroom  is  a useful  and  effective 
tool  in  suicide  awareness  and  prevention.  Sys- 
tematic jjrogram  evaluation  of  such  projects, 
however,  has  often  been  lacking.  This  paper  de- 
scribes the  training  curriculum  for  a pilot  suicide 
awareness  project  and  the  measures  used  to  as- 
sess effectiveness. 

Through  the  Rhode  Island  Task  Force  on 
Teenage  Suicide  Prevention,  the  Samaritans  of 
Providence,  Rhode  Island  received  a grant  given 
by  the  National  Conference  of  State  Legislatures 
to  conduct  a pilot  program  on  suicide  prevention 
in  public  schools  in  Rhode  Island.  The  primary 
objectives  of  the  study  were:  ( 1 ) to  provide  a time- 
ly, accurate,  and  quantitative  assessment  of  an 
already  developed  and  published  methodology 
for  suicidal  awareness,  identiheation,  and  pre- 
vention; (2)  to  report  hndings  back  to  the  Rhode 
Island  d’eenage  Suicide  Task  Force  and  to  make 
recommendations  to  that  body  and  the  Rhode 
Island  legislature  of  study  hndings;  and  (3)  to 
provide,  nationally,  to  the  legislative  and  edu- 


Sally  Asfmorth  is  School  Program  Coordinator,  The 
Samaritans,  Providence,  Rhode  Island. 

Albert  Colella,  PhD,  is  associated  with  the  Department 
of  Mathematics,  University  of  Rhode  Island,  North 
Kingstown,  Rhode  Island. 

Anthony  Spirito,  PhD,  is  associated  with  the  Division 
of  Child  and  Family  Psychiatry,  Rhode  Island  Hos- 
pital, Providence,  Rhode  Island. 

Carolyn  Benedict  Drew,  is  Executive  Director,  The  Sa- 
maritans, Providence,  Rhode  Island. 


cational  communities,  a proven  methodology, 
program,  and  documentation  that  are  adaptable 
to  state,  regional,  city,  and  town  needs. 

Method 

Setting:  Fhe  research  was  conducted  in  eight 
Rhode  Island  high  schools,  d'wo  urban,  two  sub- 
urban, two  suburban/rural,  and  two  rural  schools 
participated,  with  one  school  in  each  category 
receiving  the  suicidal  awareness/prevention  pro- 
gram and  the  other  four  schools  serving  as 
matched  controls.  All  schools  volunteered  to  par- 
ticipate. 

Subjects:  All  ninth  grade  health  teachers  (n  = 9) 
in  the  four  program  schools  were  trained  and 
implemented  the  program  in  their  classrooms.  A 
total  of  613  students  (231  urban,  186  suburban, 
86  suburban/rural,  and  1 10  rural)  were  involved. 
Control  schools  had  53,  92,  28 1 , and  32 1 students 
respectively  for  a total  of  747. 

Teacher  training:  Teachers  were  trained  in  a two- 
day  session  conducted  by  the  Rhode  Island  Su- 
icide Prevention  Center,  a program  of  the  Sa- 
maritans of  Rhode  Island.  Training  included  at- 
titude and  value  awareness,  statistics  about  teen 
suicide,  suicide  risk  factors,  recognition  of  at-risk 
students,  referral  concerns,  and  practical  sug- 
gestions for  implementing  the  suicide  prevention 
curriculum  in  the  classroom.  During  the  work- 
shop, a teacher’s  manual,  written  by  a teacher 
from  the  Samaritans,  was  distributed  for  use  in 
the  program. 

Suicide  curriculum:  Teachers  implemented  the  six- 
lesson  structured  curriculum  developed  by  the 
Samaritans.  Content  included  attitude,  aware- 
ness, facts  about  adolescent  suicide,  risk  factors, 
and  identiheation,  intervention,  and  referral 
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techni(]ues  that  .students  themselves  could  use 
with  ])eers  at  risk.  l eachers  also  condueted  less 
sti  uctured  discussion  sessions  to  ex|)lot  e feelings 
atid  attitudes  about  adolescent  j)rol)lenis,  snicide, 
and  death. 

Measures:  The  following  variahles  and  accoin- 
j)anying  ineasuies  wete  selected  to  evaluate  the 
impact  of  the  progiam  ou  teachers  and  students. 
All  measures  were  administered  at  similai  inter- 
vals to  program  and  control  schools. 

Kiioxvledge:  A 33-item  true-false  Knowledge 
Questionnaire  was  developed  and  adtninistei ed 
hefdie  and  after  the  course  to  determine  if  ])ar- 
ticij)alion  resulted  in  increases  in  factual  iidor- 
mation  regaicling  adolescent  suicide.  Sanijile 
items  include  “the  teenage  snicide  rate  has  tri- 
pled over  the  past  25  years”  and  “most  suicides 
occur  without  any  warning  signs  or  clues.”  Some 
items  were  taken  f rom  measures  used  to  evaluate 
similar  programs,  and  some  were  devised  to  re- 
fiect  the  specific  information  contained  in  the 
program.  Parallel  versions  for  teachers  and  stu- 
dents were  developed. 

Attitudes:  Attitude  change  in  teachers  was  as- 
sessed before  and  after  the  cour.se  using  a Teacher 
Attitude  Scale  in  hve-point  Likert  format 
(“strongly  agree”  to  “strongly  disagree”).  Same 
items  include  “most  teenage  suicide  threats  are 
just  attention  getting”  and  “as  a teacher,  one 
should  he  willing  to  discuss  a student’s  feelings 
about  killing  himself/herself.”  A thirteenth  item 
listed  hve  feelings  that  could  be  provoked  by  en- 
countering a student  who  is  threatening  suicide 
(eg,  pity,  anger,  anxiety)  and  asked  teachers  to 
assess  their  own  feelings  on  a scale  from  “defi- 
nitely yes”  to  “definitely  no.”  This  scale  was  used 
to  measure  attitudes,  beliefs,  and  feelings  about 
suicide  and  death. 

Student  attitude  change  was  measured  with  a 
parallel  scale.  The  hrst  ten  items  were  identical 
to  the  Teacher  Attitude  Scale,  and  an  eleventh 
item  paralleled  the  “feeling”  item  of  the  teacher 
scale,  asking  students  to  rate  from  “definitely  yes” 
to  “definitely  no”  six  feelings  they  might  expe- 
rience if  a f riend  threatened  suicide. 

Helping  behaviors:  The  Teacher  Personal  Knowl- 
edge Form  and  the  Student  Personal  Knowledge 
Form  were  developed  for  this  study  in  part  to 
estimate  the  frecjuency  of  certain  helping  behav- 
iors before  and  after  the  intervention.  At  pretest, 
students  and  teachers  indicated  how  often  they 
had  performed  certain  helping  behaviors  (eg, 
trying  to  talk  to  a student  contemplating  suicide; 
referring  a student  for  services)  last  year.  At  post- 
test, they  rated  how  often  they  had  performed 


these  behaviors  in  the  cuirent  year. 

In  addition,  the  Feacher  Workshop  Fvaluation 
and  the  .Student  Course  Fvaluation,  described 
below,  each  (ontained  some  items  indicating  the 
intention  to  perform  certain  helping  behaviors. 
Items  included  “1  am  now  likely  to  ask  a student 
if  he/she  is  contemj)lating  suicide”  and  “1  am  now 
likely  to  help  a student,”  lated  on  a scale  from 
“much  less  likely”  to  “much  more  likely.” 

Counselor  referrals:  A (Counselor  Referral  Form 
was  also  devised  to  permit  uniform  tracking  of 
suicide-related  incidents  and  leferrals  at  each 
school,  (iuidance  counselors  at  all  schools  agreed 
to  use  the  form,  which  recjuires  the  counselor  to 
categorize  each  incident  (atteni])t,  gesture,  threat, 
or  ideation)  and  describe  intervention  and  re- 
ferral details. 

Student  “hopelessness”:  Since  a feeling  of  hope- 
lessness often  acconijjanies  adolescent  depres- 
sion and  may  he  a precursor  or  at  least  a con- 
comitant of  adolescent  suicide,  a standardized 
Hopelessness  Scale  (Kazdin  et  al,  1982)  was  ad- 
ministered before  and  after  the  program.  Fhe 
scale  contains  17  true-false  items.  Previous  re- 
search on  a sample  of  child  psychiatric  patients 
demonstrated  adequate  reliability  (coefheient  = 
.75;  Spearman-Brown  = .70).  The  validity  of  the 
measure  was  suggested  by  a significant  correla- 
tion with  a measure  of  depression  (r  = .49)  and 
a negative  correlation  with  a measure  of  self- 
esteem (r  = — .54).  Hopelessness  was  assessed  as 
a way  to  examine  the  possibility  that  the  suicide 
awareness  curriculum  had  an  adverse  effect  on 
emotional  status. 

In  addition,  the  Teacher  and  Student  Personal 
Knowledge  Forms  explained  above  had  items 
which  attempted  to  estimate  rates  of  suicidal  be- 
havior before  and  after  the  intervention.  At  pre- 
test, teachers  and  students  were  asked  how  many 
students  they  know  of  last  year  who  attempted 
suicide,  or  who  spoke  openly  of  committing  su- 
icide. At  posttest,  they  were  asked  how  many  they 
knew  of  this  school  year. 

Consumer  satisfaction:  A Teacher  Workshop  Eval- 
uation form  and  a Student  Course  Evaluation 
form  were  devised  and  administered  to  assess 
consumer  acceptance  and  perceived  value  of  the 
program.  Each  was  an  identical  13-item  rating 
scale  which  measured  satisfaction  with  various 
aspects  of  the  program  and  also  measured  state 
intentions  to  perform  various  helping  behaviors. 
Teachers  completed  the  questionnaire  at  the  end 
of  the  pre-program  training  and  students  when 
the  classroom  curriculum  was  completed. 
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Preliminary  Results 

Below  arc  reported  the  baseline  evaluation  re- 
sults lor  four  of  the  assessment  measures  dis- 
cussed previously.  Although  we  have  designed  a 
pre-post  control  group  study,  loug-tenu  results 
are  considered  the  most  important  that  could  he 
garnered  from  this  project.  Other  jirojects  have 
assessed  change  immediately  following  the  in- 
tervention. One  would  certainly  hope  that  change 
would  occur  on  such  short-term  follow-up.  Of 
much  more  practical  significance  seems  to  be  the 
long-term  followup  which  occurs  with  any  pro- 
gram. Ca)nsec|uently,  it  was  decided  that  the  most 
important  follow-up  data  would  be  that  which 
could  be  collected  toward  the  end  of  the  school 
year. Thus,  for  this  preliminary  report,  we  shall 
be  ])resenting  only  the  pre-test  data  on  our  as- 
sessment measures.  These  |)re-lest  attitudes  juo- 
vide  us  with  some  uiiderslanding  regarding  nat- 
urally-occurring attitudes  and  knowledge  on  the 
topic  of  suicide  among  adolescents.  Thus,  even 
these  preliminary  data  provide  important  infor- 
mation for  public  policy,  and  we  hope  that  these 
})reliminary  results  can  be  utilized  in  such  a fash- 
ion. 

I he  percentage  of  items  that  weie  correct  on 
the  Knowledge  Test  for  each  school  was  calcu- 
lated. The  percentage  of  correct  items  langed 
from  59  to  73  per  cent  with  an  average  some- 
where about  G()  per  cent,  lliere  were  some  dif- 
ferences across  the  four  geograjducally  related 
schools,  but  the  average  percentage  that  were 
correct  by  each  of  the  four  geograj)hic  categories 
was  in  the  60  per  cent  range  with  very  few  dif- 
ferences between  the  schools.  (Considering  the 
fact  that  50  per  cent  of  correct  items  would  be 
expected  by  chance  using  a true-false  format,  this 
seems  a rather  low  level  of  knowledge  for  these 
students. 

The  data  collected  on  Student  Attitudes  re- 
garding suicide  were  also  interesting.  For  ex- 
amjtle,  one  of  the  cjuestions  read  as  follows:  “A 
friend  of  yours  tells  you  that  he/she  is  thinking 
about  committing  suicide.”  A Hve-point  scale, 
ranging  from  one  (uncomfortable)  to  five  (com- 
fortable), was  used  iu  an  attempt  to  gauge  stu- 
dents’ feelings  about  this  situation.  The  average 
respon.ses  of  students  on  these  particular  items 
was  “unsure,”  since  their  mean  scores  were  very 
close  to  three, which  was  the  unsure  response.  As 
with  the  residts  of  the  Knowledge  Test,  these 
Student  Attitude  results  are  noteworthy  for  the 
fact  that  there  seems  to  be  few  dif  ferences  among 
the  schools  by  geographic  area  on  their  attitude 
toward  this  difficult  situation. 


The  Student  Bei  sonal  Knowledge  fbi  in  asked 
(|uestions  regarding  aspects  of  suicide.  The  first 
two  tpiestious  focus  on  the  incidence  of  suicide 
attempts  as  known  to  each  student.  These  (]ues- 
tions  were  employed  as  a way  to  get  some  natural 
survey  of  the  incidence  of  this  problem  in  our 
state.  The  results  indicated  that  ninth  grade  stu- 
dents have  contact,  on  the  average,  with  two  to 
three  peers  who  spoke  of  attempting  suicide.  The 
idea  that  a student  would  be  placed  potentially 
in  the  situation  of  responding  to  such  behaxior 
two  to  three  times  even  before  the  mid|)oint  of 
their  ninth  grade  school  year  speaks  to  the  im- 
portance of  jiroviding  these  students  with  some 
reasonable  guidelines  on  how  to  act  in  such  sit- 
uations. The  last  three  questions  on  this  measure 
assess  helping  behaviors  reported  by  these  stu- 
dents. Of  interest  here  in  particular  is  the  (|uite 
high  score  on  the  number  of  peers  consoled,  and 
the  comparatively  low  number  of  peers  referred 
for  })rofessional  help.  The  average  student  sj)oke 
to  about  four  jieers  who  expressed  suicidal  in- 
tentions, f)ut  referred  only  one  student  on  av- 
erage for  professional  help.  These  data  suggest 
that  in  fact  a relatively  large  j)eer  support  net- 
work for  adolescents  with  suicidal  ideation  exists 
naturally  in  our  school  system.  Since  these  are 
untrained  counselors,  being  able  to  provide  such 
students  with  information  and  knowledge  re- 
garding suicide  would  ajjpear  to  be  a very  im- 
portant preventative  effort. 

Table  1 presents  preliminary  restilts  of  the 
scores  obtained  on  the  Hopelessness  Scale.  This 
is  a 17-item  scale,  so  that  the  mean  scores,  which 
fall  below  (3.2,  are  in  the  bottom  third  of  the  scale. 
Higher  scores  indicate  higher  levels  of  hopeless- 
ness. There  seem  to  be  some  dif  ferences  among 
the  schools  according  to  geograjihic  areas,  but 
whether  these  are  of  practical  significance  is 
(luestionable.  Since  the  Hojjelessness  Scale  does 
not  have  norms,  comparison  to  such  data  is  not 
possible.  However,  in  conijiaring  the  scores  from 
this  population  to  those  obtained  by  40  adoles- 
cent suicide  attempters  who  have  been  admitted 
to  Rhode  Island  Hospital  in  the  jtast  year-and-a- 
half,  mean  scores  fall  below  the  typical  range  of 
scores  obtained  by  tins  ])opulation  (range  7 to 
II).  The  baseline  scores  are  of  sufficient  mag- 
nitude to  allow  for  change  to  be  assessed  over 
time  whether  an  intervention  is  introduced  or 
not. 

Pre-test-Post-test  Results 

At  the  time  of  the  writing  of  this  report,  only 
some  of  the  post -test  data  were  available  from 


October,  1986  — Vol.  69 


459 


the  expel  iinenlal  sdiools.  hhus  vve  are  able  to 
coiiiineiit  in  a limited  (asliion  on  the  results  oi 
tlie  program,  l)ut  definitive  findings  will  await  the 
collection  of  data  at  the  control  schools  and  sta- 
tistical analysis. 

Post-test  results  were  available  on  the  Suicide 
Knowledge  Pest  for  three  of  the  experimental 
schools:  snhnrhan,  suhnrhan/rural,  and  rural, 
rhe  findings  show  cpiite  substantial  gains  in 
knowledge  by  those  students  who  jiarticipated  in 
the  suicide  intervention  program.  Students 
gained  7 to  9 jioints  on  the  average  from  pre- 
test to  j)ost-test.  By  the  post-test  assessment  jjoint, 
teenagers  in  the  suburban  school  increased  their 
percentage  of  correct  items  on  the  Knowledge 
Pests  from  67  jjer  cent  to  85  per  cent.  In  the 
suhurhan/rural  schools,  the  percentage  increased 
from  59  per  cent  to  84  per  cent.  And  hnally,  in 
the  rural  school,  the  average  jiercentage  correct 
increased  f rom  72  per  cent  to  89  j)er  cent.  Phese 
are  rather  impressive  gains  in  knowledge  re- 
garding suicide  for  each  of  the  three  schools.  In 
addition,  the  overall  percentage  of  correct  items 
which  was  in  the  ujiper  end  of  the  80  per  cent 
range  was  also  quite  respectable.  Thus,  it  would 
certainly  appear  that  in  the  course  of  the  year 
students  who  participated  in  the  suicide  inter- 
vention curriculum  become  much  more  knowl- 
edgeable regarding  this  issue.  Whether  this  in- 
crease in  suicide  knowledge  was  a direct  result 
of  the  curriculum  or  of  other  factors  will  not  be 
known  until  we  can  compare  the  results  of  these 
schools  with  those  in  the  control  schools. 

The  results  on  the  Hopelessness  Scale  were 
available  for  three  of  the  school  districts:  urban, 
suburban,  and  rural.  These  results  are  repre- 
sented in  Table  2.  As  can  be  seen  from  this  table, 
all  three  schools  showed  decreases  in  the  level  of 
hopelessness  exhibited  by  their  students  over  the 
course  of  the  few  months  following  the  imple- 
mentation of  the  suicide  curriculum.  The  changes 
which  occurred  were  statistically  signiheant  al- 
though, once  again,  whether  they  are  a direct 
result  of  the  suicide  prevention  curriculum  or 
other  factors  cannot  be  answered  until  we  com- 
pare the  results  with  the  control  schools.  How- 
ever, the  consistency  of  positive  change  across 
the  three  schools  is  certainly  encouraging. 

Impressions 

T he  primary  purpose  of  the  Samaritans  of  Rhode 
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Island  is  to  be  available  to  the  lonely,  deijressed, 
and  suicidal  24  hours  a day.  During  1985,  111 
volunteers  gave  mote  than  26,000  hours  to  an- 
swei  51,000  calls.  Pighteen  j)er  cent  of  the  calls 
in  1985  wete  from  young  j)eo|)le  between  the 
ages  of  10  and  19.  I he  secontlary  put  pose  of  the 
Satnaritatis  is  to  itifortn  atid  educate  the  Rhode 
Islatid  cotntnutiity  about  suicide  jjrevetitioti. 
I hrough  the  itifortnatioti  gleatied  frotn  the  studv, 
the  Satnaritatis  hope  to  itnprove  upoti  theit  ad- 
olescetit  suicide  prevetitioti  program. 

Initial  subjective  fitiditigs  suggest  that  the  jiro- 
gtatn  does  lead  to  behaviot  chatige.  Both  teach- 
ers atid  studetits  rejjorted  ati  iticrease  iti  helpitig 
behaviors.  Dutitig  this  titne,  third  jiarty  calls  to 
the  Satnaritatis  increased  by  84  per  cent.  Kval- 
uations  by  studetits,  teachers,  and  parents  were 
very  jiositive  and  supjiortive.  I he  post-test  data 
and  hopelessness  and  knowledge  is  also  (juite 
jiromising. 

Conse()uetitly,  a collaborative  effort  of  the 
Rhode  Island  Dejiartment  of  Education,  the 
Rhode  Island  Dejiartment  of  Health,  the  Rhode 
Island  Task  Force  on  Teenage  Suicide  Preven- 
tion, and  the  Samaritans  has  been  made  to  insure 
the  future  of  the  suicide  awareness  program  in 
Rhode  Island.  The  following  steps  have  been 
taken: 

( 1 ) The  Rhode  Island  Department  of  Health  has 
provided  the  Samaritans  with  a three-year 
step-down  grant  to  implement  the  program 
with  teachers. 

(2)  The  Department  of  Education  has  incor- 
ported  suicide  prevention  into  the  manda- 
tory health  curriculum. 

(3)  The  Task  Force  is  coordinating  department 
heads  in  their  efforts  to  implement  statewide 
programs.  A bill  has  been  submitted  to  the 
1986  General  Assembly  for  a suicide  aware- 
ness program  for  public  school  students  in 
grades  9-12,  accompanied  by  workshops  de- 
veloped and  provided  by  the  Samaritans  for 
those  public  school  teachers  who  are  desig- 
nated to  teach  the  suicide  awareness  pro- 
gram. In  addition,  plans  are  under  way  for 
a statewide  conference  on  teen  suicide  in  the 
winter  of  1987. 

(4)  The  Samaritans  will  coordinate  a graduate- 
level  course  on  suicide  prevention  education 
at  Rhode  Island  College  starting  in  the  spring 
of  1987. 
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Table  1.  — Hopelessness  Test  Results* 


Mean 

Standard 

Deviation 

Urban 

Experimental 

5.1 

2.0 

Control 

3.9 

1.3 

Suburban 

Experimental 

4.2 

0.7 

Control 

4.9 

1.7 

Suburban/Rural 

Experimental 

6.2 

1.3 

Control 

4.4 

0.5 

Rural 

Experimental 

5.4 

2.2 

Control 

5.2 

1.8 

Table  2. 

— Hopelessness  Test 
mental  Schools 

Results 

— Experi- 

PRETEST 

POST  TEST 

Standard 

Standard 

Mean 

Deviation 

Mean 

Deviation 

Urban 

5.1 

2.0 

2.5 

0.4 

Suburban 

4.2 

0.7 

3.6 

0.4 

Rural 

5.4 

2.2 

2.9 

1.5 

* Higher  score  indicates  greater  hopelessness. 


* Note:  Lower  score  indicates  less  hopelessness 


IT  TAKES  MORE 
THAN  THESE 
TO  CURE 


YOUR  MEDICAL 
PRACTICE’S 
HEADACHES. 


FINALLY  ...  A CURE  FOR  YOUR 
MEDICAL  PRACTICE  HEADACHES  . . . 

Prognosis:  100%  improvement  in  medieal 
offiee  proeedures  and  inereased 
ineome  potential. 

• Maximum  offiee  effieieney 

• Prompt  billing  and  eoUeetion 

• Inereased  staff  produetivity 

• Monthly  finaneial  aetivity  report 

• Updated  elinieal  statistieal  reports 

• Enhaneed  patient  eare 

To  learn  more  about  GPM,  the  eost  effieient 
solution  to  FINANCIAL  and  MEDICAL 
OFFICE  MANAGEMENT,  eaU  CPM  today! 

Tel.  463-5200 

(.omprchensive  Practice  Management 
1 1429  Warwick  Avenue,  Warwick,  R1  02888 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 

Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
ophthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists,  neurologists 

• Managed  by  physicians  with  the  doctor  in 
mind 

• Open  staff 

• Full-time  anesthesia  and  recovery  coverage 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare,  commercial 
insurance  coverage,  and  Massachusetts  Blue 
Shield 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and 

bookings. 

Blackstone  Valley  Surgicare 
333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 


462 


Rhode  Island  Medical  Journal 


Prevention,  Early  Identification, 
and  Management  of 
Adolescent  Suicidal  Behavior 


Reduction  of  Adolescent  Suicide  Attempts  and  Completion  Requires  a 
Program  of  Primary,  Secondary,  and  Tertiary  Prevention 

Andrew  E.  Slaby,  MD,  PhD,  MPH 


These  graves  are  all  too  young,  from  the  world's  bitter  wind 
seek  shelter  in  the  shadow  of  the  tomb.  — Percy  Bysshe 
Shelley 

Not  that  suicide  always  comes  from  madness.  There  are  said 
to  be  occasions  when  a wise  man  takes  the  course,  but,  gen- 
erallv  speaking,  it  is  not  in  an  access  of  reasonableness  that 
people  kill  themselves.  — Collected  Letters,  Voltaire 

Rates  of  suicide  and  parasiticide  (attempts)  have 
increased  dramatically  in  the  last  few  dec- 
ades. Increases  are  most  dramatic  among  our 
youth.'  -'^  One  percent  of  all  individuals  die  by 
suicide,^’ ^ with  approximately  27,000  killing 
themselves  each  year.'  ® Two  clecades  ago,  risk 
increased  with  age.  Now  risk  peaks  in  adoles- 
cence and  the  later  years.  There  has  been  a 250 
per  cent  increase  in  rates  in  the  15-24  year-old 
range  over  twenty  years  rising  from  6.8/100,000 
to  17.4/100,000.  The  rate  of  20-24  year-olds  is 
not  again  attained  until  age  55. ^ While  suicide  is 
rare  although  not  unheard  of  prior  to  puberty, 
it  is  second  only  to  accidents  as  a cause  of  death 
in  adolescents.^  Accidents,  especially  vehicular 
accidents,  in  addition  are  a common  cause  of 
occult  suicide.'  Experts  estimate  that  the  true 
hgure  for  completed  suicide  is  at  least  three  times 
that  reported.®-  ^ Exclusionary  causes  in  insur- 
ance, taboos,  and  impact  on  relatives  limit  more 
complete  disclosure."’ 


Andrew  E.  Slaby,  MD,  PhD,  MPH,  is  Professor  of 
Psychiatry  and  Human  Behavior,  Brown  University 
Program  in  Medicine,  and  Psychiatrist-in-Chief,  Rhode 
Island  Hospital  and  Women  ts?  Infants’  Hospital, 
Providence,  Rhode  Island. 


Suicide  is  a major  public  health  problem  and 
therefore  must  be  attacked  using  the  classic  par- 
adigm of  primary,  secondary,  and  tertiary  pre- 
ventive interventions.  Success  in  application  of 
this  model  entails  thorough  understanding  of  the 
scope  of  the  problem,  its  risk  factors,  its  putative 
causes,  its  clinical  signs  and  symptoms,  and  the 
impact  of  intervention  and  treatment. 

Risk  Factors  for  Adolescent  Suicide 

Characteristics  of  suicide  and  parasiticide  are 
provided  in  Table  1.  Remarkable  in  the  contrast 
is  that  those  who  commit  suicide  (as  opposed  to 
those  who  attempt)  are  more  frequently  male; 
have  fewer  obvious  problems  with  parents,  sib- 
lings, and  friends;  are  successful  at  school;  are 
less  disordered  in  character;  attempt  in  private; 
and  have  communicated  their  desire  to  die  to 
someone  before  the  act. 

The  median  age  of  suicide  attempts  and  com- 
pletions has  fallen  from  47.2  years  in  1970  to 
39.9  years  in  1980,  with  the  decline  greater  for 
males  than  females.  In  1980,  more  than  one- 
third  male  suicides  were  under  30  years  of  age. 
Characteristics  of  suicide  attempters  and  com- 
pleters across  age  categories,  on  the  whole,  share 
two  components  critical  to  prevention  and  man- 
agement: social  isolation  and  clinical  indicia  of 
psychiatric  illness.'- There  are  excep- 
tions at  all  ages.  Unfortunately,  exceptions  are 
greater  for  the  young  than  the  aged.  Saint 
Augustine'^  saw  a need  for  moral  strictures  to 
prevent  over-zealous  early  Christians  from  self- 
destruction  as  evidence  of  their  newly-emerged 
belief  in  afterlife.  Without  promise  of  heaven, 
Marcel  Proust  imparted  the  idea  that  the  only 
thing  that  got  him  through  a difhcult  day  was 
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Table  1.  Characteristics  of  Suicide  and  Parasuicide""'^ 


Completers 

More  males 

More  major  psychiatric  disorders  (e.g.,  depression,  alcohol- 
ism, and  schizophrenia) 

More  family  histories  of  mental  illness 
Give  \warnings 

More  frequently  have  experienced  suicide  in  a family  member 
or  peer 

Make  attempts  in  secret 
More  intelligent 

Use  more  lethal  means  (e.g.,  guns,  hanging,  jumping) 
Fewer  obvious  problems  with  parents,  siblings,  and  peers 
Previous  suicide  attempts 
Successful  at  school 
Over-representation  of  Protestants 


Attempters 

More  females 

More  character  disorders  (e.g.,  antisocial  and  borderline  per- 
sonality) 

Make  attempts  impulsively 

More  public  about  attempts 

Tend  to  use  less  lethal  means  (e.g.,  overdose) 

More  obvious  problems  with  parents,  siblings,  and  peers 
Poor  academic  performance 
Over-representation  of  Protestants 


the  comforting  thought  of  suicide.  Adolescents 
are  impulsive  and  romaticize  premature  exodus 
from  life  as  did  some  early  Christians  and  people 
such  as  Proust.  They  lack  the  wisdom  of  age,  the 
acute  learned  awareness  of  the  permanence  of 
disability  and  death,  and  the  mollihcation  of  im- 
pulsiveness that  comes  with  responsibility,  chil- 
dren, and  property.  In  a world  fraught  with  dis- 
appointment, human  love  is  a recurring  reward 
and  reality  to  those  who  have  lived  long  enough 
to  experience  the  consistency  of  the  theme.  Not 
every  young  person  stating  a wish  to  end  his  or 
her  life  intends  to  do  so.  Some  are  communicat- 
ing a message.  Unfortunately,  messages  are  not 
always  heard.  The  intensity  of  the  message  may- 
be greater  than  that  intended  consciously  or  un- 
consciously and  lead  to  unexpected  death  or  per- 
manent impairment  (eg,  brain  damage). 

Adolescent  suicide  completers,  when  con- 
trasted to  controls  or  attempters,  are  character- 
ized by  a tendency  to  be  very  successful  at  school, 
of  superior  intelligence,  and  be  male  and  white. 
They  are  described  as  solitary  and  as  frequently 
having  histories  of  mental  illness  in  their  families 
and  experience  with  suicidal  behavior  in  family 
members  and  peers.  A key  to  prevention  is  the 
fact  that  many  have  attempted  prior  to  the  act 
and  most  communicate  their  desire  to 
die.  1-3.  <5. 11. 12, 16-18  xhe  message  is  sometimes  given 
to  the  primary  care  physician  or  therapist,  but 
more  often  to  a family  member  or  friend. 

Fifty  to  ninety  per  cent  of  those  who  complete 
suicide  suffer  mental  disorder,  most  frequently 
depression,  alcoholism,  and  schizophrenia." 
Violent  means  such  as  guns  are  most  frequently 
used  by  male  completers  and  increasingly  used 
by  female  completers.'^  While  hospitalized  and 


discharged  psychiatric  patients  are  at  increased 
risk  for  suicide,''-  the  hospitalized  physically 
ill  are  less  so.  When  the  latter  do,  they  generally 
have  severely  painful  chronic  illness  or  organic 
mental  syndromes.-^- The  immediate  post-psy- 
chiatric discharge  period  is  a time  of  greater  risk, 
especially  if  an  adverse  life  event  is  experienced, 
such  as  school  failure,  parental  divorce,  or  the 
end  of  a love  affair.^  College  students  are  at  higher 
risk  than  non-academic  peers. Rates  are  par- 
ticularly great  for  those  at  elite  competitive  col- 
leges.^-Some  adolescents  sent  off  to  board- 
ing school  before  college  are  at  increased  risk 
because  of  other  factors  that  enhance  risks  such 
as  parental  separation  or  lack  of  parental  inter- 
est. 

Unlike  married  adults,  married  adolescent  girls 
are  at  greater  risk  than  single  peers. Teenage 
suicides,  in  contrast  to  adult  suicides  and  teenage 
auto  fatalities,  are  not  influenced  by  temporal 
variables.^"  No  biological  markers  have  been 
identihed  in  a practical  way  to  facilitate  identi- 
hcation  of  those  at  risk.- 

Risk  Factors  for  Adolescent  Parasuicide 

Attempters  differ  from  completers  and  controls 
by  greater  use  of  drugs  as  a means;  more  fre- 
quently being  female;  having  more  problems  with 
relationships  with  parents,  siblings,  and  friends; 
failing  in  school  work  or  having  dropped  out; 
having  histories  of  involvement  with  social  serv- 
ices; and  more  frequently  being  involved  in  psy- 
chiatric treatment  at  the  time  of  the  attempt.  Ad- 
olescent attempters  report  more  gastrointestinal 
complaints  and  are  more  frequently  pregnant 
than  controls.  Fathers  are  more  frequently  ab- 
sent and  nonemployeci,  and  mothers  more  fre- 
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cjuently  working  outside  the  home.  Nonpsyehotie 
j)sycliiatric  illness  (eg,  character  disorders,  alco- 
liolisni,  and  drug  use)  is  more  common  among 
attemjjters  than  among  matched  controls.  De- 
pressive symjitoms  are  of  much  greatet  fre- 
(]uency  than  actual  depression. There  is  often 
a family  history  of  suicide  or  suicide  attenijjt 
(seven  times  that  of  controls  in  the  study  of  (iar- 
hnkel  and  Golomhek).'-^ 

Most  adolescents  who  attempt  do  not  go  on  to 
kill  themselves,  hut  the  majority  of  those  who  do 
commit  suicide  have  attempted."  The  number 
of  attempters  is  much  greater  than  completers, 
providing  the  basis  for  the  misconception  that 
those  who  attempt  do  not  go  on  to  kill  them- 
selves. 

Children  who  attempt  exhibit  greater  physical 
health  imjjairment.  They  also  experience  more 
early  parental  loss  due  to  death,  divorce,  or  sep- 
aration; more  abuse  from  parents;  more  domi- 
nant fathers  when  present;  and  parents  (partic- 
ularly fathers)  who  have  chronic  physical  or 
mental  illness,  or  have  attempted  or  completed 
suicide. 

Attempters  are  more  frequently  of  lower  so- 
cioeconomic and  urban  status.  Puerto  Rican  chil- 
dren currently  have  (and  black  children  in  the 
past  when  they  hrst  moved  to  urban  areas  had) 
liigher  rates  due  to  lack  of  acculturation.'  Drug 
and  alcohol  abuse  provides  a substrate  for  sui- 
cidal ideation  and  attempt."  Attempters  are 


Table  2.  Signs  and  Symptoms  of  Adolescent  Suicidal 
Potential 


Aggression 
Depression 
Excessive  guilt 

Giving  away  prized  possessions 

Helplessness 

Hopelessness 

Hypersensitivity 

Impulsivity 

Isolation 

Low  frustration  tolerance 
Low  self-esteem 
Psychomotor  retardation 
Risk-taking  behavior 
Sadness 

Sleep  disturbance 

Substance  abuse 

Suicidal  ideation 

Unusual  neglect  of  appearance 

Withdrawal 

Worthlessness 


more  fre(|uently  horn  to  unwed  mothei  s and  are 
rejected  by  theii  j)aient.s.  Intel estingly,  young 
women  (aged  IS  to  30)  have  been  found  in  one 
study  to  he  less  hysterical  than  controls  imme- 
diately after  drug  overdose.  T his  may  he  due  to 
the  fact  that  acting  out  temporarily  mollifies  hys- 
terical traits.  The  family  life  of  attempters  is  char- 
acterized as  less  warm. 

Attemjiters  are  comparable  to  comjileters  in 
fretjuently  having  made  previous  attempts.  Sui- 
cidal children  are  frecjuently  intensely  aggressive 
and  have  histories  of  parental  assault.''^'’  ” " 

17,  19. 22-24. 2fi,  29, 40  Atteiiijits  ai  e highest  in  autumn 
and  winter  and  between  6:00  pm  and  mid- 
night. 

Neuringer  and  Leitter"  reported  that,  desjiite 
the  fact  that  88  jier  cent  of  attenijits  of  a popu- 
lation they  studied  occurred  at  home  (usually  with 
a jiarent  in  another  room),  only  46  per  cent  of 
adolescents  reported  the  attenijit  to  their  jiar- 
ents.  Two-thirds  rejiorted  it  to  someone  other 
than  their  parents,  such  as  a peer  whom  they 
trusted.  It  is  important  to  recall  that  adolescents, 
like  adults,  indulge  in  self-destructive  sexual  be- 
havior such  as  autoerotic  hangings  and  bondage 
that,  while  not  directly  intended,  can  lead  to 
death.  T herefore  such  behavior  must  he  con- 
strued as  a risk  factor.^' 


Indications  of  Suicidal  Potential 

Signs  and  symptoms  of  adolescent  suicidal  po- 
tential are  jjortrayed  in  Table  2.  In  summary, 
they  include  indications  of  clepression  (eg,  hope- 
lessness, slee])  disturbance)  coujjled  with  a tend- 
ency toward  impulsive  behavior.'^ 

Clinically,  attempters  exhibit  sadness,  isola- 
tion, aggression,  withdrawn  behavior,  and 
depression. Depression,  a symptom  of  af  fective 
illness,  is  also  a symptom  of  other  disorders  such 
as  schizoj)hrenia.“"  Although  there  is  no  gener- 
ally agreed  upon  suicidal  })ersonality,  commonly 
reported  traits  include  immaturity,  egocentricity, 
dependency,  hostility,  anxiety,  low  tolerance  to 
frustration,  impulsivity,  low  self-esteem,  and  hy- 
persensitivity.^ Potential  attempters  often  feel 
different  from  peers  because  of  physical  or  psy- 
chological unattractiveness  or  lower  intelligence 
or  because  parents  have  foisted  upon  them  adult 
responsibilities  at  an  early  age.  They  feel  over- 
whelmed and  react  by  becoming  suicidal.  Youth- 
ful attempters  as  a group  exhibit  more  aggres- 
si(9ii,  hostility,  impulsiveness,  sadism,  and 
masochism.  Suicide  modeling  ajjpears  to  be  a fac- 
tor in  suicidal  children.  Many  adolescents  who 
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coniplelc  suicide  have  known  personally  anollier 
who  lias.  While  girls  attempt  more,  hoys  are  sickei 
and  use  more  lethal  means,  such  as  hanging  or 
shooting,  (ailturally,  girls  are  not  allowed  as  many 
aggressive  outlets  as  hoys,  such  as  fighting  and 
promiscuity,  without  more  public  censure.  They 
are,  therefore,  more  likely  to  turn  hostile  feelings 
inward.  Such  behavior  is  likely  to  result  in  sui- 
cide." Menninger,‘‘^  in  his  early  discussions  of 
addiction,  viewed  dependence  on  drugs  as  a pro- 
tracted form  of  suicide.  Subsequent  studies  have 
confirmed  his  earlier  hyjjothesis.  Both  attemp- 
ters  and  completers  often  have  histories  of  sub- 
stance abuse. 

A deliberate  self-harm  syndrome  has  been  de- 
scribed invoi\  ing  sudden  irresistable  impulses  to 
harm  oneself.  Onset  is  typically  in  late  adoles- 
cence with  multiple  recurrent  minor  self-destruc- 
tive episodes  in  resjionse  to  an  intolerable  situ- 
ation which  the  adolescent  cannot  escape  or 
control.  These  indixiduals  report  hopelessness, 
helplessness,  worthlessness,  and  depression.  I'he 
self-destructive  behavior  tends  to  increase  in  le- 
thality over  time,  leading  in  some  cases  to  suicide. 
Disruption  of  social  supports,  drug  and  alcohol 
abuse,  and  depression  are  risk  factors.  Pfeffer-^ 
emphasizes  similarity  among  suicidal  behavior  of 
children,  adolescents,  and  adults  with  depressive 
and  borderline  patients  at  high  risk  in  all  age 
groups. 

Motto^-^  followed  335  adolescents,  ages  10  to 
19,  known  to  be  at  high  risk  for  suicide  bv  virtue 
of  admission  to  a hospital  due  to  a depression  or 
suicidal  state  and  found  that  the  variables  most 
closely  associated  with  a suicidal  outcome  include 
clear  communication  of  intent  and  actively  seek- 


ing help  in  those  who  made  an  attempt;  fear  of 
losing  one’s  mind  or  of  having  a rare  disease; 
over  five  hours’  sleep;  psychomolor  retardation; 
modeiate  ability  to  communicate  feelings  of 
hopelessness;  and  a negative  or  mixed  attitude 
toward  the  interviewer  when  first  seen.  In  ad- 
dition to  the  fact  that  jjarental  suicide  increases 
the  risk  a child  may  kill  himself  Or  herself,  other 
jjathogenic  effects  of  the  emotional  context  lead- 
ing to  and  surrounding  parents’  suicide  have  been 
identified  as  guilt  and  distorted  communica- 
tion. 

Causes  of  Adolescent  Suicide 

Simplistic  causes  of  adolescent  suicide  are  hard 
to  isolate,  jiiajbably  because  they  rarely  or  never 
exist  alone.  I he  act  entails  a number  (jf  factors, 
some  of  which  are  provided  in  f able  3. 

While  factors  may  emerge  as  “reasons”  for  a 
particular  self-inflicted  death,  many  more  indi- 
viduals with  the  same  characteristics  and  “rea- 
sons” do  not  kill  themselves  or  even  attenijjt  to. 
This  conhrms  the  hypothesis  that  adolescent  su- 
icide is  a midtidetermined  event  involving  ge- 
netic, social,  psychological,  biological,  life-stress, 
developmental,  and  existential  (ie,  no  reason  to 
live)  factors.  Among  these  factors  are  escape  from 
family  problems;  guilt  (eg,  over  being  homosex- 
ual); lack  of  acceptance  into  peer  groups;  break- 
down of  the  nuclear  family;  unemployment;  fail- 
ure to  make  good  grades;  a desire  to  be  united 
with  someone  who  has  died;  and  difhculties  with 
parents,  siblings,  friends,  and  lovers,  ' (Other 
explanations  include  anomie  (a  “loss  of  related- 
ness”),^®  identihcation  with  an  absent  father,^'  ab- 
berrant  child-rearing  practices,^^  pre-  and  per- 


Table  3.  Factors  Contributing  to  Adolescent  Suicide 

Individual 

Environmental 

Anomie 

Academic  stress 

Chronic  disease 

Breakdown  of  social  supports 

Desire  to  be  united  with  someone  dead 

Breakup  of  love  affair 

Existential  nihilism 

Child  rearing  practices 

Feeling  unwanted 

Cultural  sanctions 

Genetic  predisposition 

Family  problems 

Guilt 

Loss  of  parent  through  death,  divorce,  or  separation 

Impulsivity 

Models  of  suicide 

Loneliness 

Peer  rejection 

Perinatal  distress 

Sexual  abuse 

Psychopathology 

Unemployment 

Revenge 

Secondary  gain 

Sexual  confusion 
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inatal  factors  sucli  as  respiratory  distress,  lack  of 
antenatal  care,  chronic  disease,^"  incomplete 
families,  several  changes  of  guardians,  maltreat- 
ment as  children,  sexual  abuse, and  incorrect 
fantasies  of  reversibility  of  deaths 

Suicidal  youngsters  experience  excessive 
amounts  of'environmental  stress,  commencing  in 
early  childhood,  relating  to  parental  loss  through 
death,  divorce,  or  separation  (sometimes  due  to 
hospitalization),  and  experience  aggression  and 
suicidal  behavior  in  their  parents. Sometimes  a 
cause  seems  trivial  ou  the  surface  but  rejjresents 
to  an  adolescent  the  “last  straw.”'  Medical  illness 
such  as  hypothyroidism  and  certain  medications 
cause  a negativistic  distortion  of'  reality  that  can 
lead  to  self-inflicted  death. 

A systematic  study  of  50  adolescents  13  to  18 
years  old  indicate  reasons  given  by  subjects  for 
a suicide  attempt  and  those  attributed  by  clini- 
cians differ.  Adole.scents  indicated  they  felt  lonely 
or  unwanted,  were  angry  with  someone,  or 
wanted  to  alleviate  stress.  Cilinicians  deemed  the 
overdoses  punitive  or  manipulative  and  sug- 
gested that  only  seven  wished  to  die.  The  youths 
denied  overdosing  to  get  help,  suggesting  that  a 
more  appropriate  means  of  prevention  entails 
accent  on  change  of  attitudes  toward  self-poi- 
soning and  early  help  seeking.  Children  imitate 
behavior  of  older  children  or  loved  ones  who 
have  died  by  suicide,  such  as  a parent,  sibling, 
or  aunt.  A young  person  may  romanticize  death 
as  reunion.  In  other  instances,  revenge  aj)pears 
the  motive:  “This  will  hx  them.” 

There  is  a dangerous  misconcejjtion  that  all 
adolescents  who  kill  themselves  are  psychiatri- 
cally  ill.  Self-inflicted  death  is  8()-5()0  times  more 
common  among  those  with  serious  depressions,'^- 
but  many  who  died  by  suicide  are  simply  im- 
pulsive, angry,  lonely,  or  chronically  ill.  Many 
teenagers  who  indulge  in  risk-taking  behavior, 
such  as  driving  cars  fast  or  drug  experimenta- 
tion, are  without  overt  depression,  making  sui- 
cide harder  to  predict  and  more  general  pro- 
grams of  prevention  necessary. 

Stresses  for  our  young  people  today  are  in- 
creasing, while  natural  buffers  (ie,  social  sup- 
ports) are  decreasing.  More  adolescents  are  vying 
for  the  same  positions  in  college,  professional 
schools,  graduate  schools,  and  jobs,  while  the  ex- 
tended and  nuclear  family,  organized  religion, 
and  traditional  community  are  disintegrating. 
This  creates  the  sense  of  anomie  and  powerless- 
ness that  Emile  Durkheim^*’  in  1897  felt  to  be  the 
critical  factor  in  many  suicides.  In  support  of  this 
contention  is  the  observation that  suicide  rates 


for  those  over  65  have  fallen  steadily  during  the 
last  two  decades  as  the  cohort  in  that  age  group 
has  increased.  Old  age  was  for  many  a time  of 
loneliness  and  lack  of  sujtport  or  purpose  — an- 
omie. Now,  as  more  iiulividuals  survive  to  that 
age  group,  we  see  more  support,  both  ))sycho- 
logical  and  hnancial,  for  older  people.  It  is  a time 
of  life  when  cohesiveness  rather  than  comjietitive 
forces  are  predominant  and  essential  for  sur- 
vival. Ciohesion  appears  to  reduce  suicide  rates 
while  competition  enhances  them. 

Prevention 

Reduction  of  adolescent  suicide  attempts  and 
completion  entails  a program  of  j)rimary,  sec- 
ondary, and  tertiary  prevention.  Primary  pre- 
vention involves  reduction  of  the  incidence  of 
illness  by  reduction  of  the  impact  of  potentially 
noxious  events.  Polio  vaccine  immunizes  an  in- 
dividual against  the  development  of  polio.  Sec- 
ondary prevention  entails  early  recognition  and 
treatment  of  illness  to  prevent  long-term  dis- 
abling effects.  Penicillin  for  streptococcal  throat 
infections  reduces  the  development  of  rheumatic 
heart  disease  and  glomerulonephritis.  Tertiary 
prevention  consists  of  maximizing  function  ca- 
pacity after  an  illness  has  taken  its  toll.  Strength- 
ening healthy  muscles  after  polio  has  reduced 
the  functioning  of  others  is  an  example  of  ter- 
tiary prevention. 

Primary  Prevention 

Primary  prevention  of  adolescent  suicide  entails 
strengthening  social  supports,  enhancing  parent- 
child  communication,  educating  all  members  of 
a community  as  to  the  extent  and  causes  of  ad- 
olescent suicide,  and  working  with  adults  to  con- 
tinue their  parenting  role  together  after  differ- 
ences may  have  caused  dissolution  of  the 
companion/lover  role  in  marriage.  All  children 
identify  with  both  mothers  and  fathers.  When 
parents  war  in  the  presence  of  a child,  the  com- 
ponent parts  within  the  child  are  in  conflict  and 
he  or  she  feels  badly.  Self-esteem  is  diminished. 
Desire  to  reduce  the  stress  may  result  m suicide. 

Special  children,  bright,  gifted,  sensitive,  or  at- 
tractive, feel  the  loneliness  of  the  long-distance 
runner.  Everyone  needs  social  supports.  Some- 
times unique  children  and  children  with  a severe 
disability  such  as  a mutilated  limb  or  with  socially 
deviant  feelings,  such  as  homosexual  attraction, 
may  feel  badly.  Immigrant  children  may  not  be 
assimilated  into  the  predominant  subculture  and 
feel  isolated.  Efforts  should  be  made  to  enhance 
social  bonding  and  reduce  isolation.  Some  chil- 
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dicn  fed  badly,  l)iil  do  iioi  arli(  idale  llic  feeling. 
Programs  in  schools  lo  fac  ililate  pareni-c  liild  and 
j)eer  connnnnications  by  training  in  emotional 
liteiacy  lead  to  ventilation  of  pent-np  emotion 
before  it  reaches  self-destt  nctive  pi opoi  tions  and 
help  individuals  to  draw  others  neaier  to  help. 

Secondary  Prevention 

The  first  and  most  important  step  in  secondaiy 
prevention  (ie,  identification  of  suicidal  jiolential 
before  the  attemj)t)  is  to  listen  — and  to  listen 
with  one’s  whole  being,  not  jnst  with  one’s  ears. 
Is  a child  who  is  acting  differently  making  yon 
feel  concerned?  d his  is  the  task  of  primary  care 
providers,  parents,  siblings,  clergy,  friends,  and 
teachers.  Rarely  do  j)sychiat lists  see  adolescents 
wiio  have  not  yet  been  defined  as  having  a jirob- 
lem.  Those  who  kill  themselves  have  nsnally  com- 
mnnicated  their  desire  to  do  so  to  someone  be- 
fore the  act  and  have  been  ignored.  We  must 
learn  to  recognize  those  at  risk  and  the  signs  of 
increasing  intent  to  act. 

Studies  of  successful  suicides  across  all  ages 
indicate  that  two-thirds  to  three-fourths  of  those 
who  ultimately  kill  themselves  visit  a physician  at 
least  once  in  the  last  four  months  of  their 
lives.'  Physicians  must  ask  about  depression 
and  suicide,  just  as  they  ask  about  allergies.  Both 
prevent  needless  deaths. 

Evaluation''  ^ of  suicide  potential  involves  tak- 
ing a psychiatric  history  and  evaluating  the  men- 
tal state  w'ith  emphasis  on  intensity  of  depression, 
command  hallucinations,  and  suicidal  thoughts, 
intents,  plans,  and  attempts.  Giving  away  per- 
sonal property,  lack  of  future  plans,  and  recent 
loss  denote  increased  risk.  Discussion  as  to 
whether  to  hospitalize  a patient  is  based  on  clin- 
ical judgment  about  past  history  (eg,  past  at- 
tempts enhance  risk),  patients’  current  living  sit- 
uation, availability  of  social  supports,  degree  of 
depression,  and  effect  of  evaluation  and  initia- 
tion of  treatment.  A moderately  suicidal  person 
is  easier  to  manage  outside  the  hospital  in  the 
presence  of  supportive  family  members  and 
friends  than  a mildly  suicidal  one  who  is  a loner. 
All  suicidal  threats  and  gestures  must  be  taken 
seriously.  Never  in  the  acute  situation  should  a 
suicidal  person  be  challenged,  argued  with,  or 
given  facile  interpretations,  no  matter  how  ac- 
curate. Risk  factors  for  both  completion  and  for 
attempts  must  be  evaluated,  as  attempts  may  be 
a cry  for  help,  but  a failure  in  the  calculation  of 
response,  and  the  person  dies.  Whether  the  pa- 
tient is  hospitalized  or  treated  at  home,  access  to 
objects  or  drugs  which  may  be  used  in  attempts 


must  be  gnai (led.'' 

The  ihrusl  of  crisis  work  in  secondary  j)ieven- 
tion  is  establishment  of  social  suj)ports,  ojjening 
lines  of  communication,  and  initiating  thetapen- 
tic  intei  vent  ions.  Patients  and  theii  families 
should  feel  that  something  definitive  has  been 
done.  After  an  evaluation,  a suflicient  number 
of  oj)tions  should  be  elucidated  so  that  any  j)rob- 
lems  that  may  attend  home  cate  are  minimized. 
Every  ef  fort  should  be  made  to  treat  patients  w ith 
as  little  interference  with  theit  daily  routine  as 
possible.  Re-evaluation  of  patients’  self-desti  nc- 
tive jjotential  during  the  acute  j)hase  should  be 
done  as  frecjiiently  as  clinical  judgment  dictates. 
Erecjuency  of  visits,  if  the  individual  is  treated  as 
an  out))atient,  depends  to  a great  degree  on  how 
much  a piimary  care  jdiysician  can  depend  cm 
others  in  the  community  in  terms  of  family, 
friends,  and  clergy  to  provide  social  supj)ort  and 
opportunity  for  ventilation  and  option  exploring 
and  to  call  the  j)hysician  should  the  condition 
worsen. 

Communication  of  the  desire  to  die  is  very 
characteristic  of  suicide  comjjleters."  Children 
do  give  warnings  by  mentioning  suicide,  gestur- 
ing, threatening,  or  attempting.^  The  Samaritans 
of  Rhode  Island  and  comparable  groups  else- 
where play  a critical  role  in  a community  by  ed- 
ucating teachers,  clergy,  families,  fellow  students, 
primary  caregivers,  and  suicidal  indi\iduals  to 
recognize  signs  of  increasing  suicidal  preoccu- 
pation and  by  providing  an  immediate  resource 
for  help.  Education  is  probably  the  most  effective 
way  to  prevent  adolescent  suicide.  All  community 
caregivers,  but  especially  teachers,  clergy,  and 
those  of  the  medical  profession,  must  be  in- 
structed in  causes  of  suicide,  diagnosis,  treat- 
ment, and  prophylaxis.  Caregivers  and  other  key 
community  supports  must  be  aware  of  groujis  at 
special  risk  — the  depressed,  schizophrenic,  sub- 
stance abusers,  and  past  attempters.  The  great 
majority  of  suicides  in  psychiatric  patients  are 
preventable  if  treated  early  and  aggressively.^  A 
child  is  the  most  sensitive  barometer  of  the  cli- 
mate of  the  marriage  of  the  parents.  Therefore, 
all  evaluation  shoidd  include  assessment  of  fam- 
ily, especially  with  respect  to  interaction  among 
family  members  and  violent  and  suicidal  behav- 
ior of  parents. 

Tertiary  Prevention 

Tertiary  prevention  involves  the  prevention  of 
debilitating  effects  after  an  attempt  or  comple- 
tion has  occurred.  While  this  also  is  a community 
task,  the  role  of  the  psychiatrist  is  clear  here. 
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Attempters  often  attempt  again,  and  most  of  those 
who  die  by  suicide  have  attempted.  'Fhis  is  a group 
of  high  risk,  fn  addition,  we  know  tliat  the  im- 
mediate post-hospital  phase  is  a time  of  special 
risk.  Social  supports  must  be  rallied,  lines  of  com- 
munication and  accessibility  opened,  and  follow- 
up of  sufficient  frequency  and  intensity  ar- 
ranged. 

After  a suicide  has  occurred,  others  around 
the  victim  are  at  greater  risk.  Contagion  occurs, 
rhis  is  a phenomenon  whereby  a number  of  su- 
icides occur  among  those  who  knew  a suicide. 
Examples  of  this  have  been  rejiorted  in  Massa- 
chusetts, New  York,  and  Texas.  In  addition,  if  a 
suicide  follows  loss  of  someone  by  death,  the  rel- 
atives of  the  suicide  are  at  increased  risk  because 
of  shared  loss  and  shared  genetic  endowment. 

Suicide  changes  family  dynamics.  Attribution 
of  blame  and  guilt  leads  to  conflict,  unnecessary 
further  aggravation  of  pain,  and  in  some  in- 
stances separation  or  divorce.  “Safeplace,”  a sur- 
vivors’ group  sponsored  by  the  Samaritans,  pro- 
vides the  opportunity  for  sharing  of  the  sequelae 
of  a suicide  and  a means  of  coping  with  the  loss. 

A study  by  Deykin  et  aE^  of  an  intervention 
program  designed  to  reduce  suicidal  self-de- 
structive behavior  among  high-risk  adolescents 
aged  13  to  17  years  old,  combined  a program  of 
community  education  and  direct  service  to  youths 
who  required  emergency  care  for  self-inflicted 
injuries.  The  intervention  program  was  effective 
in  increasing  the  subjects’  compliance  with  med- 
ical regimens.  To  a lesser  degree,  the  interven- 
tion facilitated  early  help-seeking  among  adoles- 
cents with  suicidal  thoughts  and  ajDpeared  to 
diminish  overall  occurrence  of  emergency  room 
admissions  for  suicidal  behavior. 

Familiarity  with  principles  of  assessment  and 
systemic  application  of  them  to  case  management 
facilitates  treatment  engagement,  improves  so- 
cial functioning,  and  reduces  risk  of  repeat  sui- 
cide attempts  and  suicide.'®  In  view  of  the  fre- 
quency with  which  adolescents  present  at  general 
hospitals  with  attempted  suicide,  a strong  case 
can  be  made  for  development  of  organized  crisis 
services  to  coordinate  assessment,  management, 
and  follow-up. 

Finally,  research  is  needed  to  understand  bet- 
ter the  interaction  of  genetic  predisposition,  spe- 
cihc  psychiatric  illness,  social  support,  impulsiv- 
ity,  precipitating  factors,  role  modeling,  and 
cultural  sanctions.  Why  do  some  children  survive 
the  extreme  stress  of  family  disruption  and  per- 
sonal abuse,  while  other  talented  sensitive  chil- 
dren who  appear  to  have  everything  going  for 


them  elect  to  die  by  suicide?  Fife  is  not  being 
dealt  a good  hand.  It  is  {^laying  a poor  hand  well. 
We  must  helj)  ourselves  and  othei  s to  define  ways 
of  coping  together  with  the  inevitable  sonows 
and  joys  of  the  human  exjierience. 
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Adolescent  Suicide  Fatalities 


Incidence  of  Adolescent  Suicide  in  Rhode  Island  Has  Doubled 
in  the  Past  Ten  Years 


William  Q.  Stumer,  MD 


A review  of  teenage  suicide  (self-inHicled  deaths 
occurring  before  tlie  20tli  l)irthday)  gives  some 
credence  to  tlie  statement  that  such  fatalities  have 
“increased  to  epidemic  proportions,”  wherein 
5, ()()()  American  adolescents  commit  suicide  each 
year.  According  to  the  National  Center  for  Health 
Statistics,  the  adolescent  suicide  rate  has  trij^led, 
while  rates  for  the  rest  of  the  population  have 
remained  stable. 

In  Rhode  Island,  a similar  increase  has  taken 
place,  coinciding  with  and  perhaps  resulting  from 
a change  in  the  State  Medical  Examiner  system 
beginning  in  1975.  Prior  to  this  time,  statistical 
records  indicated  but  a slight  increase  of  the  few 
cases  recorded  in  the  two  decades  since  1955  ( Fa- 
ble I).'  A new  rigorous  investigation  and  classi- 
hcation  system  of  all  traumatic  deaths  was  then 
instituted  which  has  the  effect  of  almost  quad- 
rupling the  number  of  teenage  suicides  in  that 
year. 

During  the  decade  1975-1985,  the  average 
number  of  teenage  suicides  was  more  than  dou- 
ble the  average  number  which  occurred  from 
1965-1974  (Table  2).^  All  fatalities  have  been  ex- 
amined and  investigated  in  the  same  manner  since 
that  time,  covering  the  past  eleven  and  a half 
years,  w herein  96  cases  of  adolescent  suicide  have 
been  recorded.  All  background  data,  scene  in- 
vestigations, postmortem  procedures,  toxicologic 
results,  and  family  interviews  when  conducted 
are  taken  into  consideration  in  a similar  fashion 
when  arriving  at  the  classification  of  suicide.  The 
high-water  mark  of  1977,  during  w4iich  18  cases 
were  recorded,  is  somewhat  offset  by  lesser-case 
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years,  as  there  were  only  four  in  1976  and  three 
in  1978.  I he  average  number  of  cases  remains 
at  approximately  eight  per  year. 

A study  of  adolescent  suicides  and  its  relation- 
ship to  perinatal  factors  has  been  previously  re- 
ported, and  much  of  the  historical  data  elicited 
from  a review’  of  these  70  cases  will  be  used  in 
the  subsequent  discussion.-’ 

The  location  of  birth  of  each  suicide  victim  is 
noted  in  Table  3.  Twenty  j^er  cent  of  these  cases 
were  born  outside  of  Rhode  Island,  including 
hve  in  military  hospitals.  Data  from  other  teen- 
age fatalities  (homicides  and  accidents),  as  well 
as  natural  deaths,  are  not  available  for  compar- 
ison. Age,  race,  sex,  and  marital  status  are  noted 
in  Table  4.  The  four  married  victims  w'ere  not 
living  with  their  spouses  at  the  time  of  suicide. 

Causes  of  death  and  methods  employed  are 
listed  in  Table  5.  About  30  per  cent  of  the  deaths 
are  due  to  firearms,  whereas  28  per  cent  are  due 
to  hanging.  Fatalities  from  firearms  have  been 
reported  to  be  higher  in  adolescent  suicides  oc- 
curring in  other  jurisdictions.  Males,  the  pre- 
dominate sex  in  this  series  of  adolescent  suicides, 
also  tend  to  use  guns  and  hanging  in  their  self- 
destructive  acts.  Females  are  more  prone  to  use 
less  violent  ways,  such  as  drugs  and  carbon  mon- 
oxide.^ 

Table  6 denotes  the  number  of  victims  who 
have  alcohol,  drugs,  or  both,  including  THC,  a 
marihuana  metabolite,  in  their  system  at  the  time 
of  death,  as  well  as  those  who  exhibited  a past 
history  of  drug  abuse.  There  was,  as  show’ii,  some 
overlap  in  each  category  exhibited  by  four  pa- 
tients. 

A striking  hnding,  as  showm  in  Table  7,  is  the 
number  of  patients  giving  self-destructive  “w'arn- 
ings,”  such  as  offering  verbal  threats,  engaging 
in  previous  attempts,  or  leaving  notes.  When 
taken  together,  approximately  80  per  cent  of  all 
victims  provide  warning  signs;  and  once  again, 
some  indi\  iduals  overlap  in  all  three  areas. 
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Amon^  (he  olhei  lactois  which  were  assessed, 
oi  sjx'cial  interest  were  those  iiuli\ idiials  who  weie 
ill  oi  “|)hysically  iinpaii ed.”  y\  i epi eseiitative 
sample  ol  these  incidents  is  shown  in  Table  H. 
Some  at  e oh  (he  |)sychiati  ic  vai  iety  (“migi aine”), 
whereas  the  niajoiity  ate  organic  ailments  (epi- 
lepsy). The  l ate  ol  psyc  hiati  ic  disorders,  such  as 
dej)ression  and  schi/oj)ln enia  in  youngstets  is 
probably  less  than  50  j)ei  cent,  hnt  a family  his- 
tory ol  suicidal  hehavioi  and  jtsychiatiic  condi- 
tions is  often  elicited."’ 


Table  1.  Adolescent  Suicides  in  Rhode  Island 
(10-19  year  olds):  1955-1974 

Year 

Number 

1955 

0 

1956 

3* 

1957 

3* 

1958 

2 

1959 

0 

1960 

2 

1961 

4 

1962 

2 

1963 

0 

1964 

8 

1965 

3 

1966 

6 

1967 

3 

1968 

2 

1969 

3 

1970 

2 

1971 

6 

1972 

5 

1973 

4 

1974 

3 

Total 

61 

* Age  group:  15-19  years  old 

**  Vital  Statistics  records;  medical  examiners  data  non-existent 

Additional  background  information  which  is 
more  difficult  to  assess  includes  unemployment, 
which  has  been  shown  to  be  a factor  in  suicides 
of  young  adults  in  their  20s.  “Job  satisfaction,” 
was  not  examined,  however,  since  it  was  too  dif- 
hcult  to  obtain,  or  even  assess  when  reasonably 
reliable  data  were  provided. 

This  teenage  group  also  demonstrates  various 
“school  problems,”  whicli  are  outlined  in  "Table 
9.  It  should  be  pointed  out  that,  since  four  of  the 
victims  were  “A”  students,  sucli  difhculties  were 
not  necessarily  or  solely  academic.  One  student, 
for  example,  had  lost  an  election  for  class  pres- 
ident before  he  took  his  own  life.  Some  were 
known  to  have  disciplinary  problems,  whereas 
others  were  scheduled  to  l)e  seen  by  the  principal 
for  “aggressive  behavior.”  It  should  be  noted  that 


the  “baseline”  lot  most  of  these  conditions  in  this 
age  gioup  are  unknown,  and  thus  it  is  difficult 
to  ascei  tain  whether  the  incidence  of  vat  ions 
piohlems  lejjoited  heie  diffet  from  hehavioi 
shown  by  (he  geneial  adolescent  poj)ulation. 

An  analysis  of  the  family  background  is  inter- 
esting and  j)ossihly  a key  piedisposing  factoi  in 
suicide  hehavioi  . A rej)iesentative  group  of  such 
instances  is  noted  in  Table  10.  Trevious  suicides 
by  siblings,  j)ai  ents,  f riends,  and  schoolmates  are 
noted  in  manv  of  the  histories  of  tliese  youngsters 
and  are  obviously  of  importance.  This  is  strong 
and  compelling  evidence  to  substantiate  that 
family  memhers  should  he  j^rovided  with  ther- 
aj)eutic  intervention  by  tiained  counselors  im- 
mediately following  a suicide  in  a relative  or  loved 
one.  The  same  reasoning  prevails  in  a class,  grade, 
an  entire  school,  or  combinations  (jf  these,  fol- 
lowing a self-destructive  act  by  one  of  the  stu- 
dents. 


Table  2.  Adolescent  Suicides  in  Rhode  Island: 
1975-1986 


Year 

Number 

1975 

11 

1976 

4 

1977 

18 

1978 

3 

1979 

8 

1980 

6 

1981 

11 

1982 

7 

1983 

5 

1984 

7 

1985 

10 

1986 

6* 

Total 

96** 

* as  of  July  1 , 1986 

i 

**  determined  under  the  new  medical  examiner  system  j 

! 

Table  3.  Place  of  Birth  j 

Rhode  Island 

58 

Connecticut 

2 ! 

Massachusetts 

2 ' 

Ohio 

1 

California 

1 

Minnesota 

1 

Germany  (Military) 

1 

France  (Military) 

1 

Canal  Zone  (Military) 

1 

Unknown  (US  Navy  & Army  Hospital  Birth)  2 

Total  70* 

* data  from  January  1975-March  1983 
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Table  4.  Basic  Data 

Total 

70 

Age 

12-19  years 

Race 

All  Caucasian 

Sex 

59  male,  1 1 female 

Marital  status 

4 married  but  not  living  with  spouse 

Anecdotal  episodes  which  were  instructive  in 
assessing  the  liistorical  circumstances,  various 
stresses,  and  other  predisposing  factors  in  teen- 
age suicide  will  be  briefly  outlined: 

Case  Studies 

Case  1:  An  18-year-old  male  was  partying  with 
friends,  went  to  the  bathroom  and  opened  the 
medicine  cabinet,  returned  to  bed,  but  asked  his 
girlfriend  to  “lie  next  to  him  and  not  to  leave 
him.”  He  had  told  her  earlier  that  he  “wanted  to 
be  with  his  father,”  who  had  committed  suicide 
a few  years  earlier.  He  was  also  scheduled  to 
apjiear  in  court  for  assault  and  battery  charges 
the  following  day.  Empty  pill  vials  were  found  in 
his  girlfriend’s  apartment.  Toxic  levels  of  bar- 
biturate were  jjresent  in  his  system. 

Case  2:  A 17-year-old  male,  a top  student  in  his 
class,  had  an  altercation  with  another  schoolmate 
and  was  sub.sequently  told  to  appear  at  the  j^rin- 
cipal’s  ofhce  for  a “hearing.”  The  boy,  living  with 
his  divorced  mother,  e.xpressed  concern  about 
“discipline,”  which  he  said  “he  couldn’t  handle.” 
He  called  two  female  friends  shortly  before  he 
died  of  a self-inflicted  gunshot  wound. 

Case  3:  A 13-year-old  boy  died  of  asphyxia  due 
to  hanging  by  an  electrical  cord.  He  had  been  in 
an  argument  with  his  15-year-old  brother  eai  lier 
in  the  day.  He  was  scheduled  to  appear  in  Family 
Court  the  following  week.  There  were  no  prior 
suicide  attempts.  Furniture  was  broken  in  the 
bedroom,  apparently  from  a tussle.  He  was  found 
by  a 9-year-old  sibling  w'ho  called  the  father  w^ho 
began  cardiopulmonary  resuscitation  until  the 
rescue  unit  arrived.  Fhe  boy  was  dead  on  arrival 
at  a nearby  hospital. 


Table  5.  Causes  of  Death 


Total 

Male 

Female 

Gunshot  wounds 

28 

24 

4 

Hanging 

20 

18 

2 

Drug  Overdose 

9 

6 

3 

Carbon  Monoxide 

5 

4 

1 

Drowning 

4 

4 

0 

Jumped  from  height 

3 

2 

1 

Self-immolation 

1 

1 

0 

Case  4:  A lb-year-old  male  was  found  hanging 
in  the  residence  of  his  father’s  girllriend.  His 
parents  were  undergoing  divorce  ])roceedings. 
He  had  also  recently  broken  uj)  with  his  gitl- 
friend;  she  had  become  pregnant  but  had  “lost” 
the  baby.  His  retjuest  to  live  with  his  mother  was 
ref  used.  The  father  and  his  gii  If  riend  were  mov- 
ing out  of  state  and  the  son  did  not  wish  to  ac- 
company them.  Alcohol  and  barbiturates  were 
present  in  his  system. 

Case  5:  A lb-year-old  male  shot  himself  in  the 
head  at  his  residence.  Two  days  previously,  the 
police  had  inquired  about  a robbery  that  had 
taken  place  at  a local  convenience  store.  He  had 
deniefl  knowledge  of  the  incident,  but  circum- 
stances soon  indicated  that  he  had  committed  the 
crime.  A “loud  bang”  was  heard  in  his  upstairs 
bedroom  iqjon  the  return  of  the  jiolice  for  fur- 
ther questioning. 

Case  6:  A 14-year-old  female  w'as  found  in  the 
woods  with  a gunshot  wound  of  the  chest.  She 
was  reported  as  a “runaway-juvenile”  by  her  step- 
father the  previous  evening.  She  had  apparently 
done  this  before,  but,  “other  than  ])roblems  at 
home,”  had  no  record  of  criminal  activity.  No 
child  abuse  reports  had  been  hied  w ith  the  local 
authorities.  No  notes  were  found. 

Case  1 : A 17-year-old  male  had  been  “discovered” 
smoking  marihuana.  He  telephoned  some  friends 
as  well  as  his  father,  who  lived  out  of  state,  ex- 
pressing concerns  and  fears,  and  then  susj)ended 
himself  with  a ligature.  It  was  suggested  that  he 
could  not  face  any  “punishment”  to  be  admin- 
istered for  this  act. 

Case  8:  An  18-year-olcl  male  had  been  depressed 
because  of  his  being  a school  drop-out  as  well  as 
his  lack  of  employment.  He  w as  described  as  “en- 
ergetic but  rebellious.”  Depression  was  also  noted 
in  other  members  of  the  immediate  family.  He 
used  drugs  and  “overdosed”  two  years  previ- 
ously. He  w'as  found  hanging  in  his  basement. 

Case  9:  A combination  of  poor  grades  and  other 
“pleasures”  caused  a 17-  and  a 15-year-old  (from 
different  towns  and  schools)  to  inhale  exhaust 
fumes  together  in  a family  car  on  a desolate  coun- 
try road.  Neither  victim  had  apparently  at- 
tempted suicide  in  the  past  or  was  known  to  be 
depressed.  Personal  effects  found  at  the  scene 
established  their  school  difhculties.  This  was  the 
only  instance  in  which  a “suicide  pact”  was  suc- 
cessful with  two  teenagers. 
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Table  6.  Toxicology 


Positive  alcohol 

Total 

25 

Male 

23 

Female 

2 

Positive  drugs 

6 

5 

1 

Positive  THC  (screening  test) 

8 

7 

1 

History  of  previous  drug  abuse 

15 

14 

1 

* four  victims  were  positive  for  a combination  of  alcohol,  THC,  and 
other  drugs 


Table  7.  Adolescent  Suicide:  Warning  Signs 


Total 

Male 

Female 

Previous  attempts  (one  female 
had  two  attempts) 

15 

14 

1 

Notes  left  (4  had  2 or  more  notes; 
2 males  and  2 females) 

26 

18 

8 

Verbal  threats  (one  female  an- 
nounced five  times) 

20 

17 

3 

Victim  left  tape  cassette 

1 

0 

1 

Total  8.  Adolescent  Suicide:  Physical  Problems 


— On  crutches  from  injury 

— Ulcer  symptoms  with  treatment 

— Epilepsy  with  retardation  (2) 

— Acting  strange  with  memory  loss 

— Injured  in  two  different  car  accidents 

— Treated  for  “cold  and  flu"  at  home 

— Repeated  headaches 


Summary 

Teenage  suicides  have  increased,  at  least  in  j^art, 
because  ot  the  thorough  and  consistent  docu- 
mentation ot  these  fatalities  by  newly  emerging 
or  improving  medical  examiner  svstems.  The  in- 
cidence of  adolescent  suicide  in  Rhode  Island  has 
doubled  during  the  jjast  ten  years  compared  to 
the  previous  two  decades.  An  overwhelming  pre- 
ponderance of  males  was  observed.  All  victims 
were  Caucasian.  Firearms  accounted  for  apjjrox- 
imately  33  per  cent  of  the  deaths,  with  hanging 
being  the  next  most  common  method,  employed 
in  about  28  per  cent.  Family  problems,  physical 
incapacity,  and  school  difhculties  were  promi- 
nent background  features  in  many  of  the  victims. 
The  prevalence  of  several  varieties  of  “warning 
signs”  was  demonstrated  in  a high  percentage  of 
these  victims.  The  likelihood  that  this  intensifies 
guilt  in  the  survivors  calls  for  attention  and  ap- 
])ropriate  intervention  ))lans  for  the  families  and 
j^eers  of  these  tragic  victims. 


Table  9.  Adolescent  Suicide:  School  Problems 


“A”  Students  4 

“Drop-out”  1 

Lost  election  as  school  president  1 

Wanted  to  quit  school  and  go  to  California  1 

Physical  altercation  with  upcoming  disciplinary  hearing  1 
“Over-achiever”  1 

Recent  local  suicide  at  same  school;  two  weeks  of  1 
depression 


Table  10.  Adolescent  Suicide:  Family  Problems 


— Father  hanged  self  in  jail  one  month  previously 

— Cousin  committed  suicide  one  week  previously 

— Two  brothers  hanged  selves  in  past 

— Mother  refused  to  let  son  live  with  her 

— Living  in  dorm;  angry  with  father  who  had  girlfriend 

— Father  a coach;  expected  son  to  superachieve  in  athletics 

— 13-year-old  sibling  died  a natural  death 

— Father  committed  suicide;  child  wanted  to  be  with  him 

— Mother  kicked  victim  and  brother  out  of  house  (changed 

schools) 

— “Problems”  with  father 

— “Poor  relationship  with  father” 

— "Wanted  to  live  with  mother;  she  refused” 
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The  “Development” 


of  Adolescent  Suicide 


Further  Neonatal  and  Longitudinal  Epidemiological  Studies  Are  Needed  to 
Detect  the  Suicide-Prone  Adolescent 


Lewis  P.  Lipsitt,  PhD 


When  an  adolescent  death  occurs  in  circinn- 
stances  corroborating  suicide,  the  death  certifi- 
cate is  usually  signed  out  with  words  such  as  “sid- 
fdcation  by  hanging,  sell-inflicted,”  or  “fatal  brain 
injury,  self-induced,  hand-gun.”  The  causal  chain 
of  events,  including  psychological  circumstances, 
immediate  instigators,  and  the  environment  of 
the  individual  at  the  time  of  death,  is  seldom 
honored  with  a detailed  ex])loration  of  the  con- 
ditions leading  to  the  young  person’s  deliberate 
destruction  of  himself  or  herself  . 

ft  is  not  my  purpose  to  criticize  the  process  by 
which  the  fact  of  suicide  is  discovered  and  then 
laid  quickly  to  rest  with  the  body  of  the  \ictim. 
Often  the  quietude  inherent  in  the  process  is 
genuinely  motivated  to  alleviate  the  guilt  and  dis- 
tress of  the  surviving  family  members  and  j)eers. 
Clonsiderations  relating  to  whether  the  family  can 
admit  the  cause  of  death  are  also  decisive  factors 
in  the  decision  to  close  the  case  (|uickly  and  a\oid 
undue  interference  with  grie\ing  survivors. 

Further,  there  is  some  legitimate  concern  that 
excessive  notice  of  the  circumstances  of  the  death 
will  somehow  generate  morbid  interest  in  suicide 
and  thus  move  others  who  may  be  so  disj)osed 
to  more  readily  act  on  their  inclinations.  Imitative 
suicide  is  an  aspect  of  the  problem  that  must  be 
addressed  if  we  are  to  come  to  a well-informed 
understanding  of  adolescent  suicide  generally. 


Lewis  F.  Lipsitt,  PhD,  is  Professor  of  Psychology  at 
Broxvu  University,  Providence,  Rhode  Island.  He  has 
directed  the  Child  Study  Center  at  Brown  University 
for  approximately  three  decades.  - 


Vet  there  have  been  virtually  no  studies  of  the 
developmental  jjrecursors  of  this  sudden  low- 
ering of  the  threshold  for  .self-destruction  in  some 
adolescents  when  a famous  individual  commits 
suicide. 

Social  customs,  admittedly  conceived  with  a be- 
nevolent intent,  tend  to  obscure  the  real  precur- 
sors of  the  final  life  events  of  persons  committing 
suicide.  Even  more  serious,  we  lack  the  kind  of 
deveh^pmental  informati(^n  about  persons  whose 
lives  eventuate  in  suicide  that  would  he  truly 
needed  to  understand  the  phenomenon,  better 
to  predict  probable  victims,  and  to  inqilement 
apjjiojjriate  j^reventative  interventions.  Part  of 
the  problem  in  failing  to  understand  the  origins 
of  suicide  is  our  inherently  non-historical  ap- 
proach, accounting  both  for  our  avoidance  of 
incisive  iiK|niry  into  causes  of  death  after  suicide, 
and  our  continuing  lack  of  scientihc  knowledge 
about  the  development  of  suicidal  individuals. 

To(j  fre(|uently  we  are  satisfied  with  the  gra- 
tuitous answer  “Depression,”  iqion  inc|uiring, 
“Why  did  he  do  it?”  The  fact  is  that  often  the 
term  was  never  a])jjlied  to  the  victim  before  this 
fatal  incident.  His  or  her  “dejjression”  was  never 
noted  by  family  members  (excejjt  now,  jjerhaps, 
in  retrosjject)  or  on  medical  examination.  More- 
over, most  persons  with  dejiression  do  not  com- 
mit suicide.  Depression  as  a “cause”  of  suicide 
thus  can  hardly  be  satisfying,  because  de|)ression 
as  a factor  in  the  case  goes  without  saying  on  the 
one  hand,  yet  says  virtually  nothing  as  t(j  the 
chain  of  causes  leading  to  this  jiarticnlar  indi\  id- 
uafs  demise.  If  dejjression  is  a major  “cause”  of 
death  by  suicide,  why  were  there  no  black  sui- 
cides whatever  in  a Rhode  Island  study  of  52 
consecutive  adolescent  suicides  in  the  state? 
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Social  custom  and  wcll-mcaiiiiig  aucin|)ls  at 
medical  compassion  have  had  some  regiettahle 
elTects  upon  the  very  important  data-gathei  ing 
j)K)cess  relating  to  our  understanding  ol  adoles- 
cent suicide.  The  status  ol  Our  knowledge  about 
the  origins  ol  suicide  has  sulleied  also  from  the 
lack  ol  longitudinal  studies  ol  children  and  ad- 
olescents that  could  illuminate  the  processes  hy 
which  indixiduals  endure  crises  in  theii  lives,  ac- 
(|uire  successlul  coping  patteiiis,  and,  in  elfect, 
save  their  own  lives  with  adecpiate  psychological 
delenses  against  threats  to  their  sell-esteem.  In- 
dividuals’ own  l)iograj)hical  and  lile-event  con- 
tributions to  their  suicide  are  usually  grossly  by- 
passed, not  only  in  individual  postmortems,  hut 
in  studies  ol  human  develojjinent.  In  sliort,  we 
do  not  know’  enough  about  the  develojjinent  ol 
psychological  sell-regulatory  mechanisms  in  the 
maturing  inlant,  child,  and  adolescent  trulv  to 
understand  the  determinants  ol  suicide,  either 
in  the  generality  or  in  most  specific  cases. 

Western  society  is  now  confronted  with  a |)ro- 
liferation  of  adolescent  suicide  attempts  and  a 
rate  oh  adolescent  suicide  representing,  conserv- 
atively, three  times  the  incidence  c^f  just  three 
decades  ago.  It  is  es))ecially  important  that  we 
intensify  our  research,  using  longitudinal  meth- 
ods in  which  the  persons  studied  are  followed 
over  a long  term  with  the  best  prcKedures  that 
technological  advances  can  now  provide.  Surely 
in  an  age  when  adolescents  utilize  the  pro])s  of 
a high-tech  society  to  instrument  their  own  de- 
mise (with  drugs,  cars,  and  sophisticated  weap- 
ons) w^e  can  appropriate  tools  of  study  that  are 
their  equal.  Our  lack  of  dehnitive  knowledge  in 
this  regard  is  voiced  repeatedly  not  just  by  family 
members  who  are  caught  by  surprise,  or  by 
stunned  schoolmates,  but  by  the  best-trained  su- 
icide experts  in  the  world.  I.ack  of  real  ability  to 
detect  the  persons  most  likely  to  kill  themselves 
is  fairly  universal. 

The  life-span  developmental  perspective 

As  a behavior  and  development  specialist  sensory 
and  learning  processes  of  infants  and  children, 
beginning  in  the  earliest  moments  of  life  and 
extending  into  adolescence  and  young  adult- 
hood, I am  fascinated  by  the  diversity  of  human 
destinies  that  seem  to  have  originated  in  seem- 
ingly similar  early  life  circumstances.  Conversely, 
a wide  variety  of  early  life  histories  from  birth 
onward,  some  seemingly  far  from  pernicious,  can 
eventuate  in  similar  outcomes,  eg  adolescent  su- 
icide. The  jiroblem  of  the  developmental  psy- 


(hologist  is  to  try  to  understand  especially  the 
paradoxes  or  “developmental  surprises,”  espe- 
cially the  outcorrres  that  do  trot  seerrr  to  be  well 
predicted  by  the  cir  curnstarrces.  We  treed  to  kttow 
ttruch  mote,  for  exatrtple,  about  the  ajrjrar etrtly 
“imttuuri/.ittg  (orrditiorrs”  of  life  that  .seerrr  to  blurrt 
the  poterrtially  dire  effects  of  other  corrditiorrs, 
|)articular  ly  those  that  preserrt  great  hazards  to 
(leveloj)tnetrt,  such  as  the  early  death  of  a parerrt, 
or  childhood  rape.  Hy  the  satrre  toketr,  we  treed 
to  kttow  trrore  aboirt  the  historical  corrditiorrs  of 
later  life  that  cart  threaterr  terribly  the  life  arrd 
livelihood  of  a persotr  who  ajrparerrtly  has  had 
tro  jrrevious  psychological  debility,  but  irr  whotrr 
orre  cotrditiorr  of  distress  leads  to  total  irrability 
to  acce])t  the  life  cotrditiorr,  arrd  everrtually  to 
suicide,  d his  has  beerr  reported  with  increasitrg 
frecjuetrcy  irr  yourtg  adults  arrested  arrd  jailed  for 
the  first  time. 

The  longitudinal  study  of  human  subjects 
exemplified 

In  tny  own  work,  the  babies  are  scarcely  out  of 
the  delivery  room  when  they  arrive  in  my  labo- 
ratory at  Women  and  Infants  Hospital  of  Rhode 
Island.  There  I and  my  associates  use  a poly- 
graph and  computer  to  study  bodily  and  behav- 
ioral functioning  of  the  neorrate.  We  link  the  de- 
rived profiles  wath  (1)  the  antecedents  of  the 
infant’s  development  dur  ing  the  fetal  per  iod,  and 
other  life  conditions  relevant  to  the  child’s  fate, 
such  as  familial  characteristics,  environmental 
factors,  and  birth  risk  conditions,  and  with  (2) 
the  developmental  consequences  of  these  char- 
acteristics manifested  early  in  their  lives.  To  these 
ends  we  observe  and  measure  the  infant’s  res- 
jiir  ation,  heart  r ate,  bodily  movements,  and  suck- 
ing behavior  both  as  the  infant  lies  before  us 
wdthoirt  any  particirlar  intrusions,  and  also  in  re- 
sponse to  various  kinds  of  stimulation,  such  as 
tones,  visual  stimuli,  tastes,  and  smells. 

Although  this  sort  of  enterprise  is  impr  ecise  at 
best,  we  and  other  developmental  r esear  chers  of 
the  past  few  decades  have  beerr  able  to  docunrerrt 
sorrre  rather  irrterestirrg  “corrditiorrs  of  irrfarrcy” 
that  had  not  beerr  w'ell  docurrrented  earlier.  We 
have  beerr  greatly  aided  irr  this  search  by  recerrt 
advarrces  in  labor  atory  techrrology  as  well  as  irrr- 
proverrrerrts  irr  rrrethodological  sophisticatiorr  of 
the  behavioral  scierrces.  Of  jrarticular  relevance 
for  the  poirrts  I wish  to  rrrake  here,  we  rrow  krrow 
that  rrewborrrs  corrre  into  the  world  with  all  of 
their  serrsory  systerrrs  furrctiorrirrg,  rrot  yet  like 
those  of  adults,  but  they  are  sensing  cr  eatur  es 
rronetheless.  They  are  even  capable  of  learning 
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rudiinciitary  responses  especially  relating  to  theit 
survival  in  the  earliest  days  of  life. 

Newborns  can  come  to  recognize  their  own 
mother’s  odor  by  the  sixth  day  of  life.  They  are 
capable  of  recijirocally  interacting  with  their 
caretakers,  and  will  even  seem  to  imitate  facial 
gestures  of  an  attending  person.  While  some  be- 
havior processes  recpiire  much  closer  investiga- 
tion, we  are  sure  even  now  that  newborns  are 
remarkably  acute  tasters  cjf  fluids  going  into  their 
mouths  contingent  cjii  their  own  behavior.  When 
the  newborn’s  sucking  behavioi'  produces  litiuid 
(ill  the  tongue,  a remarkable  process  gcjes  on, 
such  that  the  child  will  either  further  accept  the 
fluid  or  reject  it  depending  upon  its  hedonic 
cjuality.  Newborns  savor  some  experiences,  and 
they  reject  others.  T hey  are  sensitive  tcj  the  pleas- 
ures and  annoyances  of  sensation. 

Newborns  self-regulate  their  sucking  behavior 
and  their  heart  rates  as  components  of  the  psy- 
chobiological  act  of  ingestion.  When  the  fluid  for 
which  they  suck  is  sweeter,  they  slow  down  their 
sucking  rates  within  bursts  of  sucking  (the  sa- 
voring process),  but  they  take  fewer  and  shorter 
rest  periods  and  thus  end  up  sucking  more  times 
per  minute  for  the  sweeter  fluid.  Moreover,  their 
heart  rates  go  higher  for  the  sweeter  fluids  (even 
within  bursts  of  sucking  and  with  length  of  the 
sucking  burst  controlled  statistically),  despite  the 
fact  that  they  are  sucking  more  slowly  and  pre- 
sumably using  less  energy  in  so  doing. 

There  are,  of  course,  individual  differences  in 
the  psychobiological  processes  Just  as  there  are 
in  weight,  length,  and  eye  color  of  babies.  Some 
infants  are  more  hedonic  than  others.  The  moth- 
ers tell  us  this,  too  — for  exanij)le,  that  their  hrst 
child  was  a ravenous  feeder  while  this  one  seems 
not  to  care  that  much.  Then,  too,  the  baby’s  be- 
havior is  direclty  affected  by  the  apparent  de- 
velopmental and  intact  status  of  its  nervous  sys- 
tem. Babies  who  have  been  subjected  to  stress, 
have  been  born  prematurely  or  small  for  dates, 
or  required  resuscitation  at  delivery,  typically  have 
flatter  hedonic  slopes  than  babies  born  under 
conditions  (T  risk. 

My  students  and  colleagues  and  f have  been 
studying  these  kinds  of  behavicn'  processes  and 
jjsychophysiological  reactions  of  the  very  young 
infant  to  relate  these  early  characteristics  to  sub- 
sequent behavior.  In  particular  we  want  to  hnd 
out  about  the  subtle  ways  in  which  constitutional 
factors  already  evident  at  birth  may  interact  with 
environmental  or  experiential  conditions  jointly 
to  determine  life  outcomes  of  the  older  child, 
and  indeed  the  adult.  Thus,  for  example,  we  have 


explored  the  relationship  between  the  newborn’s 
sucking  avidity  to  the  child’s  eventual  attachment 
to  its  mother  at  one  year  of  age.  We  f ollow  these 
youngsters  to  test  them  later  with  age-aj)j)ro])ri- 
ate  developmental  tasks.  One  such  procedure  at 
one  year  of  age  is  to  note  the  extent  to  which  the 
child  objects,  with  crying  and  fussing,  when  its 
mother  leaves  the  room  and  only  a stranger  re- 
mains. We  found  out  that  the  children  who  are 
more  securely  attached  to  theit  mothers,  who  can 
tolerate  her  absence  and  greet  her  warmly  ujion 
her  return,  are  the  ones  who  on  average  were 
more  avid  at  birth.  We  supjKtse,  although  this  is 
hypothetical,  that  the  child  who  feeds  well  early 
ill  life  is  more  rewarding  to  its  mother,  that 
mother  and  baby  have  smoother  interactions  w'ith 
one  another  in  many  respects,  and  that  thus  the 
child  and  mother  one  year  later  are  simjily  “get- 
ting along  better’’  together. 

Another  aspect  of  our  research  program  in  the 
Child  Study  Center  at  Brown  University,  where 
we  participated  as  one  of  12  institutions  in  the 
National  Collaborative  Perinatal  Project  begin- 
ning in  1959,  involved  studying  the  origins  of 
cerebral  palsy,  mental  retardation,  and  other 
neurological  and  psychological  disorders.  The 
children  of  that  study  were  followed  to  seven 
years  of  age  with  pediatric,  psychological,  and 
sjieech-hearing  examinations,  and  a vast  amount 
of  data  on  them  is  available  — 5(),()0()  children 
nationwide.  They  are  at  this  writing  21  to  26 
years  of  age. 

Although  we  are  in  the  early  stages  of  follow- 
u])  on  this  population,  it  is  already  apparent  that 
the  risk  conditions  of  young  people  tend  to  cu- 
mulate over  time,  so  that  for  most  peojjle,  “one 
damned  thing  leads  to  another.”  Eventually  the 
early-risk  child  will  become  at  even  greater  risk 
for  debility  and  early  death.  This  goes  for  be- 
havioral f unctioning  as  much  as  it  does  for  frankly 
physical  jeojsardy.  This  scenario  of  compound- 
ing risk  factors  in  the  lives  of  individuals  w ho  are 
in  early  jeojjardy  may  be  especially  likely  in  the 
behavioral  areas.  All  of  us  who  are  familiar  with 
the  adaptive  coping  behaviors  of  the  physically 
disabled  child  have  marveled  at  the  compensa- 
tory mechanisms  and  adjustments  that  are  often, 
indeed  usually,  made.  Self-regulatory  behavior 
starts  very  early,  and  much  that  happens  to  hu- 
man subjects  along  their  life  courses  has  to  do 
with  failures  of  self-regulatory  mechanisms,  either 
inbuilt  or  acquired.  Self-defensive  behaviors  that 
protect  us  from  debility  or  demise  are  very  largely 
learned  patterns  of  response,  based  iq^on  coping 
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cx|)ciiciu C‘s  with  sticssliil  conditions  in  oin  lives. 
Sonic  children  who  are  vnineiahle  on  the  basis 
()l  early  i isk  laetois,  either  constitutional  or  in 
theii  enviioinnents,  will  in  lact  acc|niie  Ic'arnecI 
ptotective  patterns  that  will  conrounci  the  pie- 
clic  tions  ol  latei  developmental  deficit.  I hey  turn 
out  well  when  we  thought  they  wet  e surely  hc'acic'cl 
lor  ticmhle.  Although  the  child  developmentalist 
likes  to  have  his  predictions  borne  out,  there  is 
something  very  rewaicling  about  knowing  that 
there  ate  attenuating  (actors  that  can  help  keeji 
the  vnineiahle  child  from  snecumhing.  (lonsicl- 
erable  ef  fort  is  now  being  made  to  understand 
the  sjiecial  capacities  of  these  children  for  o\- 
ereoming  handicajis.  Eventually  our  field  will  he 
able  to  he  more  precise  in  this  regaicl.  Already 
there  are  data  to  suggest  that,  although  the  chil- 
dren of  schi/oj)hrenics  are  vulnerable  themsehes 
for  schi/.ophrenia,  there  are  immunizing  condi- 
tions of  life  that  can  ohxiale  that  outcome. 

Even  life  destinies  involving  physical  demise  in 
which,  for  examjde,  the  coroner  signs  off  a death 
as  f rom  brain  damage  involving  a motorcycle  ac- 
cident, involve  important  psychological  factors  as 
precursors.  Ehere  is  a whole  host  of  behavioral 
misadventures  that  shoidcl  hgure  very  jn'ominently 
in  the  work  of  the  forensic  jjathologist  as  “causes” 
of  the  death. 

As  the  Surgeon  General  of  the  Lhiited  States 
Public  Health  Service  indicated  in  a very  impor- 
tant book  titled  Healthy  People,  most  human  sub- 
jects who  cliew  before  the  age  of  25  succumb 
from  accidents,  homicide,  and  suicide.  That  is  a 
well  known  fact  among  pathologists.  It  must  also 
be  quite  obvious  that  such  deaths  are  essentially 
“psychologically  caused,”  whether  by  failing  to 
observe  or  obey  a stop  sign,  swimming  out  far- 
ther than  one  can  safely  swim  back,  failing  to 
wear  headgear  on  a motorcycle,  imbibing  large 
quantities  of  alcohol  before  driving,  failing  to 
control  one’s  anger  toward  another  person,  or 
inability  to  cope  with  a shame-inducing  experi- 
ence. 


A final  comment 

While  some  of  the  precursors  of  adolescent  su- 
icide and  other  “behavioral  misadventures”  are 
fairly  obvious,  only  intensive  epidemiological 
studies  of  various  life  outcomes  will  ultimately 
reveal  the  important  interactions  that  take  place 
among  multiple  determinative  variables  jointly  to 
cause  adolescent  suicide.  There  are  already  nu- 
merous hints  in  the  research  literature  to  suggest 


that  im|)oi  tant  (onstitutional  dillei  ncxes  exist  in 
the  disposition  towaid  suicide,  and  that  these  in- 
teract with  emit onmental  and  psyc  hologic al  fac- 
tors to  “overcletei mine”  the  outcome.  Race  dif- 
ferences in  adolesc  ent  suic  ide,  for  examj)le,  have 
aheady  been  mentioned.  Also,  significantly  more 
adolescent  males  than  females  commit  suicide. 
.Moreovei , there  are  striking  cliff  eiences  between 
males  and  females  in  the  styles  of  self-destruction 
selected,  with  males  engaging  in  moie  \igorous, 
aggressive  modes  than  females.  I akitig  these  lac  ts 
into  consideration,  and  consiclei  ing  seasonal,  cli- 
matic:, and  light-dark  correlates  of  tales  of  sui- 
cide, it  is  not  unlikely  that  testosteione  levels  or 
other  hormonal  agents  will  be  found  on  closet 
investigation  to  be  related  to  suicide  in  adoles- 
cents. LIntil  the  extensi\e  longitudinal  study  of 
lif e-develoj)ment  patterns  and  outcomes  is 
mounted,  we  are  likely  to  remain  cjuiie  ignorant 
of  the  kind  of  itdormation  we  will  need  to  stoj) 
the  still  rising  rate  of  adolescent  suicide. 
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THE  BEST  PRESCRIPTION  FOR  YOUR  MEDICAL  PRACTICE 


□ Lower  your  administrative  overhead 

□ Accounts  Receivable  aging  reports  by  patient,  third  party  or  special 
design 

□ No  setup  or  installation  fees,*  ideal  for  new  practice 


Call  (401)732-1020  (collect)  for  more  information 
ALPHA  NumSriCS,  Inc.  lOOO  Greenwich  Avenue,  Warwick,  Rl  02886 

THE  MEDICAL  MANAGEMENT  SOLUTION 


Dx:  recurrent 

Vt  U ' ** 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 


“HERPECIN-L''.  . . a conservative  approach 
v\/ith  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc..  P.O.  box  812-MD,  FDR  SIATION,  NEW  YORK,  N.Y. 
10150 


In  Rhode  Island  HERPECIN-L  is  available  at  all  Adams, 
CVS  Drug  Stores  and  other  select  pharmacies. 


LAW  OFFICE 
OF 

HERBERT  M.  ADAMS,  J.D. 

GENERAL  LAW  PRACmCE 
MEDICAL  COLLECTIONS 

GOVERNOR  FINANCIAL  CENTER 
P.O.  Box  2502 
285  Covernor  Street 
Providence,  Rhode  Island  02906 
(401)  421-1364 


PROFESSIONAL  OFFICE 
SUITES  AVAILABLE 

THE  HINDLE  MEMORIAL  BUILDING 
655  BROAD  STREET 
PROVIDENCE,  RHODE  ISLAND  02907 

Modern  completely  air-conditioned  building; 
convenient  to  St.  Joseph,  Womens  and  In- 
fants and  Rhode  Island  Hospitals;  elevator 
and  full  maintenance;  ample,  secure  off-street 
parking;  easy  access  to  1-95  and  1-195;  BC/ 
BS  provider  network  system  computer;  low 
monthly  rent  includes  utilities. 

IMMEDIATE  OCCUPANCY 

For  further  information, 
please  call: 

401/331-3357 
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CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC®  150  h.s. 

ranitidine  HC1/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 


0-4 

months 

0-8 

months 

0-12 

months 

No . 

patients 

USaI 

ranitidine 
150  mg  h.s. 

9% 

14%* 

16%t 

60 

ci meti di ne 
400  mg  h.s. 

23% 

34% 

43% 

66 

UK,  Ireland, 
Austral i a^ 

rani ti di ne 
150  mg  h.s. 

8%+ 

14%+ 

23%+ 

243 

cimetidi ne 

21% 

34% 

37% 

241 

400  mg  h.s. 

*p  = 0.02 
tp  = 0.01 
+p<0.004 

%=life-table  estimates 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 
indicates  that  the  dosing  regimen  currently  recommended  for 
cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 
low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 
P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


Zantaciso 

ranitidine  HCI/GIm  150  mg  tablets 

One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 

Glaxo/<^. 


Zantaciso 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 


References: 

1 Silvis  SE.  Griffin  J,  Hardin  R.  et  al  Final  report  on  the  United 
States  multicenter  trial  comparing  ranitidine  to  cimetidine  as 
maintenance  therapy  following  healing  of  duodenal  ulcer  JChn 
Gastroenterol  1986;  7(6)  482  487 

2 Gough  KR.  Korman  MG.  Bardhan  KD.  et  al  Ranitidine  and 
cimetidine  in  prevention  of  duodenal  ulcer  relapse  A double 
blind,  randomised,  multicentre,  comparative  trial.  Lancet 
1984;ii  659  662- 

3 Data  available  on  request.  Glaxo  Inc 

ZANTAC"'  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  fiydrochloride)  PRODUCT  INFORMATION 

ZANTAC"'  300  Tablets 
(ranitidine  trydrochloride) 

See  complete  product  information  before  prescribing.  The  follow 
ing  IS  a brief  summary 

INDICATIONS  AND  USAGE:  ZANTAC"®  is  indicated  in 

1 Short-term  treatment  of  active  duodenal  ulcer  Most  patients 
heal  within  four  weeks. 

2 Maintenancetherapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3 The  treatment  of  pathological  hypersecretory  conditions  (eg. 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4 Short-term  treatment  of  active,  benign  gastric  ulcer  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated, 

5 Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom 
atic  relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied 

In  active  duodenal  ulcer,  active,  benign  gastric  ulcer,  hyper 
secretory  states;  and  GERD.  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain 

CONTRAINDICATIONS:  ZANTAC®  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug 
PRECAUTIONS:  General:  1 Symptomatic  response  to  ZANTAC® 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  m patients  with  impaired  renal  function.  Caution 
should  be  observed  in  patients  with  hepatic  dysfunction  since 
ZANTAC  IS  metabolized  in  the  liver 

Laboratory  Tests:  False  positive  tests  for  urine  protein  with 
Multistix'  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended 
Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-lmked  oxy- 
genase enzymes  in  the  liver  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet  un- 
identified  (eg,  a pH -dependent  effect  on  absorption  or  a change  in 
volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  stud- 
ies in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  m standard  bacterial  tests 
(Salmonella.  £ coli)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays 
In  a dominant  lethal  assay,  a single  oral  dose  of  1.000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduc- 
tion studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 


groups  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  in  other  age 
groups 

ADVERSE  REACTIONS:  The  following  have  been  reported  as  events 
in  clinical  trials  or  in  the  routine  management  of  patients  treated 
with  oral  ZANTAC*  The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  iH  elderly  patients 
Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre 
mature  ventricular  beats. 

Gastrointestinal.  Constipation,  diarrhea,  nausea/vomiting,  and 
abdominal  discomfort/pain 

Hepatic:  In  normal  volunteers.  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  m 6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days  With  oral  administration  there  have 
been  occasional  reports  of  reversible  hepatitis,  hepatocellular  or 
hepatocanalicuiar  or  mixed,  with  or  without  jaundice. 
Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocy- 
topenia, thrombocytopenia,  and  pancytopenia 
Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  no  antiandro- 
genic  activity,  and  cimetidine  induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Inlegumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia. 

Other:  Rare  casesof  hypersensitivity  reactions  (eg.  bronchospasm, 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine 
DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  150  mg  at  bedtime 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC®  1 50-mg  doses  more  frequently.  Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
IS  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day 

See  full  prescribing  information  for  dosage  adjustment  for 
patients  with  impaired  renal  function. 

HOW  SUPPLIED:  ZANTAC*  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  "ZANTAC  300' ’on  one  side  and  "Glaxo”  on 
the  other  They  are  available  in  bottlesof  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC*  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC 
150"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47) 

Store  between  15  and  30  C (59  and  86  F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved.  June  1986 
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Every  day  more  and  more 
physicians  are  hearir^ 
something  remarkabfe 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daify 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.' 

Which  shows  you  how  truly 
well  tolerated  once-daily 
iNDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 

6 


c 4- 

CL  3“  H|B 1 

Impotence  Weakness 

Men  (n  = 66) 


H INDERAL  LA— 160  mg 
I \ Atenolol — 100  rrtg 
I I Metoprolol — 200  mg 
I I Placebo 


Nightmares 
Women  (n  ^ 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  oontrol.  Onoe  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  aU  in  one. 

INDERAL  LA 

(PROPRANOLOL  HCI) 


or 

INDERIDE  LA 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCI  [INDERAL  LA]/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
Is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  tor  brief  summary  of  prescribing  information. 


Feeling  well  and  doing  well,  all  in  one. 


Q|^Qg_p^||^Y  LONG  ACTING  CAPSULES 


INDERAL  LA 

(PROPRANOLOL  HCI) 


80  mg 

120  mg 

160  mg 
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Q|^Q^_py^j|^Y  LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL"  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS  I 
INDERAL  LA  Brand  ol  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE’-'  LA  Brand  ol  PROPRANOLOL  HYDROCHLOmDE  (INDERAL*  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  iLapsules  sLiould  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block.  3)  bron- 
chial asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  Ihe  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  lunction  in  patients  with  coh- 
gestive  heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  ot  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics  Bela-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  ot  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  Ihe  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  ol  therapy  without  the  physician's  advice  It  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  ot  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  Ihe  above  advice  in  patients  considered  at 
risk  ol  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  ot  hyperthyroidism 
Therefore,  abrupt  withdrawal  ol  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  alter  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  rnapr  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
ot  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERA^,  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  cautioh.  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 

p0Q0p(Qfg 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  ot 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  ol  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  ot  blood  pressure 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  ot  other  antihyperlensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  ot  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL  ' LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  ot  hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 
CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo  syncopal 
attacks,  or  orthostatic  hypotension 


CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  ettects  and  carcinogenic  potential  In  18- 
monlh  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  ol  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  ol  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  tertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequale  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  ot  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  tor  clinical  signs  ol  fluid  or 
electrolyte  imbalance  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  Ihe 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  inlluence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia IS  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  trank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  reguirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  tor  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  Ihe  responsiveness  to 
lubocurarine 

The  antihyperlensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion IS  not  sutficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  slop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL’  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands,  fhrombocytopenic  purpura,  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances;  hallucinations,  an  acute  reversible  syndrome  characterized  by  disori- 
entation tor  lime  and  place,  short-term  memory  loss,  emotional  lability:  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Flemalologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation. jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo;  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vascu- 
litis. cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylac- 
tic reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness. transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  ol  these  capsules  is  a registered  trademark  of  AyersI  Laboratories 

REFERENCE: 

1 . Ravid  M.  Lang  R,  Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxpre- 
nolol.  atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985,145  1321-1323 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 

ii.  . . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 

Psychiatrist 

Calitornia 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 
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flurazepam  HCI/Roche  (jv 

Before  prescribing,  please  consult  complete  product 
informotion,  o summary  of  which  follows: 

Indications:  Ettective  in  all  types  of  insomnia  choroctenzed 
by  difficulty  in  tailing  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnio  or  poor  sleeping  hobits,  in  acute  or  chronic  medical 
situotions  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnio  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Severol  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  ot  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  ettect 
may  occur  if  alcohol  is  consumed  the  day  following  use  tor 
nighttime  sedation  This  potential  may  exist  tor  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  yeors  ot  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  ot  dosage  tor  those 
potients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increose  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosoge  be  limited  to  15  mg  to  reduce  risk  of 
oversedafion,  dizziness,  confusion  ond/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedotion,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  ot  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, ond  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


1 FOR  SLEEP 


After  more  than  1 5 years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.^  ® As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  adjacent  page  for  references  ond  summary  of  product  information 
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THE  BEST  PRESCRIPTION  FOR  YOUR  MEDICAL  PRACTICE 


□ Lower  your  administrative  overhead 

□ Accounts  Receivable  aging  reports  by  patient,  third  party  or  special 
design 

□ No  setup  or  installation  fees;  ideal  for  new  practice 


Call  (401)732-1020  (collect)  for  more  information 
ALPHA  NuiTIGricS,  Inc.  1000  Greenwich  Avenue,  Warwick,  Rl  02886 

THE  MEDICAL  MANAGEMENT  SOLUTION 


Ai. 


Thank  you  for  your  loyal  support 
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There’s  never  been 
a better  time  for  her... 
and 

PREMARDM* 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month! " The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN® 

(Conjugated  Estrogens  Tablets) 


PREMARIN* 

(Conjugated  Estrogens) 


~rr- 

0.3  mg  0,625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 

0,625mg/ 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  ANO  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS  } 

PREMARIN*  Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN*  Brand  ot  conjugated  estrogens  Vaginal  Cream  In  a nonliquefying  base 


I ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  ot  endometrial  cancer  in 
postmenopausal  vromen  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent ol  the  other  known  risk  tactors  lor  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 

01  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  or  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ot  treatment  and  on  estrogen  dose  In  view  ot  these  findings,  when 
estrogens  are  used  tor  the  treatment  ol  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinuer)  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  iJoses  of  estrogen  may  carry  less  risk  than  continuous  ariministration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  ol  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adeguate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  'natural'  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  eguiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ot  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol,  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  ot  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  ot  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  ate  precursors  of  malignancy  Allnough  similar  data  are  not  available 
with  the  use  ot  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  of  these  exposures  were  very  short  and  involved  only  a few  (Jays  ol  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  detects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  tor  these  uses.  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug . she  should  be  apprised  ol  the  potential 
risks  to  the  fetus,  and  the  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17u-dihydroequilin,  together  with  smaller  amounts  ot  17o-estradiol, 
equilenin . and  17u-dihydroequilenin  as  salts  ol  their  sulfate  esters  Tablets  are  available  in  0 3 mg , 0 625  mg , 0 9 
mg,  1 25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderate-to-severe  vasomolor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  ot  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens]  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING), 

Concomitant  Progestin  Use:  The  lowest  efiective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  ol  the  addition  ot  a progestin  for  7 or  more  days  ol  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  ot  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  ot  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  1 The  choice  of  progestin  and  dosage  may  be 
important,  product  labeung  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions  1 
Known  or  suspected  cancer  ot  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  tbrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  ot  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  ot  the  endometrium  in  humans  (See  Boxed  Warning  ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  ol  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  tor  women  with  a strong  family  history  ot  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  m the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  ot  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  tor  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ot  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  ot  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  ol  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfalal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts  abdomen , and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  lor  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  ol  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding 
mastodynia,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ol  estrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  lunction,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
■fhe  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sulfobromopnthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X,  decreased  antithrombin  3,  increased  nor- 
epinepbrine-induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  tbyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  ot 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment,  increase  in  size  of  uterine  fibromyomata.  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  ot  cervical  secretion,  cystitis-like  syndrome,  tenderness,  enlargement,  secretion 
(of  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice,  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multiforme,  erythema  nodosum,  hemorrhagic  eruption;  loss  of 
scalp  hair,  hirsutism,  steepening  of  corneal  curvature,  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression , chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance,  aggrava- 
tion of  porphyria,  edema;  changes  in  libido 

ACUTE  DVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION; 

PREMARIN'  Brand  of  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-lerm  use  only  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  ot  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg.  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  tor  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN'  Brand  of  conjugated  eslrog^ens  Vaginal  Cream 

Given  cyclically  lor  stiorl-lerm  use  only  For  treatment  ol  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  ot  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
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Jack  A.  Perkins,  Editor 


RIMS  TESTIFIES  BEFORE  LIABILITY  PANEL 

The  Blue  Ribbon  Commission  established  by 
Governor  Edward  DiPrete  to  examine  the 
liability  crisis  in  Rhode  Island  held  its 
first  public  hearing  on  November  6.  The 
commission  received  testimony  from 
representatives  of  most  business, 
professional,  and  social  service  groups. 

Herbert  Rakatansky,  MD,  Immediate  Past- 
President,  testified  on  behalf  of  the 
Society.  Dr.  Rakatansky  suggested  three 
solutions  to  the  present  crisis.  His 
first,  called  the  "best"  solution,  included 
a system  which  allows  patients  to  be  paid 
promptly,  plus  a strong  and  effective 
disciplinary  component.  Dr.  Rakatansky 
indicated  that  the  Society  could  cooperate 
with  the  Rhode  Island  Board  of  Licensure 
and  Discipline  to  determine  and  enforce 
proper  disciplinary  measures. 

Under  this  system  the  patient  could  receive 
compensation  for  specified  "bad  outcomes" 
from  a fund  maintained  by  physicians, 
health  insurers,  and  consumers.  This 
program  would  allow  patients  to  receive 
timely  payments  without  the  necessity 
of  proving  negligence. 

A second  solution  termed  "better"  is  a 
modification  of  the  current  tort  system. 

This  would  allow  doctors  to  provide 
reimbursement  to  patients  for  their 
economic  losses.  All  health  insurance 
policies  would  include  a surcharge  to  cover 
pain  and  suffering  awards.  The  current 
system  which  allows  patients  to  collect 
economic  losses  would  be  continued. 

However,  the  new  proposal  would  establish  a 
state-wide  insurance  program  to  cover  pain 
and  suffering  awards. 

The  third  solution  offered  by  Dr.  Rakatansky 


would  place  caps  on  pain  and  suffering 
awards  plus  restrictions  on  attorneys'  fees. 
This  system  characterized  as  "good"  does 
not  accomplish  the  goals  of  prompt  payments 
for  patients  and  effective  discipline  when 
necessary.  Dr.  Rakatansky  noted  that  it  is 
important  to  separate  payment  to  the 
patient  from  discipline  of  the  physician. 

Kenneth  Liffmann,  MD,  RIMS  Treasurer  and 
Chairman  of  the  Joint  Underwriting 
Association  ( JUA) , testified  on  behalf  of 
the  JUA.  Dr.  Liffmann  discussed  the  current 
and  projected  financial  status  of  the  JUA. 

Governor  DiPrete  established  this 
commission  last  summer  and  expects  to 
receive  its  report  and  recommendations 
prior  to  the  commencement  of  the  1987 
session  of  the  Rhode  Island  General 
Assembly.  The  Governor  intends  to  review 
the  recommendations  and  have  legislation 
drafted  and  introduced  in  the  legislature. 
The  legislation  is  intended  to  be  broad  in 
nature  and  to  address  all  classes  of 
liability . 

Peter  D.T.  Clarisse,  MD,  RIMS  President,  is 
a member  of  the  panel  appointed  by  the 
Governor.  Mark  Pfeiffer,  director  of  the 
Department  of  Business  Regulations,  is 
chairman . 

MORE  ON  TORT  REFORM 

RIMS  is  a member  of  the  newly-formed  Rhode 
Island  Tort  Reform  Coalition  (RITRC) , which 
is  seeking  a legislative  solution  to  the 
liability  crisis.  The  coalition,  led  by 
the  Rhode  Island  Federation  of  Chambers  of 
Commerce,  includes  the  Hospital  Association 
of  Rhode  Island,  Rhode  Island  Hospital,  the 
Rhode  Island  Dental  Association,  the 
Providence  Chamber  of  Commerce,  the 
Blackstone  Valley  Chamber  of  Commerce,  the 
Rhode  Island  Bar  Association,  and  others. 
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i RITRC  (continued) 

j Edwin  Madden,  MD,  an  orthopedic  surgeon  in 
I Kent  County  represents  the  Medical  Society. 
RITRC  will  represent  the  common  interests 
of  business,  the  municipalities,  and  the 
professions  in  seeking  to  move  tort  reform 
through  the  Rhode  Island  General  Assembly 
in  1987.  The  Coalition  may  support 

I recommendations  of  the  Governor's  Special 
commission  on  liability  or  draft  legislation 
of  its  own. 

RITRC  expects  to  work  in  consonance  with 
the  American  Tort  Reform  Association 
(ATRA) , a national  organization  dedicated 

' to  reform  of  the  liability  system.  The 

next  RITRC  meeting  will  be  held  on  November 

' 20. 

I 

I 

I COMPETITION  IN  HEALTH  INSURANCE  HEATS  UP 

, One  alarming  side  effect  of  Rhode  Island's 

I increasingly  competitive  health  Insurance 
market  is  an  understandably  confused 
public.  With  many  different  insurance 

I carriers  aggressively  marketing  their 
wares,  patients  are  faced  with  difficult 
decisions.  RIMS  decided  to  join  in  this 
advertising  war,  but  not  in  an  attempt  to 
sell  a product. 

The  Society  placed  an  ad  in  The  Providence 
Journal  encouraging  patients  to  discuss  the 
various  insurance  plans  with  their 
physicians.  RIMS  produced  a brochure 
comparing  the  various  health  plans  and 
distributed  it  to  its  members  for  reference 
in  responding  to  their  patients'  concerns. 
The  Society  has  also  offered  assistance  to 
individuals  who  do  not  have  a physician  to 
turn  to  in  this  matter. 

On  November  1 a new  physician  payment 
practice  designated  the  "Prudent  Buyer 
Policy"  was  instituted  by  BC/BS.  Under 
this  new  policy  Blue  Shield's  participating 
physicians  will  be  paid  no  more  for  a given 
service  than  they  receive  from  any  other 
insurance  carriers.  Ocean  State  Physicians 
Health  Plan,  because  of  financial 
constraints,  had  paid  only  80  per  cent  of 
the  fees  paid  by  BC/BS. 

As  a result  of  this  policy  change,  the 


Blues  are  currently  being  sued  by  Ocean 
State.  Ocean  State  claims  that  the  new 
"Prudent  Buyer  Policy"  is  an  anti- 
competitive practice  designed  to  force  them 
out  of  business.  Thus  far  250  physicians 
have  resigned  from  Ocean  State  since  the 
policy  change  was  announced  by  the  Blues  in 
the  summer  of  1986. 

The  US  Justice  Department  is  also  probing 
into  the  matter.  US  Attorney  Lincoln  C. 
Almond  has  characterized  the  Justice 
Department's  involvement  as  a "formal 
investigation."  The  Justice  Department's 
Antitrust  Division  can  issue  "demand 
letters",  similar  to  subpoenas,  to  obtain 
documents  for  examination.  Justice  is 
attempting  to  determine  what  impact  the 
BC/BS  "Prudent  Buyer  Policy"  will  have  on 
the  Rhode  Island  market.  The  investigation 
could  conceivably  reach  the  federal  courts 
if  a civil  complaint  is  filed. 

The  Providence  Journal  reported  that  Dr  H. 
Denman  Scott,  director  of  the  Rhode  Island 
Department  of  Health,  and  Mark  A.  Pfeiffer, 
director  of  the  Department  of  Business 
Regulation,  have  commented  that  the  new 
Blues'  policy  "could  retard  the  development 
of  consumer  choices  of  health  benefits 
plans  in  Rhode  Island".  Scott  and  Pfeiffer 
indicated  to  the  Journal  that  they  will 
seek  legislation  to  provide  their 
Departments  with  regulatory  powers 
governing  the  relationship  between 
physicians  and  health  insurance  carriers. 

SOCIETY  DISCUSSES  ISSUES  WITH  CANDIDATES 

During  October  RIMS  members  met  with 
incumbent  Governor  Edward  DiPrete  and  Bruce 
Sundlun,  candidates  for  Rhode  Island 
Governor,  and  incumbent  Lieutenant  Governor 
Richard  Licht  and  Susan  Farmer,  candidates 
for  Lieutenant  Governor.  These  meetings 
enabled  the  Society  to  query  the  candidates 
on  the  issues  most  important  to  the  medical 
community . 

The  overriding  concern  expressed  to  the 
candidates  regarded  the  malpractice  crisis.  , 
Each  candidate  appeared  well  acquainted 
with  the  issue  and  sympathetic  to  RIMS 
concerns.  Governor  DiPrete  has  appointed  a 
special  commission  to  address  the  liability , 
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crisis  ( see  page  497  ).  He  expects  to 
consider  the  commission’s  forthcoming 
recommendations  and  have  legislation 
drafted  for  introduction  in  the  1987  General 
Assembly,  which  opens  on  January  6. 

Lieutenant  Governor  Licht,  the  highest 
ranking  Democratic  statewide  officeholder, 
could  potentially  be  an  Important  ally  when 
the  issue  is  considered  in  the  legislature. 

He  agreed  with  RIMS  that  the  current 
system  is  not  working,  and  that  an 
alternative  is  needed. 

AMENDMENT  FOURTEEN  DEFEATED 

Rhode  Island  voters  in  a recent  state 
election  in  November  soundly  defeated 
proposed  consitutional  Amendment  Fourteen 
by  a vote  of  65  per  cent  to  35  per  cent. 

The  Rhode  Island  Medical  Society  House 
of  Delegates,  among  the  many  groups  opposed  to 
j this  amendment,  had  issued  the  folowing 
statement  in  September: 

i RIMS  opposes  any  attempts  by  the 

I government  to  dictate  to  the 

physicians  what  may  and  may  not  be 
done  in  the  best  interest  of  the 
patient.  We  oppose  this  amendment. 

; The  objection  of  the  Society  was  based  on 
potential  governmental  intervention  into  a 
wide  range  of  medical  practices.  The 
amendment  would  have  placed  legal 
restrictions,  by  state  authority,  on  the 
use  of  "living  wills",  durable  power  of 
attorney,  and  the  discontinuation  of  life- 
support  systems  or  other  life-extending 
measures  for  people  who  have  terminal, 
irreversible  disease. 

The  Amendment  was  one  of  fourteen  which 
I appeared  on  the  November  ballot. 

I RIMS  COUNCIL  CONTINUES  WORK  ON  PLANNING 

j 

j,  RIMS  President  Peter  D.T.  Clarisse,  MD, 

I called  a special  conference  meeting  of  the 
' Council  to  continue  the  study  of  the 
j Society's  need  for  long-range  planning.  On 
October  17  and  18  the  Council  met  with 
Bruce  Balfe,  Vice  President  for  Issue 
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Planning  and  Management  of  the  American 

Medical  Association,  in  a continuing  effort 

to  determine  through  an  examination  of  its 

activities  the  appropriate  direction  of  the 
Society. 

The  conference  was  a crucial  step  toward 
implementing  the  recommendations  of  the 
American  Association  of  Medical  Society 
Executives  to  establish  long-range  plans 
for  the  Society.  Discussion  at  the 
conference  centered  on  how  RIMS  can^best 
position  itself  in  the  changing  environment 
for  medical  practice. 

The  Council  noted  that  the  Society  has  made 
several  adjustments  to  meet  the  changing 
needs  of  its  membership;  however  a long- 
range  plan  is  lacking.  President  Clarisse 
has  challenged  the  Society  during  the 
coming  months  to  set  its  priorities  and 
goals  (see  President's  Page,  page  513). 

INTERIM  MEETING  OF  AMA 

The  interim  meeting  of  the  House  of 
Delegates  of  the  American  Medical 
Association  (AMA)  will  be  held  December  7- 
10  in  Las  Vegas,  Nevada.  RIMS  will  be 
represented  by  Peter  D.T.  Clarisse,  MD, 
President;  John  J.  Cunningham,  MD , AMA 
Delegate;  Charles  P.  Shoemaker,  MD, 
Alternate  AMA  Delegate;  and  Norman  A. 
Baxter,  PhD,  Executive  Director. 

At  the  November  3 Executive  Committee 
meeting,  the  RIMS  delegation  received 
authorization  to  introduce  a resolution  in 
Las  Vegas  calling  upon  the  AMA  to  develop  a 
report  concerning  the  availability  of 
nurses.  A nursing  shortage  has  become  a 
growing  concern,  and  RIMS  is  seeking  the 
support  of  the  AMA  in  addressing  the 
matter . 

The  delegation  will  also  bring  to  the 
attention  of  the  AMA  House  the  policy 
change  at  Blue  Cross  and  Blue  Shield  of 
Rhode  Island  (BC/BS) , effective  November  1, 
involving  the  new  "Prudent  Buyer  Policy", 
which  alters  BC/BS  physician  payment 
practices . 

The  AMA  House  of  Delgates  meets  twice  a 
year  to  establish  policies  and  positions  of 
the  Association. 
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CONGRESSIONAL  WRAP-UP 

The  99th  Congress  came  to  a close  with  the 
passage  of  much  health  legislation.  In  the 
waning  days  of  the  session.  Congress 
addressed  measures  to  battle  drug  abuse, 
improve  immigration  laws,  boost  drug 
exports,  restrict  vaccine-injury  liability, 
and  further  reform  Medicare  and  Medicaid. 

Two  far-reaching  budget  bills  were  signed 
into  law  this  year  containing  several 
provisions  relating  to  Medicare  and 
Medicaid.  Congress  modified  Reagan 
Administration  policies  which  they 
considered  to  be  unfair.  Because  of  this 
action,  the  legislative  branch  may  have 
turned  the  corner  in  regaining  control  of 
the  Medicare  program,  which  had  been  lost 
to  the  White  House  in  1981. 

The  new  law  will  provide  physicians  with  a 
fee  increase  of  3.2  per  cent  starting 
January  1,  1987.  Physician’s  fees  under 
the  Medicare  program  have  remained  frozen 
for  nearly  three  years.  Hospitals  will 
receive  an  increase  in  payments  of  1.15  per 
cent  retroactive  to  October  1,  1986. 

Observations  of  the  Medicare  Prospective 
Payment  System  (PPS)  over  the  past  two 
years  led  Congress  to  enact  safeguards  to 
assure  quality  care  for  hospital-discharged 
Medicare  patients.  Hospitals  are  now 
required  to  maintain  discharge-review 
mechanisms  to  ensure  that  Medicare  patients 
continue  to  receive  quality  follow-up  care 
upon  discharge.  Also,  the  Secretary  of 
Health  and  Human  Services  is  mandated  to 
draft  legislation  reforming  the  Medicare 
payment-by-diagnosls  program  to  consider 
illness  severity  and  case  complexity. 

The  method  employed  to  calculate  the  yearly 
increase  in  the  deductible  paid  by  Medicare 
recipients  for  hospital  stays  has  been 
altered.  This  year  the  deductible,  based 
on  the  cost  of  one  day  in  the  hospital, 
rose  from  $400  to  $492.  In  1987  the  figure 
would  have  increased  to  $572.  However, 
Congress  instituted  a cap  of  $520  on  the 
1987  deductible.  Future  increases  will  be 
limited  each  year  to  the  percentage  change 
received  by  hospitals. 


Finally,  the  new  law  allows  states  to  offer 
Medicaid  coverage  to  children  up  to  age  5, 
the  disabled,  and  pregnant  women  who  have 
incomes  below  the  poverty  level  but  do  not 
qualify  for  welfare. 

CONGRESS  EXTENDS  HEALTH  INSURANCE  COVERAGE 

Employers  of  twenty  or  more  employees  who 
maintain  group-health-insurance  plans  are 
required  under  a newly  enacted  federal  law 
to  permit  laid-off  workers  to  continue 
their  insurance  at  the  group  rate.  Also,  the 
provision  applies  to  spouses,  widows  and 
other  dependents  who  would  lose  coverage 
due  to  death  or  divorce.  The  legislation 
appears  to  be  a preliminary  step  by 
Congress  to  assist  the  approximately  35 
million  Americans  who  do  not  have  health 
insurance  coverage.  With  the  legislative 
branch  firmly  in  control  of  the  Democrats 
after  the  recent  election,  further  efforts 
toward  expanding  coverage  are  likely. 


VACCINE- INJURY  COMPENSATION  PROGRAM 


Congress  recently  passed  federal 
legislation  that  would  establish  a national 
vaccine-injury  compensation  program 
designed  to  bypass  the  courts.  Claimants 
dissatisfied  with  judgements  handed  down 
under  the  new  federal  system  could  still 
have  access  to  the  courts  but  would  then 
forfeit  their  right  to  return  to  the  new 
federal  system. 

Awards  under  the  new  program  would  be 

restricted  to  $250,000  for  pain  and 

suffering  or  death  benefits  plus  economic 

losses.  This  legislation  will  not  become 

effective  until  Congress  establishes  a 
payment  mechanism. 

GAO  STUDIES  COSTS  FOR  ELDERLY 


A report  by  Congress's  General  Accounting 
Office  (GAO)  stated  that  "the 
unanticipated,  often  catastrophic  cost  of 
long-term  care  is  the  major  threat  to  the 
financial  well-being  of  the  elderly." 
Because  of  fewer  adult  children  and  more 
working  wives,  senior  citizens  may 
anticipate  declining  support  from  family 
members.  This  reduction  in  family-provided 
home  care  will  lead  to  out-of-pocket 
health-care  costs  increases  for  the 
elderly,  according  to  the  GAO. 
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You  know  Robitussin®  and  the  “DAC”  formula  gives  you 
just  what  you  need  to  manage  those  severe  coughs  complicated 
with  nasal  congestion . . . Decongestant  And  Codeine! 


Robitussiil-DAC^ 


Each  5 ml  (1  teaspoonful)  contains: 


Guaifenesin,  USP 100  mg 

Pseudoephedrine 

Hydrochloride,  USP 30  mg 

Codeine  Phosphate,  USP  10  mg 


(Warning:  May  be  habit  forming) 
Alcohol  1 .4  percent 


/I'Hj^OBINS 


Pharmaceuttcal  Division 
Richmond,  Virginia  23261-6609 


OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 


(( 


• 24  Hour  Stat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 
Our  Mobile  X-Ray  teams  usually  provide  a ‘Wet’  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Eerritins,  Hemoglobin  A.c  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bu’  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CRANS  I ON  STRIdH , CRANS  I ON,  RI  02920 

943-1211 

RI  TOLL  FREE  1-800-942-1011 
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Rhode  Island 


ADVERSE  DRUG  REACTION 
^ Reporting  Project 


SUSPECT  A SERIOUS  OR  UNEXPECTED 


ADVERSE  DRUG 

1 


REACTION? 

Please  Report  It. 


For  report  cards,  guidelines  and  information  contact  Dr.  S.  Rosenbaum,  277-2550 

A pilot  project  of  the  Rhode  Island  Department  of  Health 
sponsored  by  the  U.S.  Food  and  Drug  Administration 
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Added  Control  For 
America’s  Coughs 


The  expectorant  action  of  guaifenesin  plus  the 
Advantage  of  Codeine!  Rohitl 

Robitussin  and  codeine.  Each  5 ml  U teaspoonful)  contains:  Guaifenesin,  USP,  100  mg,  ^ ^ M.  ^ M A A 

A-C" 


Codeine  Phosphate,  USP.  10  mg  (u^aming.  ma-^  be  fuihir  forming  t.  alcohol,  3.5  percent;  in  a pal- 
atable, aromatic  syrup 


AHj^OBINS 

Pharmaceutical  Division.  Richmond,  Virginia  23261-6609 
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EDITORIAL 


A Tribute  to  Seebert  J.  Goldowsky 


The  professional  career  of  Seebert  J.  Cioldowsky, 
who  now  celebrates  his  twenty-sixth  anniversary 
as  Editor-in-Chief  of  the  Rhode  Island  Medical 
Journal,  covers  more  than  50  years  of  distin- 
guished and  faithful  service  to  medicine,  to  its 
jjractitioners  and  to  this  community. 

A 1924  alumnus  of  Classical  High  School  in 
Providence,  (ioldowskv  graduated  summa  cum 
laude  from  Brown  University  and  received  his 
M.l).  degree,  also  summa  cum  laude,  from  Har- 
vard Medical  School  in  19S2.  After  completing 
his  graduate  education  in  surgery  at  Beth  El  Hos- 
])ital  in  Boston,  Boston  City  Hospital,  Ciharles  V. 
C4iaj)in  Hos|)ital  and  Mt.  Sinai  Hospital  in  New 
\’ork,  he  entered  the  practice  of  surgerv  in  Prov- 
idence's East  Side  in  1937.  In  the  ensuing  years, 
many  professional  affiliations  and  honors  weie 
accorded  to  him  including  his  appointment  as 
Surgeon-in-C4iief  at  the  Miriam  Hos])ital  and  as 
Consultant  in  Surgery  at  the  Rhode  Island  Hos- 
j)ital,  Charles  V.  Chapin  Hosjiital  and  Roger  Wil- 
liams Cieneral  Hospital.  Excejjt  for  militar\  serv- 
ice in  the  Euroj)ean  Theater  of  Operations  during 
World  War  11,  Dr.  Cioldowsky  devoted  his  entire 
medical  career  to  the  Providence  region. 

Ujjon  the  fortieth  anniversary  of  his  medical 
school  graduation  in  1972,  Cioldowsky  retiied 
from  active  surgical  jjractice  and  became  the 
Medical  Director  of  Bine  Caoss  and  Blue  Shield 
of  Rhode  Island.  He  held  this  post  for  the  next 
decade  and  he  currently  serves  as  a consultant 
to  the  Rhode  Island  Department  of  Mental 
Health,  Retardation  and  Hosjjitals. 

This  illustrious  medical  career  sj^rang  from  a 
most  unusual  source.  According  to  l)r.  (iol- 
dowskv,  his  father,  Bernard  Manuel  (ioldowskv. 


was  the  first  Jewish  detective  in  Rhode  Island 
and,  “.  . . those  who  knew  him  will  concede  that 
he  was  a colorf  ul  character.”  4 he  elder  Col- 
dowskv  arrixed  in  New  5’ork  City  from  Lithuania 
with  his  family  at  the  age  of  nine  and  after  fol- 
lowing his  younger  brother  to  4'exas  foi'  a brief 
and  unsnccesslul  stint  as  a door-to-door  sales- 
man, he  returned  to  New  \'ork  City.  In  answer 
to  a heljj  wanted  advertisement  in  a New  \'ork 
news])a|)er,  he  f ound  himself  aj^plying  for  a job 
with  the  Pinkerton  Detective  Agency,  was 
|)romptly  hired  and  then  sent  to  the  Boston  office 
of  the  Agency.  W'hile  conducting  an  investigation 
in  Ih'ovidence,  he  met  and  earned  the  admiration 
of  the  late  I’atrick  Parker,  Cihief  of  Detectives  of 
the  I’rovidence  Police  Dej)artment.  Providence 
was  then,  as  now,  the  world’s  jewelry  manidac- 
turing  center  and  the  loss  of  even  small  amounts 
of  j)recious  metals  to  inside  thiexery  created  se- 
rious problems  for  the  industry.  After  an  intro- 
duction by  Parker  to  the  industry’s  leaders,  the 
elder  (ioldowskv  was  induced  to  transfer  his  ac- 
tivities to  Providence  and  to  establish  his  own 
private  agency. 

In  a memoir  written  for  the  Rhode  Island  Jeiuish 
Historical  Xotes,  Dr.  Goldowsky  cites  his  own  in- 
volvement in  two  of  his  father’s  cases:  “Eor  one 
suimuei  when  I was  in  college,  he  j^ermitted  me 
to  participate  in  the  surveillance  of  two  loan 
sharks.  I actually  spotted  a susj^icious  jewelry 
worker  doing  business  with  one  of  them,  but  the 
matter  was  not  |)ursued  to  the  point  of  incrimi- 
nating exidence  and  jjrosecution.  On  another  case 
I droxe  the  family  car  during  an  after-dark  in- 
vestigation in  a nearby  Massachusetts  conuuu- 
nitv.  \Ve  xvere  challenged  by  the  local  police  xvhose 
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sus])i(  ions  made  an  end  to  our  endeavoi , and 
lenninaled  the  only  set  ions  investit>ation  in  wliidi 
1 was  personally  involved.” 

l)i  . (ioldowsky’s  inx’olvement  in  medical  jour- 
nalism was  a substantially  mote  seiious  entet- 
piise  and  certainly  more  enduring.  His  initial 
scholarly  contribution  to  the  Rhode  Islntul  Medical 
Jounial  is  louncl  in  the  1937  publication  of  his 
paper  on  j)erij)heial  artei  iai  disease.  Additional 
conti  ihutions  by  (ioldowsky  followed  on  various 
diseases  of  pet  ipheral  veins  as  well  as  a set  ies  of 
editoiials  on  diverse  subjects  submitted  during 
the  tenure  of  Peter  P.  C>bace  as  Kclitor-in-Cbief 
( I942-195()).  Cbace,  incidentally,  was  the  author 
of  an  extremely  ))opular  editorial  column  in  the 
P) oiddence  /ounial  entitled,  ‘‘Von  and  Your 
Health.”  When  Chare’s  successoi , Dr.  John  Don- 
nelly, died  in  19(i(),  Dr.  (ioldowsky  was  of  fered 
the  position  of  Editor-in-C’hief,  a jtosition  that  he 
has  held  without  interruption  for  over  a c|uarter 
century. 

The  Journal  has  been  witness  to  a numl)er  of 
dramatic  changes  during  these  past  2b  years  in- 
cluding the  addition  of  a fejur  page  monthly 
newsletter  about  the  Society’s  activities,  a regular 
monthly  forum  for  the  Society’s  Piesideut,  sem- 
iaumial  calendar  of  continuing  medical  educa- 
tion events  taking  place  within  tlie  greater  Rhode 
Island  community,  and  the  occasional  pultlica- 
tion  of  notable  orations  which  had  been  pre- 
sented in  the  hospitals  of  Rhcjcle  Island.  Under 
the  direction  of  the  Society’s  Publications  Com- 
mittee, Dr.  Goldowsky  and  the  Journal  staff  have 
provided  valuable  services  to  potential  authors 
in  the  Rhode  Island  medical  community  by  aid- 
ing them  in  producing  readable  manuscripts. 
While  other  publications  can  afford  the  luxury 
of  sending  out  uninformative  rejection  slips,  the 
Journal  often  tempers  its  rejections  with  detailed 
instructions  for  suggested  revisiotis. 

During  these  past  26  years  the  Journal  has  also 
seen  the  establishment  of  an  accredited  medical 
school  in  Rhode  Island;  and  from  its  beginnings, 
the  school  was  materially  aided  and  encouraged 
by  Dr.  Goldowsky  and  the  Journal.  Indeed,  dur- 
ing the  I970’s,  the  June  issue  of  the  Journal  tra- 
ditionally described  and  portrayed  each  Brown 
University  medical  graduate,  thus  forming  a 
bridge  to  reconcile  the  differences  between  ac- 
ademic medicine  and  the  more  pragmatic  prac- 
tice of  medicine.  Beginning  with  the  inaugural 
class  of  58  M.D.’s  in  1975,  many  of  the  men  and 
women  who  have  graduated  from  Brown’s  Pro- 
gram in  Medicine  have  now  established  their 
professional  roots  in  virtually  every  one  of  the 


major  ( ommunities  in  Rhode  Island.  Di.  (iol- 
dowsky  has  also  eiuoiu  aged  the  medical  students 
al  Brown  to  conlrihute  learned  essays  to  the  Jour- 
nal,  and  these  have  been  periodicallv  jtublished. 

Under  Dr.  Goldowsky’s  editoiial  leadership, 
the  Journal  has  piovided  its  professional  leaders 
with  issues  devoted  solely  to  issues  of  ctirrent 
coiu  ern  site  h as  teenage  suic  ide,  Al/heimet ’s  dis- 
ease, Hosjiice,  the  role  of  hospital  chaplaincy, 
I’arkinson’s  disease,  Accpiirecl  Immune  Defi- 
ciency Syndrome  and  sjtorts  injtiry. 

Dr.  Goldowsky  has  been  instrumental  in  sta- 
bili/.ing  the  Journal  through  the  securing  of  fi- 
nancial backing  by  means  of  enhanced  advertis- 
ing revenue.  As  a member  of  the  Board  of 
Directors  of  the  state  Medical  Journal  Advertis- 
ing Bureau,  he  has  been  of  material  helj)  in  ob- 
taining ad vertisement  from  leading  pharma- 
ceutical houses  and  other  national  sources.  Under 
his  guidance,  the  Journal  staff  has  mounted  an 
aggressive  advertising  camj)aign  that  has  gen- 
erated a substantial  increase  in  the  revenue  from 
local  businesses  and  professionals.  While  readers 
may  skim  cjver  advertisements,  and  ])erhaps  re- 
gard them  as  unnecessary  filler,  they  neverthe- 
less remain  the  essential  lifeblood  of  all  publi- 
cations, incktding  the  Journal. 

Amcjngst  his  friends  and  colleagues.  Dr.  Gol- 
dowsky is  ])erhaps  best  known  fcjr  his  impas- 
sioned interest  in  Rhode  Island  history.  He  has 
served  on  the  League  of  Rhode  Island  Historical 
Societies,  was  past  President  of  the  Rhode  Island 
Jewish  Historical  Association,  was  past  Editor  of 
Rhode  Island’s  Jewish  Historical  Notes  and  has 
written  the  chapter  dealing  with  the  period  of 
1812-1862  in  the  History  of  the  Rhode  Island 
Medical  Society. 

Dr.  Cioldowsky  has  had  an  enduring  interest 
in  the  life  of  LNher  Parsons,  cjne  of  Rhode  Is- 
land’s most  distinguished  physicians.  Parscjns, 
who  was  born  in  1788  and  died  in  1868,  is  the 
subject  of  Goldowsky’s  forthccjming  biographic 
text  soon  to  be  published  by  the  Erancis  A. 
Gountway  Library  of  Medicine.  Born  in  Alfred, 
Maine,  and  descended  from  an  impressive  line 
of  distinguished  lawyers,  clergy,  physicians  and 
statesmen.  Parsons  was  destined  for  a life  hlled 
with  cultural,  scientific  and  professional  pursuits. 
Parsons’  ideas  concerning  medical  education  ap- 
pear to  be  a century  in  advance  of  his  time;  he 
felt,  for  example,  that  ten  years  of  study  is  a 
necessary  interval  in  order  to  prepare  a student 
jtroperly  for  a medical  career.  His  service  as  a 
surgeon  in  the  Battle  of  Lake  Erie  is  outlined  in 
the  chapter  from  Goldowsky’s  biography  which 
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appears  in  this  issue  of  the  Journal.  As  Professor 
of  Anatomy  at  Brown  University  medical  school, 
Parsons  had  a number  of  disagreements  with  the 
Rhode  Island  Medical  Society  hut  these  were  mjt 
sufficient  to  prevent  him  from  serving  as  the 
President  of  the  Society  from  1837  to  1840.  In 
1858,  Parsons  .served  on  a grouj)  which  was  the 
predeces.sor  of  the  Society’s  current  Publications 
Committee.  I hat  distinguished  grouji  also  in- 
cluded Isaac  Ray  and  Cjeorge  L.  Ciollins  who  were 
collectively  charged  with,  “jmhlishing  such  jia- 
jiers,  biographical  or  medical,  now  in  the  archives 
of  the  Societv  as  might  be  considered  worthy.” 
The  resultant  publication,  issued  under  the  title, 
“Sketches  of  Rhode  Island  IMiysicians  Deceased 
to  1950,”  became  the  hrst  issue  of  volume  one 
of  the  Rhode  Island  Medical  Society,  the  linear 
ancestor  of  the  Rhode  Island  Medical  Journal. 

Dr.  Cioldowsky’s  contributions  to  the  advance- 
ment of  Our  jirofession  have  been  immense.  His 
tireless  ef  forts  during  these  many  decades  of  ten- 
ure as  Uditor-in-Chief  of  this  journal  ha\e  served 
to  educate  us  on  a multitude  of  issues  ranging 
from  ethical  concerns  and  advances  in  medical 
knowledge,  to  the  jiractical  political  decisions  that 
impinge  upon  the  practice  of  medicine. 


1 hrough  much  of  his  professional  career,  See- 
bet  t Cioldowsky  admiretl  the  writings  of  William 
Osier,  ft  is  therefore  aj)proj)i  iate  to  remembet 
Osier’s  farewell  address  to  American  and  (Ca- 
nadian medical  students  when  he  (pioted  the 
wot  (Is  of  CCowper: 

Knowledge  and  wisdom,  far  f rom  being  one. 

Have  oft-times  no  connexion.  Knowledge 
dwells 

In  heads  replete  with  thoughts  of  Other 
men; 

W isdom  in  minds  attentive  to  their  own. 

Knowledge  is  proud  that  he  is  leanied  so 
much; 

W'isdom  is  humble  that  he  knows  no  more. 

'I'hrough  the  pages  oi  ih'xs,  Journal,  (tur  Seebert 
Cioldowsky  has  tiuly  provided  us  with  measures 
both  of  knowledge  and  wisdom  lot  which  we  at  e 
all  grateful.  W’e  of  the  Society  and  his  colleagues 
wish  him  many  further  years  of  good  health, 
professional  creati\ity  and,  above  all,  aequanimi- 
tas. 

Wendy  Smith 

Stanley  M.  Aronson,  M.D. 


Dx:  recurrent  herpes  labialis 


L 


HeRPecm- 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-15.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write;  Campbell  Laboratories. 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Rhode  Island  HERPECIN-L  is  available  at  all  Adams, 
CVS  Drug  Stores  and  other  select  pharmacies. 


"Ever  have  a banker 
show  you  how  to  borrow 
less?  Mine  did’’ 


At  Fleet’s  Private  Banking  Group,  you’re  never  a customer— 
you’re  a personal  client.  And  we  make  it  our  business  to  personally  watch 
out  for  your  best  interests;  whether  it’s  saving  you  money  on  starting  a 
medical  practice  or  maximizing  the  return  on  your  investments. 

The  Private  Banking  Group  at  Fleet  was  set  up  to  offer  high 
earning  professionals  like  yourself  a total  financial  management 
program.  Under  the  direction  of  your  personal  financial  counselor,  your 
Fleet  Private  Banking  relationship  assures  you  of  complete  personal 
and  professional  banking  services  as  a preferred  client.  With  high  pri- 
ority status.  And  a noticeable  absence  of  red  tape. 

To  learn  all  about  the  services  and  benefits  of  Private 
Banking  at  Fleet,  call  Bob  Twomey,  Senior  AAA 
Vice  President,  at  27 8 -6537.  

You  won’t  find  another  — - ...  ..  TZ  T 

service  that  offers  you  more.  Fleet  National  Bank 

And  sometimes  less. 


NEW  ENGLAND’S  RNANCIAL  RESOURCE" 

Member  F.D.I.C. 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  *by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.i.  Blue  Shield  and  Medical  Assistance. 

100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 
Providence,  R.l.  Providence,  R.l.  Providence,  R.l.  Woonsocket,  R.l. 

331-3996  331-3996  273-0450  766-4224 


November,  1986  — Vol.  69 


WETOOKABIGIDEA 

ANDMADEITLiniE 

Introducing  MessageBoard.  Only  from 
MetroNet.  A new  little  device  that  gets  you 
important  messages  anytime  you  can’t  get 
to  a phone.  MessageBoard  displays  a short 
note  that’s  transmitted  from  your  home  or 
office  to  a Motorola  receiver  no  bigger  than 
a pocket  calculator.  It’ll  even  store  your 
messages  so  you  can  replay  them  anytime 
you  need  to. 

Call  785-3535  to  find  out  more  about 
MessageBoard,  and  our  complete  line  of 
radio  paging  and  message  services.  Then 
you’ll  see  why  you  don’t  always  need  a tele- 
phone to  get  your  messages. 


mJsetroNet 

RADIO  PAGING  AND 
W MESSAGE  SERVICES 

GHTHEMESSAGe 

MetroNet  Inc. , A Providence  Journal  Company  Service,  341  South  Main  St. , Providence,  Rhode  Island  02903 
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Planning  — The  Way  to  the  Future 

rwenty-five  years  ago  oiir  j)rotession  f unctioned 
with  little  regulation  or  outside  intervention. 
Physicians  devoted  virtually  all  of  their  time  and 
energies  to  the  practice  of  medicine.  l oday  we 
have  become  highly  regulated  and  subjected  to 
distractions,  many  of  Which  seemingly  do  not  re- 
late to  providing  qnalitv  health  care. 

rhe  Rhode  Island  Medical  Society  (RIMS)  had 
to  make  adjustments  during  this  time.  While  we 
continue  to  be  the  primary  advocate  for  Rhode 
Island  physicians  and  patients,  we  also  offer  the 
other  services  which  a professional  association 
should  provide.  However,  at  some  point  a re- 
evaluation  of  our  activities  and  goals  becomes 
necessary.  We  have  to  determine  the  services  that 
RIMS  should  be  providing,  the  services  that  are 
better  left  for  others  to  provide,  and  the  status 
of  our  resources.  In  a nutshell  it  is  time  to  set 
pric^rities. 

I called  a special  two-day  conference  on  Oc- 
tober 17  and  18,  to  allow  the  RIMS  Council  an 
in-depth  look  at  the  Society.  Invitetl  to  guide  the 
conference  was  Bruce  Balfe,  Vice  President  for 
Issues  Planning  and  Management  of  the  Amer- 
ican Medical  Association  (AMA). 

The  Balfe  conference  concentrated  its  evalu- 
ation on  three  central  issues.  First,  how  has  the 
practice  of  medicine  changed  over  the  last  25 
years?  Second,  how  have  physician’s  needs 
changed?  Third,  how  has  the  Society  responded 
to  these  changes,  and  what  further  adjustments 
are  necessary? 

When  comparing  our  profession  of  25  years 
ago  to  that  of  today,  the  obvious  difference  is 
that  physicians  used  to  be  more  in  control  of  their 
practice.  Practicing  medicine  now  is  much  more 
complex  because  of  third-party  payers  and  fed- 
eral and  state  regulations.  We  must  devote  a sig- 
nihcant  amount  of  our  time  to  legal  matters,  pub- 
lic relations,  hscal  management,  administration, 
and  personnel  supervision. 

Relationships  with  our  patients  have  also 
changed.  Within  the  development  of  a high  de- 
gree of  specialization,  it  is  often  difhcult  to  build 
close  relationships  when  we  see  many  patients  on 
a short-term  basis  only.  Fhe  breaking  down  of 
bonds  between  patients  and  doctors  is  certainly 


Peter  D.  T.  Clarisse,  MD 


one  of  the  prime  factors  in  today’s  malpractice 
climate. 

The  net  effect  of  these  developments  is  a 
change  in  the  services  that  doctors  hnd  essential. 
We  have  always  required  a great  deal  of  scientihc 
information.  In  days  past  the  Society  provided  it 
through  its  library  holdings  and  regular  scientihc 
sessions.  Now  this  information  is  readily  available 
from  university  and  hos})ital  libraries,  continuing 
medical  education  courses,  specialty  journals,  and 
other  sources.  However,  a growing  demand  ex- 
ists for  adequate  information  relating  to  legis- 
lative, judicial,  regulatory,  and  insurance  issues. 
Much  of  this  information  concerns  panels,  com- 
mittees, commissions,  and  othei  bodies  that  make 
decisions  which  affect  our  jjractices.  Our  con- 
cerns must  be  heard,  and  sophisticated  rej)re- 
sentation  is  imperative. 

Lobbving  is  an  integral  and  fundamental  part 
of  the  legislative  process  at  all  levels  of  govern- 
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incut,  and  doctors  must  have  oi  gani/cd  loliliying 
tdlorts.  Out  ))ositions  must  be  artic  ulated  at  jiub- 
lic  hearings  and  legislative  eommittee  meetings. 
In  addition,  many  laws,  regulations,  and  insur- 
ance matters  eventually  (ind  theii  way  into  the 
court  system.  Physicians  must  have  advocates 
jiresenting  their  case  and  oneiing  sound  legal 
advice. 

Finally,  it  is  necessary  for  doctors  to  assure  that 
the  highest  cjuality  of  health  care  is  provided  to 
out  jiatients.  Our  j^rofession  would  he  remiss  if 
we  did  not  establish  mechanisms  to  sustain  the 
highest  jjrofessional  standaicls. 

Regarding  how  RIMS  has  resjxmded  to  the 
changing  needs  of  its  members,  it  continues  to 
be  the  primary  advocate  of  Rhode  Island  jiatients 
and  physicians.  The  Society  took  the  lead  in  the 
medical  liability  crisis,  introducing  legislation  and 
pushing  for  tort  reform  in  coalitions,  commis- 
sions, and  committees.  The  .'ll 00  special  assess- 
ment was  passed  to  fund  an  aggressive  public 
relations,  lobbying,  and  legal  compaign. 

\'onr  investment  is  paying  off,  and  our  pres- 
ence is  starting  to  be  felt.  We  have  achieved  a 
start  towards  tort  refcjrm,  and  a year’s  freeze  on 
premium  increases.  The  Society  blocked  a ))ro- 
posed  surcharge  sought  by  the  Department  of 
Business  Regulation  (l)BR)  on  all  medical  mal- 
practice insurance  premiums.  The  successful  suit 
saved  each  Rhode  Island  physician,  on  average, 
$1300  this  year. 

We  are  continuing  to  work  for  a more  satis- 
factory solution.  RIMS  is  currently  participating 
in  three  new  forums  addressing  the  malpractice 
crisis:  the  Governor’s  commission  on  liability,  the 
special  General  Assembly  commission  to  study 
the  Joint  Underwriting  Association,  and  a coa- 
lition with  business  and  civic  leaders. 

More  work  remains  to  be  done.  The  House  of 
Delegates  recently  increased  annual  dues  by  $100 
starting  in  1987  to  support  these  efforts.  The 
special  assessment  in  1985  has  proved  to  be  an 
astute  investment,  and  the  dues  increase,  we  are 
conhdent,  will  lead  to  further  gains  in  the  future. 

To  promote  the  highest  quality  of  health  care, 
the  Society  maintains  several  peer  review  com- 
mittees and  educational  functions.  RIMS  also 
sponsors  public  service  activities.  An  example  is 
an  advertisement  which  we  recently  placed  in  The 
Providence  Journal  Bulletin  offering  assistance  to 
the  public  in  facing  the  highly  competitive  and 
confusing  health  insurance  market.  Fhese  public 
service  activities  will  be  continued  and  increased 
in  accordance  with  the  public’s  needs. 

Fo  meet  the  growing  demand  for  socio-eco- 


nomic information,  we  are  planning  a new  for- 
mat for  the  Newsletter.  I he  jJiesent  production 
schedule  for  the  Newslettei  inc  luded  in  the  four- 
nal  is  six  weeks.  Frecjuently  items  have  lost  their 
timeliness.  By  separating  the  Newsletter  f rom  the 
Journal  and  piinting  it  locally,  we  ho])e  to  have 
a new  communications  mechanism  with  the  ca- 
pability  of  putting  toclav’s  news  in  your  hands 
tomon  ow. 

Many  concerns  were  raiseef  at  the  Balfe  con- 
ference which  I intend  to  address  during  the 
second  half  Of  iny  term  as  your  Fresiclent.  I hese 
relate  jiiimaiily  to  the  fact  that  many  of  the  So- 
ciety’s activities  were  designed  f or  a different  era. 

Fhe  usefulness  of  the  RIMS  Library  and  jour- 
nal have  been  rejjeateclly  cjuestionecl.  When  these 
activities  were  first  started  the  Society  was  the 
foremost  medical  scientific  research  resemree  in 
the  state.  However,  other  sources  today  include 
Brown  University’s  medical  library,  the  libraries 
of  our  hospitals,  and  the  many  sjjecialty  journals. 
A close  evaluation  of  our  options  during  the  com- 
ing months  is  necessary  in  order  to  determine 
the  most  effective  use  of  our  assets. 

The  Balfe  ccjuference  noted  that  while  our 
membershi])  base  is  strong,  the  low  level  of  j)ar- 
ticipaticjii  and  commitment  is  disturbing.  It  is  ax- 
iomatic that  our  patients  have  the  first  call  on  (^ur 
time.  Vet,  we  must  hud  time  to  sujjport  the  So- 
ciety in  its  legislative  and  regulatory  responsibil- 
ities. 

At  a recent  pre-election  breakfast  meeting  with 
(iovernor  DiPrete  hosted  by  RIMS,  the  Governor 
was  cjuite  discerning  when  he  observed  that  doc- 
tors are  often  perceived  by  the  legislature  as  not 
involving  themselves  in  most  health-care  issues. 
He  encouraged  our  membership  to  become  more 
active  in  these  matters,  because  we  have  an  ex- 
tremely credible  voice.  T he  Governor  asked  for 
our  input  and  indicated  that  the  legislature  wel- 
comes our  participation.  And  he  noted  that  the 
larger  the  number  of  RIMS  members  in  contact 
with  the  legislature  the  more  effective  our  lob- 
bying effort  will  be. 

The  Society  has  made  several  important  ad- 
justments in  recent  years.  We  are  grateful  to 
Bruce  Balfe  for  focusing  our  attention  on  the 
need  for  further  change.  Now  it  is  time  for  us 
to  develop  our  long-range  plan,  so  that  we  may 
function  effectively  in  the  1980s  and  1990s. 

T he  time  has  come  for  us  all  to  increase  our 
support  — both  through  active  participation  as 
well  as  hnanciallv.  Your  input  regarding  the  di- 
rection of  the  Society  is  essential.  Become  active. 
Participate.  5’ou  are  the  key. 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 

Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
ophthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists,  neurologists 

• Managed  by  physicians  with  the  doctor  in 
mind 

• Open  staff 

• Full-time  anesthesia  and  recovery  coverage 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare,  commercial 
insurance  coverage,  and  Massachusetts  Blue 
Shield 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and 

bookings. 

Blackstone  Valley  Surgicare 
333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 


i 
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Gate  Medical  Center 

THE  Healthy  Alternative  To  Leasing. 


Today,  the  money  you  spend  leasing  could  be  building 
equity  and  bringing  you  the  tax  benefits  that  come  with 
ownership. 

Gate  Medical  Center,  an  office  condominium  complex 
designed  exclusively  for  the  medical  professional,  whose 
most  valuable  asset  is  their  time.  Just  seconds  from  Kent 
County  Hospital  and  minutes  from  1-95,  Gate  Medical 
Center  stands  light  years  ahead  of  the  rest. 

The  Gate  Medical  Center  also  houses  its  own  radiology 
and  clinical  laboratories.  And  because  it’s  an  office  con- 
dominium, you’ll  enjoy  the  tax  benefits  and  appreciation 
that  come  with  ownership. 

Just  as  important,  the  complex  has  been  elegantly 
designed  by  an  award-winning  architectural  firm.  With  a 
marble  vestibule,  palacial  vaulted  atrium  that  reaches 
three  stories  and  a garden  arboretum  that  thrives  in  the 
light  of  a sixty-foot  skylight. 

For  a personal  tour,  or  to  learn  more  about  this  exciting 
new  medical  office  space,  call  Stem  Development  Corpora- 
tion at  (401)  273-0260. 


Gate  Medical  Center 

PROFESSIONAL  CONDOMINIUM  OFFICE  SPACE  YOU  CAN  OWN. 
Tollgate  Road,  Warwick,  Rl 

Pre-construction  prices  available  now! 

Developed  by  Stem  Development  Corporation.  Designed  by  Daugbn  Salisbury,  Inc. 


The  Medical  Odyssey  of  James  Joyce 


The  Author  of  Ulysses  Exhibited  a Considerable  Interest  in  and 
Knowledge  of  Medicine 


Irving  A.  Beck,  MD 


Abstracted  from  presentations  at  the  Maine  Society  for 
the  History  of  Aledicine  May  4,  1 985,  and  at  the  John 
Russell  Bartlett  Society,  Brown  University,  November 
14,  1985. 


An  exposition  of  almost  any  aspect  of  the  rela- 
tionships of  the  life  of  James  Joyce  to  his  writings 
encounters  an  embarrassment  of  riches  — a su- 
perabnnclance  of  primary  and  secondary  sources. 
As  regards  the  latter,  the  Hood  of  commentaries 
and  critiques  shows  no  signs  of  diminishing.  In 
the  1 982  Modern  Language  Association  International 
Bibliography,  ]oyce  is  second  only  to  Shakespeare 
in  number  of  author  citations,  and  those  to  Ulysses 
exceeded  only  by  Don  Quixote. 

This  essay  presents  a modicum  of  biographical 
data  and  literary  references  that  emphasize  those 
that  relate  to  medicine. 


Irving  A.  Beck,  MD,  is  Consultant  in  Medical  Edu- 
cation, General  Hospital,  Rhode  Island  Medical  Cen- 
ter, Cranston,  Rhode  Island;  and  Lecturer  in  Aledicine 
Science,  Brown  University  Program  in  Medicine, 
Providence,  Rhode  Island. 


Best  known  for  his  revolutionary  novel  Ulysses, 
the  life  of  James  Augustine  Joyce  (he  later 
dropped  the  middle  name)  was  an  odyssey  in  the 
Homeric  sense  — a long  wandering  with  many 
turns  and  returns,  adverse  encounters,  and 
changes  in  fortune.  Born  in  Dublin,  Ireland  on 
February  2,  1882,  his  Ithaca  was  Zurich,  where, 
during  World  War  II,  he  found  refuge  and  his 
hnal  resting  ])lace. 

Early  Years 

His  father,  John  Stanislaus  Joyce,  like  his  son, 
originally  contemplated  a medical  career.  He  had 
attended  medical  school  in  Cork,  but  failed  to 
complete  his  studies  and  was  expelled  because  of 
riotous  behavior.  His  son,  Stanislaus,  later  com- 
mented that  many  lives  had  been  saved  thereby. 
John  was  an  attractive  but  feckless  individual 
whose  inability  to  make  a living  and  addition  to 
alcohol  caused  the  family  to  sink  from  modest 
affluence  into  genteel  ancl  finally  dismal  poverty. 

James  began  his  formal  education  as  a rela- 
tively young  student  at  the  Jesuit  Boys  Boarding 
School,  Clongowes  Wood  College.  He  did  well 
scholastically  and  became  devoted  to  religious  ac- 
tivities. His  withdrawal  from  Clongowes  Wood 
was  necessitated  by  the  decreasing  financial  re- 
sources of  the  family.  These  youthful  experi- 
ences are  recorded  in  his  semi-autobiographical 
novel,  A Portrait  of  the  Artist  as  a Young  Man. 
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lie  sul)sc<|uciitly  ailcndcd  Bclvcdcic  (’ollcj^c, 
a Catholic  Day  School  in  Dublin,  \vhc*ic*  he  was 
elected  perfect  of  the  Sodality  of  the  Blessed  Vii  - 
gin.  In  lSf)8,  he  enteied  the  University  College 
of  Diihlin  from  which  he  giadnated  in  1902.  At 
that  time,  he  had  ht'come  estianged  from,  and 
then  actually  antagonistic  toward  Catholicism.  In 
1904,  he  left  Ireland  in  a self-imposed  exile  on 
the  continent  with  his  conij^anion,  Nora  Barna- 
cle, whom  he  eventually  married  in  a civil  cere- 
mony in  1991.  His  sul)se(]uent  geographic  wan- 
derings included  sojourns  in,  and  leturns  to  Pola 
on  the  Adriatic,  4’riesle,  Rome,  /urich,  I’aris,  and 
London,  and  hi  ief  visits  to  other  locations  in  Kng- 
land,  France,  and  Switzerland.  Fie  returned  only 
twice  to  Ireland. 

H e never  su))])orted  himself  and  his  family  ad- 
ecjuately  by  his  writing,  teaching,  and  other  lit- 
erary chores,  and  dejjended  ujjon  contril)utions 
from  liis  brother,  friends,  and  a series  of  literary 
patrons.  His  four  major  works  were  Dubliners 
(1914),  a collection  of  short  stories,  and  the  nov- 
els, A Portrait  of  the  Artist  as  a Young  Man  (191(5), 
Ulysses  (1922),  and  Finnega)is  Wake  (1939).  In  ad- 
dition, he  composed  poetry,  wrote  literary  criti- 
cism, and  one  play,  “Exiles.”  His  letters,  whidi 
are  voluminous,  liave  appeared  in  various  com- 
pilations, and  some  have  not  as  yet  been  publicly 
revealed.  These  have  provided  a mine  of  mate- 
rial, much  of  it  painfully  self-revealing,  for  his 
biographers  and  critics.  He  w^as  a talented  singer 
and,  in  his  early  days,  performed  professionally. 

Joyce’s  personal  medical  Odyssey  may  be  di- 
vided into  his  early  ambition  to  become  a phy- 
sician, his  social  and  professional  contacts  with 
the  medical  profession,  his  health  problems,  and 
those  of  his  family.  In  the  words  of  one  biogra- 
pher, his  adult  life  was  “one  protracted  illness.” 
His  writings  are  replete  with  medical  allusions 
and  associations.  There  are  enough  medically  re- 
lated materials  in  these  and  in  Joyce’s  own  med- 
ical history  to  fill  a book,  and,  indeed,  they  have! 
Doctor  J.  B.  Lyons,  a neurologist  in  Dublin,  him- 
self a novelist,  critic,  and  biographer,  published 
a monograph  titled  James  Joyce  and  Medicine  in 
1973.  Further  contributions  relating  to  medical 
aspects  of  Joyce  steadily  continue  to  appear.  Thus, 
in  1975  the  Royal  College  of  Physicians  of  Lon- 
don displayed  an  exhibit  (with  a catalogue)  of 
Joyceiana  with  especial  emphasis  on  Joyce’s  own 
medical  history.  This  was  titled  “My  Impossible 
Health  or  the  Case  of  James  Joyce.” 

This  continuing  prof  usion  of  articles  has  jus- 
tified his  prediction  after  the  appearance  of  Ulys- 
ses: “I’ve  put  in  so  many  enigmas  and  puzzles 


that  it  will  kee])  the  professors  busy  for  centuries 
arguing  o\ei  what  I meant.”  I his  has  been  fur- 
thei  stimul.tted  by  the  a|)|)eai  ance  on  Bloomsday 
1984  of  the  definitive  text  of  Ulysses,  published 
undet  the  editorship  of  Hans  (iabler  correcting 
some  5000  textual  ei  tors  — most  of  them  minor. 
No  doubt,  I eintei  preted  passages  will  result  in  a 
ftesh  sj)ate  of  literary  commentaries  and  PhD 
theses  by  the  “professors”! 

I Inonghout  his  cat  eei  , Joyce  had  various  re- 
lationshij)s  with  physicians.  During  his  youth,  this 
was  j)iimaiily  as  a “medical  student’s  jjal”  ((io- 
garty).  He  associated  with  them  socially  and  as  a 
(]uasi-“medical”  at  hosj)itals.  I his  is  reflected  in 
Stephen’s  j)articij)ation  in  the  “Oxen  of  the  Sun” 
ej)isode  in  Ulysses  (v.i).  During  the  latter  jiart  of 
his  career,  his  contacts  were  j^rimarily  as  a jjatient 
for  his  multiple  ailments.  He  visited  a series  of 
psychiatrists  in  the  process  of  seeking  medical 
help  for  his  schizophrenic  daughter,  Lucia. 

Beginnings  of  Literary  Career 

One  of  his  first  literary  efforts  (1900)  was  an 
Ibsenian  play,  with  a doctor  as  the  hero,  titled  A 
Brilliant  Career.  This  he  destroyed  and  it  is  now 
known  only  from  his  letters  and  his  brother  Stan- 
islaus’ memoir.  During  his  final  year  at  Lhiiversity 
College  (autumn  1902),  he  decided  to  study  med- 
icine. He  was  not  fired  by  any  humanitarian  ide- 
als, but  frankly  stated  that  he  intended  to  make 
enough  money  in  a number  of  years  sufficient 
to  allow  him  to  devote  the  rest  of  his  life  to  lit- 
erature. I here  was  probably  another  motive 
which  is  revealed  in  the  Telemachus  episode  of 
Ulysses.  Physicians,  at  least  at  that  time,  enjoyed 
a certain  aura  which  commanded  respect  from 
the  laity.  This  episode  takes  place  in  the  Martello 
Tower  in  which  Stephen  Dedalus  (Joyce)  is  living 
with  Malachi  (Buck)  Mulligan  (Oliver  St  John 
Gogarty)  a “medical,”  and  an  Englishman  named 
Haines.  An  old  lady  delivers  milk  to  them  and 
Buck  Mulligan  with  the  pompous  authority  often 
assumed  by  medical  students  proceeds  to  give 
her  a lecture  on  its  nutritional  value:  “Stephen 
listened  in  scornful  silence.”  He  ruminates,  “She 
bows  her  old  head  to  a voice  that  speaks  to  her 
loudly,  her  bone  setter  the  medicine  man.  Me 
she  slights.”  While  at  that  time  the  embittered 
Joyce  had  given  up  his  hope  of  becoming  a phy- 
sician, he  obviously  retained  an  envy  of  those  who 
had  “made  it.”  As  late  as  1920,  he  wondered  if 
he  had  not  made  a mistake  to  abandon  medicine. 

He  did  actually  enroll  in  the  medical  program 
of  University  College  and  may  have  attended 
some  medical  lectures  in  the  fall  of  1902.  Later 
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he  went  on  to  Paris  with  the  intention  of  enrolling 
in  the  Medical  School  at  the  University  of  Paris. 
Po  accomplish  this,  he  conducted  a preliminary 
campaign  of  sponging  on  friends  and  accjiiaint- 
ances,  a practice  which  he  continued  throughout 
his  career.  It  is  questionable  how  much  exposure 
he  had  to  medical  studies  in  Paris,  and,  in  any 
event,  he  returned  to  Ireland  in  the  spring  of 
1903  in  response  to  a message  that  his  mother 
was  dving.  In  the  fall  of  1903,  he  re-entered  the 
Medical  School  at  University  College,  but  soon 
abandoned  it.  He  resumed  his  participation  in 
the  raf  hsh  life  of  the  medical  stuclents.  I’he  latter 
included  his  erstwhile  friend  (iogarty  who  was 
able  to  do  what  Joyce  had  not,  namely  to  go  on 
to  a career  notable  in  both  medicine  and  litera- 
ture (and  later  in  politics). 

Ciogarty  later  recorded  some  of  his  experi- 
ences with  Joyce.  A notable  observation  was  his 
comment  about  Joyce  during  their  joint  sojourn 
in  the  Tower:  “His  father  was  an  alcoholic,  an 
old  alcoholic  wag.  His  mother  was  a naked  nerve. 
...  I did  my  living  best  to  cheer  him  and  to  make 
those  thin  lips  of  his  cream  in  a smile. ...  I should 
have  known  better  for  I was  studying  abnormal 
psychology.  ...  It  is  one  thing  to  study  lunacy  in 
an  asylum,  another  thing  to  recognize  it  in  a 
friend.  Had  I succeeded  in  ministering  to  a mind 
diseased  Joyce  would  not  be  the  greatest  schiz- 
ophrene  who  ever  wrote  this  side  of  a mental 
hospital.  He  would  never  have  been  famous  and 
Dublin  would  have  been  less.”  The  question  of 
Joyce’s  mental  status  has  been  explored  exten- 
sively in  the  psychiatric  literature  and  will  be  later 
commented  upon. 

Ulysses 

The  literary  fame  of  Joyce  stems  primarily  from 
his  novel  Ulysses.  After  several  years  of  gestation 
and  prior  publication  of  portions,  the  book  was 
hnally  rushed  into  print  in  Paris  under  the  aegis 
of  Sylvia  Beach  on  February  2,  1922,  his  4()th 
birthday.  The  timing  was  not  coincidental  as  Joyce 
had  a life-long  superstition  about  dates  and  their 
mystical  signihcance.  This  innovative,  controver- 
sial novel,  its  revolutionary  varying  styles,  the  fre- 
quent use  of  the  interior  monologue  (the  non- 
verbalized  thoughts  of  the  subject),  language  that 
neglected  punctuation  and  was  deliberately  ob- 
scure and  frequently  coarse,  had  a smashing  im- 
pact on  English  literature.  In  the  words  of  the 
poet,  T.  S.  Eliot,  Ulysses  had  “killed  the  19th  Cen- 
tury and  exposed  the  futility  of  all  styles.”  Ernest 
Hemingway  called  it  a “most  goddamn  wonder- 
ful book.”  Such  opinions  were  by  no  means  unan- 


imous. One  of  the  politer  comments  was  that  of 
V’iiginia  Woolf  that  “it  was  underbred  and  the 
book  . . . of  a queasy  uiKlergraduate  scratching 
his  pimples.”  Its  explicit  language  f)ffended  many, 
and  it  was  officially  banned  in  this  country  and 
in  England.  It  was  not  until  the  landmark  deci- 
sion l)y  Federal  Judge  John  M.  Woolsey,  Decem- 
ber 6,  1933,  which  concluded  “that  though  the 
effect  of  ‘Ulysses’  on  the  reader  undoubtedly  is 
somewhat  emetic,  nowhere  does  it  tend  to  be 
aphrodisiac.  ‘Ulysses’  may  therefore  be  admitted 
to  the  L’nited  States.” 

The  central  theme  of  the  novel  is  a one-day 
journey  through  Dublin  on  June  16,  1904  of  one 
Leojjold  Bloom,  an  advertising  solicitor  of  Jewish 
descent.  Fhis  date  has  now  become  known  as 
Bloomsday,  and  the  anniversary  regularly  cele- 
brated by  Joyceans.  The  date  was  presumably 
selected  by  Joyce  because  it  was  his  first  walking 
out  with  Nora.  The  journey  is  interwoven  with 
encounters  of  a host  of  other  characters,  most  of 
them  based  on  actual  individuals,  in  a series  of 
episodes,  each  with  its  peculiar  style  and  related 
only  in  a metaphorical  sense  to  those  encoun- 
tered by  the  Homeric  hero  Ulysses.  Sometimes 
the  relationship  to  the  classical  paradigm  is  not 
only  obscure  but  paradoxical.  Thus,  the  hnal  ep- 
isode, Penelope,  which  in  the  classical  saga  marks 
the  return  of  Ulysses  to  his  ever-faithful  wife,  in 
Joyce’s  version  depicts  the  ruminations  in  earthy 
language  of  Leopold’s  wife,  Molly,  dwelling  upon 
her  fantasies,  and  possible  realities,  of  past  love 
affairs,  and  of  her  current  adulterous  affair  with 
one  Blazes  Boylan. 

Ulysses  abounds  in  scattered  medical  allusions. 
A mere  listing  would  exceed  the  capacity  of  this 
presentation.  4'he  episode  Oxen  of  the  Sun  is,  how- 
ever, devoted  in  its  entirety  to  one  unifying  bi- 
ological theme  — human  reproduction  in  all  its 
aspects  — and  will  therefore  be  considered  in 
some  detail. 

The  title  derives  from  the  episode  in  the  Ho- 
meric legend  wherein  the  starving  sailors  of  E4ys- 
ses,  ignoring  his  warning,  slaughtered  and  con- 
sumed the  Sacred  Oxen  on  the  Isle  of  the  Sun. 
They  are  in  turn  drowned  when  their  ship  is 
struck  by  a thunderbolt,  and  only  Ulysses  is 
spared.  The  Oxen  of  the  Sun  are  symbols  of 
fertility,  hence  the  rather  tenuous  connection  with 
Joyce’s  theme. 

In  preparation  for  its  composition,  Joyce  stud- 
ied embrvology,  and  his  notes  contain  elaborate 
sketches  illustrating  fetal  development.  Fhe  ep- 
isode takes  place  in  the  Holies  Street  Maternity 
Hospital.  In  his  wanderings  through  Dublin, 
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l^looni  had  visited  die  hospital  to  iii(|uiie  about 
Mrs  Mina  Ihneioy,  who  is  still  in  labor  after  three 
days.  I fe  is  invited  to  join  a pat  ty  of  intei  iis  and 
medical  students  inclnding  their  “jial”  Stephen 
Dedalns  in  their  commons.  They  ;ire  a noisy, 
hiiwdy,  convivial  lot,  and  their  tai -rant>ins>  con- 
versittion,  i ich  in  obsc  enities,  covers  diverse  top- 
ics, hnt  all  cential  to  the  theme  of  re|)i odnetion. 
f hese  incinefe  birth  contiol,  sextial  practices, 
ahoi  tion,  adultery  and  the  ethical  jiosition  of  the 
Church  on  these  and  related  tojiics.  Buck  Mul- 
ligan makes  ;i  jirescient  proposal,  a sperm  hank 
for  the  infertile,  with  himself  as  an  in  vivo  donor. 
1 he  behavior  of  the  mecficals  is  generallv  dis- 
tasteful, and  only  Bloom  is  jiortrayed  as  being 
symjiathetic  to  the  jiai  tnrient  |iatient.  Mrs  Pnre- 
fov  finally  delivers,  to  his  great  relief.  Bloom  is 
clistnrbed  by  the  flippancy  of  the  cfoctors  in  train- 
ing and  is  puzzled  that  “the  mere  acc|nisition  of 
academic  title  should  suffice  to  transform  in  a 
jiinch  of  time  these  votaries  of  levitv  into  . . . 
practitioners  of  an  art  . . . esteemed  the  noblest.” 
This  episode  also  develops  elaborate  jDarallels 
between  the  development  of  the  fetus  and  that 
of  the  English  language  in  a series  of  parodies 
of  prexse  style.  The.se  range  from  the  Anglo-Saxon 
to  the  slang  of  the  20th  Century. 

In  addition  tcj  Ulysses,  items  illustrating  Joyce’s 
interest  and  knowledge  of  medicine  appear  in 
the  Portrait,  Dubliners  and  Finnegans  Wake.  The 
last,  for  example,  contains  a reference  (in  Joycean 
neologisms)  to  the  threat  that  this  “Ogrey  Osier 
will  ox-manl  us  all.”  This  is  a reference  to  the 
Fixed  Period  episode  in  1905  wherein  Sir  William 
Osier,  somewhat  nnjnstly,  was  villihed  as  advo- 
cating euthanasia  for  men  when  they  reached  age 
60. 

Personal  Medical  History 

Joyce’s  own  medical  history  is  of  considerable 
interest  particularly  as  regards  its  inHuence  upon 
his  writings.  He  had  numerous  episcjcles  cjf  ur- 
ethritis beginning  at  least  by  1904.  These  may 
have  been  gonorrheal  or,  in  light  of  present 
knowledge,  also  chlamydial.  In  1907,  he  was  hos- 
pitalized for  two  and  one-half  months  in  Trieste 
with  “rheumatic  fever”  which  he  attributed  to 
lying  in  gutters.  More  specific  details  of  this  ill- 
ness are  not  noted,  but  his  autopsy  revealed  a 
normal  heart.  It  would  therefore  appear  that,  if 
this  were  truly  rheumatic  fever,  he  had  sustained 
no  residual  valvulitis.  His  eye  problem  appears 
to  have  begun  in  1909  as  an  iritis  preceded  by 
sciatica.  Iridocyclitis  attributed  to  a malarial  at- 
tack recurred  in  1915.  In  1917,  he  had  further 


complications  with  synechiae  and  glaucoma.  He 
consulted  a series  of  distinguished  Euiopean 
o|)hthahnologists.  Noi  clid  he  want  for  nonmed- 
ical advisers,  one  of  whom  was  Ezra  15)und.  f fe 
apj)aiently  had  leceived  some  coaching  in  optics, 
for  he  suiinisecf  jovee  had  astigmatism  and  lec- 
ommendecl  a trial  of  c ylinclei  lenses.  I fe  also  sug- 
gested that  joyce  should  \ isit  an  osteoj)ath.  He 
knew  “an  increasing  number  of  j^eople”  whom 
“l  egulai  j)hysicians  have  bungled,  who  have  been 
cured  and  renovated  by  having  a vertebia  set 
light  side  up.” 

His  subsec|uent  eye  history  is  one  long  litany 
of  rejjeateci  bouts  of  iritis  and  operations  includ- 
ing iridectomies,  sj)hincterectomies,  capsulcj- 
tomy,  and  cataract  surgery.  The  final  result  was 
near-blindness.  Dental  infections  occasiotied 
much  suf  fet  ing,  from  his  youth  on,  with  f recjuent 
dental  surgery. 

Ehe  visual  problems  jirobably  affected  the  en- 
tire tenor  of  Ins  writings.  Joyce  appears  to  have 
dealt  “principally  in  auditory  sensation”  in  his 
later  phase  (Edmund  Wilson).  Sylvia  Beach  noted 
that  “as  his  sight  diminished,  his  hearing  devel- 
ojiecl  so  that  he  lived  more  and  more  in  a world 
of  sounds,  so  Finnegans  Wake  to  be  comjirehen- 
sible  must  be  heard  by  the  reader.” 

4'here  has  been  considerable  speculation  as  to 
the  etiology  of  the  chronic  uveitis.  Doctc^r  Lyons 
has  marshaled  the  evidence  for  the  condition 
being  one  of  the  manifestations  of  Reiter’s  syn- 
drome. Certainly  his  history  of  “rheumatism”  in- 
cluding spinal  arthritis  and  recurrent  bouts  of 
urethritis  tend  to  favor  this  diagnosis,  althc:)ugh 
he  did  not  have  the  frecpient  skin  manifestation 
of  keratoderma  bfenorrhagica.  A recent  biog- 
raphy (Davies)  revives  the  theory  that  it  was  a 
manifestaticjn  of  congenital  syphilis.  This  aj)- 
pears  unlikely,  in  spite  of  the  fact  that  his  father 
was  said  to  have  had  a syphilitic  chancre.  The 
ophthalmologists  of  the  time  were  certainly  fa- 
miliar with  ocular  syphilis,  particularly  in  its  con- 
genital form,  more  prevalent  then  than  now.  The 
Wasserman  test  was  already  in  use,  and  the  anti- 
syphilitic drug  salvarsan  was  available.  There  is 
no  record  of  its  use,  although  he  mentions  re- 
ceiving arsenic  and  phosphorus  injections;  it  is 
likely  that  these  were  for  their  so-called  tonic  effect. 
He  did  not  have  the  corneal  involvement  that 
occurs  in  congenital  syphilitic  keratitis.  Its  ab- 
sence (it  usually  has  developed  by  age  13)  is 
against  the  diagnosis  of  congenital  syphilis. 

Reiter’s  syndrome  can  explain  the  entire  clin- 
ical history,  particularly  the  stubborness  of  the 
iridocyclitis,  the  prognosis  of  which  is  worse  than 
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that  of  the  other  systemic  conditions  with  which 
it  may  be  associated. 

As  mentioned  previously,  Joyce’s  own  j)sychi- 
atric  status  has  l)een  the  snl)ject  of  considerable 
retrospective  analysis.  This  has  included  even 
those  characters  which  were  the  creations  of  his 
mind.  A recent  doctoral  dissertation  ap|)arently 
managed  to  include  both,  being  titled  “James 
Joyce  from  Stejjhen  to  Bloom,  a I’sychoanalytic 
Study.”  Doctor  Karl  Jnng,  whom  Joyce  had  con- 
sulted for  his  hebephrenic  daughter,  commented 
that  Lucia  and  her  father  were  like  two  people 
going  to  the  bottom  of  a river,  one  falling  and 
the  other  diving  (the  latter  obviously  referring 
to  James  and  implying  that  he  was  at  least  capable 
of  rising  to  the  surface).  Doctor  N.  J.  C.  An- 
dreasen,  a critic  with  doctorates  in  both  psychia- 
try and  medicine,  has  jjointed  out  that  Joyce  had 
many  symj)toms  compatible  with  a schizoid  per- 
sonality. These  included  aloofness,  sensitivity  and 
snjjerstitionsness,  egocentricity,  disdain  for  con- 
ventional morality,  anger  toward  humanity  in 
general  and  those  who  crossed  him  in  particular. 
One  also  recalls  the  observations  of  Gogarty. 

This  assessment  was  vigorously  rebutted  by 
Doctor  Lyons  in  an  exchange  of  letters  with  Doc- 
tor Andreasen.  The  polemic  does  not  appear  to 
have  been  resolved,  and  a parting  shot  from  Doc- 
tor Andreasen  stated  that  Joyceans  are  “a  de- 
voted and  militant  group”  (and  possessed  of)  “ap- 
ostolic fervor”  which  clouds  their  “objectivity.” 

His  periodic  episodes  of  “nervous  collapse”  may 
well  have  been  reactive  depressions.  He  drank 
heavily  from  at  least  1904,  but  tapered  off  later 
in  life.  Ellman  felt  he  drank  at  night  to  relax  and 
forget  his  troubles,  but  Jung  attributed  his  habit 
to  an  attempt  to  control  his  psychotic  tendencies. 
The  habit  may  have  been  associated  with  his  gas- 
trointestinal symptoms.  The  autopsy  revealed  a 
normal  liver  and  spleen,  so  he  appears  to  have 
escaped  alcoholic  cirrhosis. 

As  with  many  people  who  also  have  chronic 
organic  illnesses,  Joyce  had  a tendency  to  exag- 
gerate his  symptoms,  to  worry  a great  deal  about 
his  health,  and  to  solicit  and  welcome  sympathy. 
Numerous  episodes  have  been  recorded. 

Meeting  With  Proust 

In  1922  in  Paris  there  was  a memorable  meeting 
between  him  and  Marcel  Proust.  Like  Joyce, 
Proust  was  a hypochondriac  with  multiple  ail- 
ments. These  included  asthma,  and  an  extreme 
sensitivity  to  sounds  so  that  he  wrote  in  a cork- 
lined  room.  On  May  18,  1922,  the  followers  of 
each  of  these  literary  giants  arranged  a meeting 


in  the  ho))e  of  witnessing  some  witty  gems  of 
brilliant  conversation.  Doctor  William  Carlos 
Williams,  a practicing  ))hysician  and  also  one  of 
the  most  distingnished  American  j)oets  and  au- 
thors of  this  century,  lelated  one  version  of  the 
encounter  (there  ate  several)  in  his  autobiogra- 
phy: “Two  chairs  were  jilaced  side  by  side  in  the 
middle  of  the  room.  There  the  heroes  were  seated 
while  the  partisans  arranged  themselved  right 
and  left  waiting  for  the  wits  to  sj^arkle  and  Hash. 
Joyce  said,  ‘f’ve  headaches  everyday.  My  eyes  are 
terrible.’  I’roust  replied,  ‘My  poor  stomach.  What 
am  1 going  to  do?  ft  is  killing  me.  In  fact,  I must 
leave  at  once.’  ‘1  am  in  the  same  situation’  replied 
Joyce,  ‘(ioodby.’”  Doctoi  Williams  also  records 
his  own  ex])eriences  with  Joyce  in  his  Iktris  visit 
of  1924,  and  comments  on  oddities  of  his  be- 
havior. 

It  is  interesting  to  speculate  what  kind  of  phy- 
sician Joyce  would  have  been  had  he  persisted  in 
his  ambition.  Doctor  Lyons  thought  he  might  have 
been  a good  one  because  of  his  powers  of  ob- 
servation, but,  on  the  other  hand,  he  did  also 
indicate  that  Joyce’s  distorted  interj^retation  of 
what  he  saw  indicated  a Hawed  psychological 
makeup. 

Edna  O’Brien,  a prolihc  Irish  writer,  discuss- 
ing the  same  subject  noted  that  “no  two  occu- 
pations are  closer  than  that  of  doctor  and  nov- 
elist. . . . Had  he  cjualified  he  would  have  been 
bound  to  have  gone  on  and  been  a gynecologist.” 
This  conclusion  aj^pears  somewhat  odd,  since  in 
a later  article  Ms  C)’Brien  commented  on  Joyce’s 
intense  sexual  fetishisms  which  included  an  obs- 
ession with  women’s  underclothing,  his  practice 
of  carrying  a miniature  pair  of  women’s  drawers 
in  his  pocket,  and  other  female  sexual  preoccu- 
pations. Ms  O’Brien  states  these  were  “spermic 
titivation.”  This  seems  hardly  a personality  for  a 
gynecologist  — at  least  for  one  who  wishes  to  stay 
out  of  trouble. 

Joyce  had  an  obsession  about  syphilis  and  stated 
that  western  civilization  (which  he  altered  to  sy- 
philization)  suffered  from  a metaphoric  syphilis. 
Some  authors  have  regarded  syphilis  as  a major 
theme  in  Joyce’s  writings,  mentioning  that  his 
frequent  use  of  the  letter  ‘s’  (including  the  first 
and  last  words  in  “Ulysses”)  was  a code  symbol 
for  syphilis.  (Actually  more  words  in  English  start 
with  ‘s’  than  with  any  other  letter.) 

Final  Episode 

The  events  leading  to  Jc:>yce’s  death  have  been 
graphically  reconstructed  by  Lyons.  He  had  had 
a chronic  history  of  gastrointestinal  complaints 
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whk'li,  howcvci , bore  little  reseiiiblanee  to  the 
sym|)toin-|)atteni  ol  |)e|)tie  ulcer.  A stomach 
x-ray  study  at  one  time  had  been  reported  as 
negative.  Ilis  complaints  ap])ear  to  have  a rela- 
tioushij)  to  periods  ol  emotional  instability.  I low- 
ever,  the  final  episode,  which  began  on  january 
10,  19^1 1,  was  obviously  different,  and  diagnosis 
may  have  been  masked  by  a narcotic.  Kventually 
it  was  clear  that  he  had  had  a j)erf oration  of  a 
pej)tic  ulcer  with  peritonitis.  He  was  operated 
itporr,  brrt  developed  ]:>oslo])erative  bleedirrg, 
failed  to  rally,  arrd  died.  Arrtojjsy  corrfir  rrred  the 
])r  esence  of  the  perfor  ated  irlcer'  arrd  j)er  itorritis, 
but  there  was  secondary  hernorr  hage  f rom  a sec- 
ond, shallow  irlcer  of  the  duoderrum. 

Joyce  and  his  writings  continue  to  be  toj)ics  for 
medical  contr  ibutiorrs.  dAvo  examples  ap|)eared 
recently  in  the  British  Medical  journal.  A symjjos- 
ium  on  tuberculosis  in  Dublin  in  1982  commem- 
orated the  centenary  of  Koch’s  discovery  of  the 
tubercle  bacillus,  which  also  coincided  with  the 
obser  vation  of  the  centenary  of  the  birth  of  Joyce. 
A “lost  manuscript”  by  the  Master  was  read  for 
the  guests  by  the  spokesman.  Doctor  John  Ci'of- 
ton.  Titled  Tubercles  Wake  or  Acahacillis  Forelittle- 
fella , it  had  recerrtly  beerr  recovered  frorrr  the 
litter  birr  of  a local  pub.  Written  irr  the  charac- 
teristic lirrgo  of  the  Wake,  it  is  acconrparried  by 
arr  exegesis  by  the  Professor  of  Bicoirvoluted 
Prosology  (sic)  at  Oxford.  The  full  text  appears 
irr  the  Journal  article. 

An  essay  l elatirrg  the  experieirces  of  a irredical 
studerrt  at  Trirrity  College,  Dublin,  “oir  the  sarrre 
side  of  the  desk  as  irry  nrerrtors”  titled  “Orrgoing 
Irrteiactiorr  arrd  the  Mooir  Oxetr:  Observatiorrs 
on  a Week’s  Geireral  Practice  in  the  Year  of  Joyce’s 
Cetrterrary”  appeared  irr  the  Christrrras  issue  of 
the  journal  irr  1982.  The  style,  irrcludirrg  the  ab- 
sence of  puirctuatioir  arrd  with  the  interpolated 
‘yes’  is  that  of  the  soliloquy  of  Molly  Bloonr  in 
the  Penelope  episode.  The  substairce  is  a disillu- 
siorred  corrrrrrentary  orr  the  realities  of  office  irred- 
ical care  irr  the  governirreirt  irredical  ser  vice. 

Footirotes  indicate  that  this  article  had  beerr 
subirritted  as  “part  of  the  requireirreirts  for  the 
final  degree  of  MB  arrd  BCh.”  His  recorded  de- 
grees r eveal  tlrat  the  carrdidate  was  successful. 

. . . orrly  irr  Ir  elarrd! 
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Radiology  has  changed 
So  have  we. 


\ 


Ray  Medical  Services  is  now  Rhode  Island 
Medical  Imaging. 

Our  new  name  better  reflects  our  position 
as  Rhode  Island’s  largest  radiological  group, 
and  the  broad  spectrum  of  medical  and  diag- 
nostic services  we  perform. 

In  addition  to  traditional  X-rays,  our  16 
physicians  are  skilled  in  ultrasound,  mammog- 
raphy, and  nuclear  medicine,  as  well  as  rapidly 
developing  specialties  such  as  CT,  digital 
angiography,  and  magnetic  resonance  imaging. 
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Usher  Parsons:  The  Battle  of  Lake  Erie 


The  Story  of  the  Great  Battle  in  1813  from  the  Diaries  of  the  Medical  Officer 
Aboard  the  Flagship  Lawrence 


Seebert  J.  Goldowsky,  MD 


This  paper  is  a chapter  from  a forthcoming  hook  titled 
“Yankee  Surgeon:  Usher  Parsons,  MI),  1788-1868,” 
to  be  published  by  the  Countway  Library  at  the  Harvard 
Medical  School  with  also  the  imprimatur  of  the  Rhode 
Island  Publication  Society.  Parsons  was  Professor  of 
Anatomy  and  Surgery  at  the  Medical  School  in  Brown 
University  from  1822  to  1827.  He  xvas  the  brother-in- 
law  of  Doctor  Oliver  Wendall  Holmes,  Vice  President 
of  the  American  Medical  Association,  and  a founder 
of  the  Rhode  Island  Hospital. 


Usher’s  own  vivid  story'  of  the  strategic  Battle  of 
Lake  Erie  was  written  almost  twentv-nine  years 
alter  the  event.  Based  as  it  was  on  his  own  diaries 
and  his  sharp  memory  of  his  personal  experi- 
ences, it  has  stood  the  test  of  time  for  accuracy. 
Such  standard  contemporary  accounts  as  that  of 
historians  George  Bancroft,^  Henry  Barton  Daw- 
son,'’ John  Benson  Lossing,^  and  Alexander  Sli- 
dell Mackenzie,  Perry’s  biographer,®  borrowed 
from  it  freely.'’  Usher,  the  sole  medical  ofhcer 
available  for  duty  during  the  battle,  was  stationed 
aboard  the  Hagsliip  Lawrence.  This  is  his  account 
of  the  battle:' 

[On]  the  evening  of  the  9th  of  September  [1813] 

. . . we  anchored  in  Put-in-Bay.  On  the  following 
morning  at  sunrise  there  was  a cry  from  the  mast- 
head, “sail  oh!”  All  hands  sprang  from  their  berths, 
and  ere  we  could  dress  ancl  reach  the  decks  the  crv 
was  repeated  again  and  again,  until  six  sail  were 
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thus  announced.  Signal  was  made  to  the  fleet,  “Fai- 
emy  in  sight!  Get  under  way!”  and  the  hoarse  voice 
and  shrill  pijte  of  the  boatswain  resounded  through 
all  the  shijjs,  “all  hands  up  anchor.” 

I he  wind  at  this  time  was  from  the  southwest, 
light  and  baffling,  which  prevented  our  weathering 
the  island  in  our  way,  and  it  continued  so  until  ten 
o’clock  [a.m.],  when  it  veered  to  the  southeast,  which 
enabled  us  to  clear  the  island  [South  Bass  Island, 
the  site  of  Put-in-Bay],  and  stand  out  upon  the  lake. 
We  now  discovered  the  English  sc|uadron,  five  or 
six  miles  to  the  leeward,  hove  to  in  a line,  and  equi- 
distant about  a half  cable’s  length,  fhe  vessels  were 
freshly  painted,  and  their  red  ensigns  gently  un- 
folding to  the  breeze,  they  made  a very  gallant  ap- 
pearance. [It  was  now  a “clear  pleasant  day”]."  Our 
squadron  bore  down  to  engage  them,  with  the  wind 
on  our  larboard  quarter.  . . . 

fhe  Commodore  next  produced  the  burgee,  or 
fighting  flag,  hitherto  concealed  in  the  ship.  It  was 
inscribed  with  large  white  letters  upon  a blue 
ground,  that  could  he  read  throughout  the  fleet, 
“DON’T  GIVE  UP  I HE  SHIP”  — the  last  words 
of  the  expiring  Lawrence  and  now  to  he  hoisted  at 
the  masthead  of  the  flagship  bearing  his  name."  A 
spirited  appeal  was  made  to  the  crew  assembled 
upon  the  quarterdeck,  who  returned  three  cheers 
that  were  repeated  along  the  whole  line  of  our  ves- 
sels, and  up  went  the  flag  to  the  top  of  the  fore- 
royal. 

fhe  Commodore  fmmght  me  a package  of  pa- 
pers, having  a piece  of  lead  attached  to  them,  and 
gave  orders  in  the  event  of  his  falling,  to  throw  the 
papers  overboard;  they  were  instructions  from  [the] 
Government,  and  letters  from  Mrs.  Perry. 

The  grog  ration  being  served  out,  drums  and  hies 
struck  up  the  thrilling  air,  “all  hands,  all  hands,  to 
quarters,”  calling  all  to  their  respective  stations.  The 
(!ommodore  was  on  the  quarter  deck,  with  two 
young  ofhcers,  fhomas  Breese  and  his  own  brother, 
.\lexander  Perrv,  whose  duty  it  was  to  run  with  his 
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orders  to  every  part  oi  the  shi|):  lot  in  the  din  and 
ui)roar  of  l)attle  no  offieeis  can  he  heard  ten  feet 
off.  Tile  hatches  were  now  closecf  excepting  a sinaff 
aperture  teti  inches  scjuare,  through  whicfi  powcter 
cartriciges  were  to  f)e  passed  nj)  from  tfie  maga/ine 
f)y  f)oys  niml)fe  of  foot  cfin  ing  the  f)attle,  ancf  tlnongii 
wliich  ligfit  was  acfmitted  itito  tfie  surgeon’s  looin, 
where  the  wonndecf  were  to  f)e  l)rongfit.  I he  flooi 
of  tliis  ap;n  tinent  was  on  a fevef  with  the  surface  of 
the  water  outside,  and  consecpientfy  tfie  woinufecf 
were  as  much  exposed  to  tfie  enemy’s  cannon  hafts 
as  it  they  were  on  cfeck.  Six  men  were  cfirectecf  to 
firing  tfie  woinictecf  fietow,  ancf  to  assist  tfie  surgeon 
in  moving  tfieni. 

Kvery  preparation  fieing  iiiacfe,  ancf  every  man 
at  his  post,  a protouncf  sifence  reignecf  for  more 
tfian  one  fionr  — tfie  most  trying  part  of  tfie  vvfiofe 
scene.  It  was  tike  tfie  stiffness  of  tfie  atmospfiere 
tfiat  jirecectes  tfie  fuirricane.  d’fie  ffeet  niovect  on 
steadify  tiff  a cpiarter  fiefore  Mericfian  [f  f:  45  a.tii.|, 
wfien  the  awtiif  suspense  was  refievect  fiy  a cannon 
shot  aimed  at  ns  from  tfie  ffagship  Detroit,  one  mite 
distant.  It  was  like  an  electric  sftock,  and  was  soon 
followed  fiv  another.  . . . 

The  Battle  Rages 

The  enemy  fire  was  concentrated  on  the  Hagship 
Lawrence.  In  time  it  was  completely  crippled  and 
dropped  astern,  “a  perfect  wreck.”  Abandoning 
the  Laivrence,  Perry  took  off  in  a boat  for  the 
Niagara,  which  then  became  his  Hag-ship;  the 
Lawrence  hauled  down  her  Hag  and  ceased  bring. 
The  battle,  however,  progressed  to  complete  vic- 
tory for  the  Americans,  with  the  action  termi- 
nating at  about  4:00  p.m.  Usher’s  viewpoint  is 
from  his  own  battle  station  below  deck:"’ 

fhe  wounded  began  to  come  down  before  the 
Lawrence  opened  lier  battery,  and  for  one  I felt 
impatient  at  the  delay.  In  proper  time,  however,  as 
it  proved,  the  dogs  of  war  were  let  loose  from  their 
leash,  and  it  seemed  as  though  heaven  and  eartli 
were  at  loggerheads.  For  more  titan  two  long  hours 
little  could  be  heard  but  the  deafening  thunders  of 
our  broadsides,  the  crasli  of  balls  dashing  through 
our  timbers,  and  the  shrieks  of  tlie  wounded.  These 
were  brought  down  faster  than  I could  attend  to 
them,  farther  than  to  stay  the  bleeding,  or  support 
the  shattered  limbs  with  splints,  and  jxiss  tliem  for- 
ward upon  the  berth  deck.  Two  or  three  were  killed 
near  me,  after  being  wounded.  . . . 

Among  those  earlv  brought  down  was  Lieutenant 
Brooks,  son  of  the  late  Governor  Brooks  of  Mas- 
sachusetts, a most  accomplished  gentleman  and  of- 
ficer; and  renowned  for  liis  personal  beauty.  A can- 
non-ball had  struck  him  in  the  hip,  he  knew  his 
doom,  and  incjuired  how  long  he  should  live;  I told 
him  a few  hours.  He  incjuired  two  or  three  times 
how  the  day  was  going,  and  expressed  a hope  that 


the  Gommodoie  would  he  spared.  But  newcomers 
fiom  deck  hrought  more  and  tnore  dismal  reports, 
until  finally  it  was  announced  that  we  had  stnick 
[onr  flag).  In  the  lamentations  of  desjjair  among 
the  wounded,  1 lost  sight  of  poor  Brooks  for  a few 
minutes,  hut  when  the  electrifying  cry  was  heard 
that  the  enemy’s  two  ships  had  struck,  I rushed  on 
deck  to  see  if  it  wei  e ti  ue,  and  theti  to  poor  Brooks 
to  cheer  him,  l)ut  he  was  no  more  — he  was  too 
much  exhausted  by  his  wounds  to  survive  the  ccm- 
fusion  that  pieceded  this  ha|)py  transition. 

When  the  battle  had  raged  an  houi  and  a half,  I 
heard  a call  for  me  at  the  small  sky-light,  and  steji- 
ping  toward  it  I saw  it  was  the  Gommodore,  whose 
countenance  was  as  calm  and  placid  as  if  On  ordinary 
duty.  “Doctor,”  said  he,  “send  me  one  of  your  meti,” 
meaning  one  of  the  six  that  were  to  assist  me,  which 
was  done  instantly.  In  five  minutes  the  call  was  re- 
peated and  obeyed,  and  at  the  seventh  call  I told 
liim  he  had  them  all.  He  asked  if  any  coukf  pull  a 
rope,  when  two  or  three  of  the  wounded  crawled 
u|)on  deck  to  lend  a feeble  hand  in  pulling  the  last 
guns.  When  the  battle  was  raging  most  severely. 
Midshipman  Lamh  came  down  with  his  arm  badly 
fractured;  I applied  a splint  and  rec|uested  him  to 
go  forward  and  lie  down;  as  he  was  leaving  me,  and 
while  my  hand  was  on  him,  a cannon-hall  struck 
him  in  the  side,  and  dashed  him  against  the  other 
side  of  the  room,  which  instantlv  terminated  his 
sufferings.  Gharles  Fohig,  a Narragansett  Indian, 
who  was  badly  wounded,  suffered  in  the  like  man- 
ner. 

Preoccupation  with  Casualties 

The  destruction  and  carnage  aboard  the  Law- 
rence were  appalling.  In  his  report"’  to  the  Sec- 
retary of  the  Navy  Perry  stated:  “Every  brace  and 
bow  line  being  soon  shot  away  she  became  un- 
manageable, notwithstanding  the  great  exertions 
of  her  sailing-master.  In  this  situation  she  sus- 
tained the  action  upwards  of  two  hours  within 
canister  distance,  until  every  gun  was  rendered 
useless,  and  the  greater  part  of  her  crew  either 
killed  or  wounded.”  Guns  were  dismounted;  the 
killed  and  wounded  were  strewn  about.  But 
amidst  these  terrifying  scenes  the  irrepressible 
’’t’anks  saw  things  to  smile  about  and  ways  to  re- 
lieve the  tension:” 

There  were  other  incidents  that  were  less  painful 
to  witness.  The  Gommodore’s  dog  had  secreted 
himself  in  the  bottom  of  the  closet  containing  all 
our  crockery.  A cannon-ball  passed  through  the 
closet,  and  smashed  crockery  and  door,  covering 
the  floor  with  fragments.  The  dog  set  up  a barking 
protest  against  the  right  of  such  an  invasion  of  his 
chosen  retirement. 

Lieut.  Yarnell  had  his  scalp  badlv  torn,  and  came 
below  with  blood  streaming  over  his  face;  some  lint 
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was  hastily  applied  and  conlined  with  a large  ban- 
danna, with  directions  to  report  hiinself  for  hettei 
dressing  after  the  battle,  and  he  insisted  on  retnrn- 
ing  to  deck.  The  cannon-balls  had  knocked  to  pieces 
the  hannnocks  stowed  away  on  deck,  and  let  loose 
their  contents,  which  were  reed  or  flag-tops,  that 
floated  in  the  air  like  feathers  and  gave  the  ap- 
pearance of  a snow-storm.  These  lighted  upon  Var- 
nelTs  head  covered  with  blood,  and  on  coming  be- 
low with  another  injurv,  his  bloodv  face  covered 
with  the  cat  tails  made  his  head  resemble  that  of  a 
huge  owl.  Some  of  the  wounded  roared  with  laugh- 
ter that  the  devil  had  come  for  us. 

Cioncerning  his  management  of  the  casitahies 

Usher  wrote: 

[ The  ward-room]  being  only  nine  or  ten  feet 
sciuare,  this  floor  was  soon  covered,  which  made  it 
necessarv  to  pass  the  wounded  out  into  another 
apartment,  as  fast  as  the  bleeding  coidd  be  stanched 
either  by  ligatures  or  tournicpiet.  Indeed  this  was 
all  that  was  attempted  for  their  beneht  during  the 
engagement,  except  that  in  some  instances  division 
was  made  of  small  portions  of  flesh,  by  which  a 
dangling  limb,  that  annoyed  the  patient,  was  hang- 
ing to  the  body  . . . of  about  one  hundred  men 
reported  ht  for  dutv  in  the  morning,  twenty-one 
were  fotmd  dead,  and  sixty-three  wounded.  The 
wounded  arteries  occtipied  my  first  attention,  all 
which,  except  where  amptitation  was  recjuired,  were 
secure  before  dark.  Having  no  assistant  ...  I deemed 
it  safer  to  deter  amptitation  till  morning,  and  in  the 
meantime  sufferecl  the  tourniquets  to  remain  on 
the  limbs.  Nothing  more  was  done  through  the  night 
than  to  administer  ojtiates  and  preserve  shattered 
limbs  in  a uniform  position. 

Uslier’s  diary  contained  a description  of  the  ac- 
tion and  this  entry: 

. . . Slept  but  little,  8c  dressed  about  one  third,  & 
secured  with  tourniquets  such  as  bled  copiously. 
During  the  action  I cut  off  6 legs  in  the  cock-pit, 
which  were  very  nearly  divicied  by  cannon-balls. 
Most  of  these  numbered  among  the  dead. 

His  formal  account  continues:'-^ 

The  hard  fighting  terminated  abotit  three  o’clock. 
As  the  smoke  cleared  away  the  two  fleets  w ere  found 
completely  mingled,  the  small  vessels  having  come 
up  to  the  others.  The  shattered  Lawrence  King  to 
the  windward  was  once  more  able  to  hoist  her  flag, 
which  was  cheered  by  a few  feeble  voices  on  board, 
making  a melancholy  sound  compared  with  the 
boisterous  cheers  that  preceded  the  battle. 

About  four  o’clock  a boat  was  discovered  ap- 
proaching the  Lawrence.  Soon  the  Commodore  was 
recognized  in  her  . . . returning  to  resume  com- 
mand of  his  tattered  ship,  determined  that  the  rem- 
nant of  her  crew'  should  have  the  satisfaction  of 
witnessing  the  formal  surrender  of  the  British  of- 


ficers. It  was  a time  of  conflicting  emotions  when 
he  stepped  upon  the  deck;  the  battle  was  won  and 
he  was  safe,  but  the  deck  was  slippery  with  blood, 
and  strewn  with  the  bodies  of  twenty  officers  and 
men,  some  of  w hom  had  sat  at  table  with  us  at  our 
last  meal,  and  the  ship  resounded  everywhere  with 
the  groans  of  the  wounded.  Those  of  tis  who  were 
spared  and  able  to  walk,  met  him  at  the  gangway 
to  welcome  him  on  board,  but  the  salutation  was  a 
silent  one  on  both  sides;  not  a word  could  find  ut- 
terance. 

And  now  the  British  officers  arrived,  one  from 
each  vessel  to  tender  their  submission,  and  with  it 
their  swords.  When  they  had  a|)proached,  picking 
their  way  among  the  wreck  and  carnage  of  the  deck, 
they  held  their  swords  with  the  hilts  toward  Perry, 
and  tendered  them  to  his  acceptance.  W'ith  a dig- 
nified and  solemn  air,  the  most  remote  possible  from 
any  betrayal  of  exultation,  and  in  a low'  tone  of 
voice,  he  requested  them  to  retain  their  side-arms, 
inquired  with  deep  concern  for  Commodore  Bar- 
clay and  the  wounded  officers,  tendering  to  them 
every  comfort  his  ship  afforded,  and  expressing  his 
regret  that  he  had  not  a spare  medical  officer  to 
send  them,  adding  that  he  had  only  one  on  duty 
for  the  fleet,  [and  he]  had  his  hands  full.  . . . 

Those  who  were  killed  in  the  battle  were  com- 
mitted to  the  deep  at  night-fall,  the  Episcopal  serv- 
ice being  read  over  them.  . . . 

Victory 

Immediately  following  the  cessation  of  hostilities 
Perry  sent  forward  these  historic  communica- 
tions famed  for  their  terseness  and  dignity;  the 
first  to  General  Harrison,  and  the  second  to  the 
Secretary  of  the  Navy:’* 

T)ear  General,  — 

We  have  met  the  enemy,  and  they  are  ours.  Two 
ships,  two  brigs,  one  schooner,  and  one  sloop. 

V’ours,  with  great  respect  and  esteem, 

O.  H.  Perry. 

P.S.  Send  us  some  soldiers  to  take  care  of  the 
prisoners  who  are  more  numerous  than  ourselves. 
^ 

U.S.  brig  off  the  westernmost  Sister  head 

of  Lake  Erie, 

Sept.  10,  1813,  4 p.m. 
Sir, 

It  has  pleased  the  Almighty  to  give  to  the  arms 
of  the  United  States  a signal  victory  over  their  ene- 
mies on  this  lake.  The  British  squadron,  consisting 
of  two  ships,  two  brigs,  one  schooner,  and  one  sloop, 
have  this  moment  surrendered  to  the  force  under 
my  command,  after  a sharp  conflict. 

I have  the  honour  to  be.  Sir,  your  obedient  serv- 
ant, 

O.  H.  Perry. 

In  liis  later  report  to  the  Secretary  of  the  Navy, 
Perry  noted “The  Lawrence  has  been  so  entirely 


ill 
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cul  lip,  it  is  al)s<)lulcly  necessary  she  should 
into  a sale  harbor;  1 have  tlietelore  direc  ted  Lieut. 
\’aruell  to  |)r(H  eed  to  Li  ie  iti  hei  , witli  tlie 
wounded  ol  the  fleet  and  disiiiautle  and  t^et  her 
over  the  hat  as  soon  as  i)ossihle.” 

Usher’s  diary  i esuuies  on  the  day  I ol  lowing  the 
battle: 

Saturday,  Se|)teinher  llth.  Very  early  I coiii- 
meiu  ed  operatint)  . Found  that  fotii oi  I hose  whose 
legs  1 aui|)utated  yesterday  and  laid  on  the  berth 
(leek  were  either  afterwards  killed  in  action  or  had 
(lied  ol  their  wounds.  Before  lireakfast,  had  dressed 
one  amputated  leg,  jaines  Foinpson  of  New  \'oi  k. 

After  breakfast  1 amputated  the  leg  of  (ieorge 
\'arnum  of  Wiseasset  (Maine).  In  f)oth  these  eases 
1 deceived  myself  in  applying  the  tonrni(|nette  not 
sufficiently  taut  and  was  com|)elled  to  turn  it  after 
luning  made  the  incisions.  At  ten  o'clock  I ampu- 
tated the  arm  of  James  Moses  of  Falmouth  (.Maine). 
Fhis  case  was  a compound  fracture  of  the  humerus 
within  2 inches  of  the  head.  . . . Was  unable  toappiv 
the  tournic|uet  [because  of  the  high  level  of  the 
injury  I and  used  compression  on  the  first  rib  [to 
compress  the  subclavian  artery].  After  di\iding  the 
bone,  found  the  artery  had  retracted  so  much  that 
it  was  15  minutes  l)efore  I could  arrive  at  it  and 
then  only  by  dissection.  Secured  it  and  made  a tol- 
erable covering. 

The  Aftermath 

By  seven  o’clock  he  had  completed  all  of  the  am- 
putations. “The  impatience  of  this  class  of  the 
wounded,’’  he  wrote,  “rendered  it  necessary  to 
take  them  in  the  same  succession  in  which  they 
fell.’’  He  next  attended  to  the  compound  and 
simple  fractures,  luxations,  lacerations,  and  con- 
tusions in  that  order,  “all  which  occitpied  tny  time 
till  twelve  o’clock  at  night.”  His  account  contiti- 
ues:"’ 

Fhe  day  following  [September  12]  I visited  the 
wounded  oi  ihe  Niagara,  who  had  lain  till  that  time, 
with  their  wounds  undressed.  I found  the  surgec^n 
sick  in  bed,  with  hands  too  feeble  to  execute  the 
dictates  of  a feeling  heart.  Twenty-one  wajunded 
were  mustered,  merst  of  w hom  were  taken  on  board 
the  Lawrence  and  dressed,  and  afterwards  such  as 
were  lying  in  like  manner  on  board  the  small  vessels. 
In  the  course  of  the  evening  the  sick  were  pre- 
scribed for,  which  was  the  first  attention  f had  been 
able  to  render  them  since  the  action. 

In  his  entry  for  the  day  in  his  diary,  he  added: 

. . . Trepanned'^  John  Newen,  Quarter  Master 
[and],  removed  several  pieces  of  bone  from  the  cer- 
ebrum, and  a piece  of  leather  hat.  Found  him  sink- 
ing during  the  operation  and  dressed  him  imme- 
diately. A violent  gale  this  clay  carried  away  all  the 


masts  of  the  Detroil,  and  die  forward  mi//en  of  the 
(Jiarlotle.  l uneral  ol  dieoffKers. 

1 hat  ewening,  he  later  recalled,'”  “the  offuers 
ol  the  small  vessels  tame  on  boaid  the  Lawrence 
. . . and  all  of  them,  without  exception,  exj)iessed 
but  one  opinion  on  the  conduct  of  Klliott  [Cap- 
tain of  the  Niagara  \ in  keeping  out  of  the  battle, 
that  he  held  back  more  than  two  hours  fiom 
engaging  his  antagonist  the  Oneen,  that  when  the 
Lawroue  was  much  ci  ijtpled  and  began  to  dioj) 
astern,  the  Niagara  then  came  up  abreast  of  her 
and  the  enemy,  but  far  away  otitside,  miu  h fai- 
ther  from  the  Laxerenee  than  the  Lawrence  was 
fiom  the  enemy.”  Elliott’s  tactics  resulted  later  in 
a serious  coutioversy  between  himself  and  f’en  y. 

Usher  described  the  officers’  f uneral  in  his  his- 
tory of  the  battle:"’ 

On  the  following  mot  ning  [after  the  battle]  the 
two  fleets  sailed  into  I’ut-iu-Bay  where  the  slain  of- 
ficers were  buried  on  the  shore.  Fhe  scene  was  a 
solemn  one.  Equal  res]:>ect  was  |jaid  to  the  slain  of 
the  two  fleets.  .Minute  guns  were  fired  from  the 
fleet,  a martial  band  preceded  performing  a funeral 
dirge,  and  the  corpses  were  ranged  in  alternate  or- 
der of  American  and  British,  and  the  procession 
followed  in  like  order  to  the  graves,  where  the  fu- 
neral ser\'ice  was  read. 

Again  from  the  diary: 

Monday  13th.  Called  the  British  surgeems  in  con- 
sultation today,  viz.  Dr.  Young  N-  Kennedy.  .Much 
pleased  with  them.  Amputated  limbs  doing  well.  1 
am  unable  to  attend  the  sick  [presumably  because 
of  his  own  indisposition]. 

d'uesday.  Sept.  14.  Wounded  [i.e.  the  remainder] 
removed  from  [\w  Niagara  t(j  \\w  Laivrence.  Officers 
from  Gen.  Harrisem’s  army  arrived  on  board.  Dr. 
Crow  was  sent  to  assist  me  with  the  wounded  from 
Harrison’s  army.  I'hursday  16th.  Had  not  time  be- 
fore today  to  make  out  an  (official  report  (jf  wounded. 

Friday  17th.  John  Newen  [his  trephine  case]  died 
this  morning  N:  atn  unwell  myself.  We  are  just  able 
to  dispense  with  the  wounded  from  mi^rning  'til 
night.  .Amputated  limbs  doing  extremely  well.  Sat- 
urday, Sept.  18th.  Tro(jps  are  coming  in  to  Put-in- 
Bay  from  Sandusky,  See.  Am  very  low  spirited.  Writ- 
ing up  the  sick  book.  Sunday  19th.  Unwell.  Hardly 
able  to  attend  duty.  Monday  20.  All  impatient  to 
sail.  Market  boat  came  along  with  fresh  provisions 
from  Cleveland  N:  Sandusky.  I bought  for  the 
wounded  a barrel  of  pumpion  [sic]  pies. 

Tuesday,  Septendjer  21st.  Gen.  Harrison  on 
board.  Dr.  .Martin,  Surgeon  General,  consulted  with 
me  on  all  the  desperate  cases.  We  got  under  way 
for  Erie  and  proceeded  six  miles.  Wednesday  22. 

. . . [Two  men]  died  with  fever.  Pleasant.  Got  under 
wav  at  daylight,  going  31  knots. 
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Letter  to  His  Parents 

On  the  same  (lav  he  wrote  his  first  letter  to  his 
|)arents  since  the  great  battle.  It  contained  the 
earliest  i elerence  in  Usher’s  own  hand  to  Elliott’s 
ainhignons  conduct,  which  genet ated  Elliott’s 
latei  hitler  conflict  with  Peirv:-^" 

Before  die  arrival  of  tliis,  an  account  of Oiii  \ic- 
lorious  engagement  witli  the  British  S(|nadron  on 
this  Lake  will  reacli  you.  I can  only  add  a few  |);ir- 
ticulars.  . . . 

After  briefly  describing  the  action,  he  continued; 

It  may  seem  mysterious  to  one  how  some  of  tlie 
other  vessels  could  see  us  slaughtered  in  sucli  a 
manner  [and  remain  out  of  the  action |,  but  it  is 
ecjually  .so  to  us.  Nor  can  tlie  commanders  of  some 
of  them  offer  satisfactory  reasons  for  retnaining 
lieliiud  [i.e.  Elliott  and  the  Niagaral.  Unfortutiately 
for  the  wounded,  the  two  Surgeons  had  lieen  con- 
fined for  some  days  with  fever  atid  could  render 
them  but  little  assistance,  ft  however  lias  o|ierated 
in  my  favour,  as  1 have  had  all  the  aniputaling  to 
perform  and  it  affords  me  tlie  greatest  pleasure  to 
reflect  that  in  no  case  liave  1 failed  of  the  best  sitc- 
cess.  This  lias  impressed  the  (iominodore  with  so 
favouratile  opinion  toward  me  that  1 liave  not  the 
least  doubt  of  his  rendering  me  assistance  to  a better 
situation.  He  is  tlie  first  warm  friend  I have  met  in 
tlie  service  capable  of  assisting  me.  1 am  now  on  my 
way  in  the  Laivrence  for  Erie,  having  all  tlie  sick  and 
wounded  on  board,  and  shall  continue  with  them 
in  the  hospital  ’til  the  most  of  them  recover,  and 
then  intend  to  shape  iiiy  course  for  Cape  Home. 
Cen.  Harrison  was  on  board  ihe LawreJice  this  tnorn- 
ing,^‘  and  his  army  was  on  an  island  withiti  half  a 
mile  of  the  vessel  consisting  of  about  7,000.  Since 
the  loss  of  the  British  fleet  the  Indians  have  deserted 
Detroit  after  Inirning  the  place  and  (as  is  reported) 
massacring  the  inhaliitants.  I had  some  narrow  es- 
caped for  iny  life  during  the  action.  Five  cannon 
balls  passed  through  the  room  in  which  1 was  at- 
tending to  the  wounded.  Ewo  that  I had  dressed 
and  laid  aside  were  afterwards  killed  during  the 
action.  1 he  enemy’s  squadron  mounted  more  guns 
than  ours  and  carried  at  least  one  fourth  more  men. 
In  the  course  of  a year  I hope  to  obtain  a little  prize 
money.  1 have  enjoyed  very  bad  health  during  the 
cruise  and  am  reduced  to  a skeleton,  and  will  never 
cross  this  or  any  other  lake  again. 

Samtiel,  Usher’s  elder  brtjther,  was  also  in  serv- 
ice on  the  Lakes,  btit  was  not  mentioned  in  the 
diary.  Usher,  however,  informed  his  family  that 
“Samuel’s  steady  and  well.”  At  high  noon  on  the 
23rd  the  Lawrence  arrived  at  Erie  and  was  greeted 
by  a seventeen  gun  salute.  The  wounded  were 
brought  ashore  and  removed  to  the  Courthouse 
hospital.  Usher  was  now  extremely  busy  caring 


for  the  casualties,  btit  there  was  inevitable  sad- 
ness. On  the  28th  ENher  wiote  in  his  diary:  “Mi . 
Claxlon  very  low.”  Ehomas  Claxton,^’-^  a mid- 
shipman whom  LNher  considered  one  of  the  most 
promising  young  officers,  had  received  a mortal 
shoulder  wound  iu  the  battle.  His  father,  Door- 
keejier  of  the  Lhiited  States  House  of  Rejiresen- 
tatives,  was  unaware  of  the  tragic  event  and  had 
written  from  Washington  relating  news  of  the 
family  and  expressing  pleasure  at  hearing  that 
“you  were  well.”  E sher  had  the  {lainful  duty  of 
informing  Claxton’s  father  of  the  sad  death. 
\'oung  Claxton  died  on  October  8.  He  ajijiears 
again  in  this  story,  but  briefly,  many  years  later. 

On  the  24th  of  September  Usher  learned  f rom 
C.  VV.  May-^  that  the  remittance  of  seventy-five 
dollars  forwarded  to  f)octor  W4irren  by  “Mr. 
Earewell”  in  Eebruary  had  ne\er  arrived.  May 
chided  ENher  for  not  sending  the  money  by  mail; 
or,  if  he  had  obtained  the  fellow’s  Christian  name 
and  address,  he  might  be  found  and  the  money 
rec(3vered.  “Write  to  Dr.  W4irren,”  he  advised, 
“and  gi\e  him  all  the  particulars.”  I'his  was  a 
payment  to  Doctor  John  Warren  of  Boston  for 
E7sher’s  earlier  apprenliceshiji. 

ENher  found  time  for  relaxation,  tarried  ashore 
with  his  new  acquaintances,  including  a “Miss  El,” 
and  visited  the  various  ships  for  both  profes- 
sional and  social  reasons.  On  October  22  Com- 
modore Perry  and  the  defeated  Commodore 
Robert  Barclay  arrived  at  Erie  and  were  wel- 
comed with  a gun  salute.  4'hat  eveniug  the  houses 
and  streets  were  illuminated,  and  a street  proces- 
sion was  accompanied  by  the  sound  of  cannon, 
“musick  &c..  Sec." 

ENher’s  hnances  were  considerably  bolstered 
by  an  “accej^tance”  from  the  Navy  of  $442  and 
later  an  additional  unexpected  $100.  On  the  13th 
he  “took  thorough  rounds  at  the  hospital”  and 
later  “operated  (jn  [one]  Cieorge  Platt  for  stric- 
ture,” a hazard  of  the  sailors’  (lalliances. 

The  2 1st  dawned  a rare  pleasant  day,  inspiring 
E’sher  to  go  sightseeing  at  W’aterford,  fifteen  miles 
away  on  the  French  River,  which  sported  “4  pub- 
lick  inns,  very  reputable,”  where  he  “passed  the 
evening  merrily.”  The  25th,  he  recalled,  was 
“4  hanksgix  ing  in  Massachusetts,”  his  second  away 
from  home.  He  played  cards  often,  sometimes 
winning  and  sometimes  losing.  As  winter  deej)- 
ened,  he  indulged  in  “good  sleighing.”  Midship- 
man Senat  and  Sailing  Master  \fcf)onald  fought 
their  first  of  several  duels,  somehow  related  t(^ 
the  Perry-Elliott  controversy.  N(^  one  was  hurt, 
but  a year  later  McDonald  ultimately  succeeded 
in  killing  Senat. 
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This  is  the  equipment  that  medical  experts  described  as 

. . THE  MOST  IMPORTANT  SURGICAL  INSTRUMENT 
STERILIZER  EVER  INVENTED. . 


The  STER-O-LIZER  MD-200  sterilizes  all 
types  of  surgical  instruments,  disposables  and 
non-disposables,  in  2 minutes,  and  without 
gas,  heat  or  chemicals. 

The  instruments  can  be  used  immediately 
upon  sterilization  - no  waiting! 


How  the  STER-O-LIZER  MD-200  works; 

It  is  a cold  sterilizer.  It  uses  distilled  water  and 
chemically  pure  salt  (NaCI)  tablets  provided. 
When  this  light  brine  solution  comes  in 
contact  with  the  multi-patented  anodes,  it  is 
converted  into  ozone,  nascent  chlorine  and 
their  respective  free  radicals. 

Working  synergistically,  they  are  the  most 
powerful  germicidal  agents  known! 


The  STER-O-LIZER  MD-200  has  been  advertised  in  all  major  medical  journals  of  the  world.  It  has  also  been 
exhibited  in  many  national  and  international  medical  conventions. 

Not  only  does  it  sterilize  instruments,  but  its  solution  is  used  to  wash/sterilize  hands,  poured  on  open  cuts, 
wounds  and  burns  without  the  slightest  burning  sensation  to  patients.  Dentists  are  using  it  to  eliminate  plaque 
and  to  cure  gingivitis. 


HERE  IS  A VERY  SPECIAL  OFFER!  100  UNITS  TO  BE  GIVEN  AWAY  FOR  TESTING! 


The  regular  cash  price  is  $4,900.  It  leases  at  $1 50  a month.  We  are  making  100  units  available,  eventually  free  of 
charge,  as  follows;  Upon  receipt  of  your  check  for  $3,500  we  will  ship  you  a unit.  You  can  use  it  as  heavily  as 
possible  for  1 2 months.  Then  we  will  send  you  our  questionnaire  for  you  to  complete.  Upon  completion,  we  will 
send  you  back  your  $3,500  and  you  get  to  keep  the  unit  with  our  compliments! 


The  100  units  will  be  placed  on  a selective  basis  only  to  meet  our  needs.  In  cases  of  overlapping,  we  will  return  the  check. 
Fill  out  the  coupon  below  and  send  it  along  with  your  $3,500  check. 

I 


I 

1 

Manufactured  in  the  United  States  of  America  by:  I 

STER-O-LIZER®  I 

MANUFACTURING  CORPORATION  1 

Mailing  Address:  P.O.  Box  27488  | 

Salt  Lake  City,  Utah  84127  U S A.  1 

Offices:  375  West  400  North  | 

Salt  Lake  City,  Utah  841 03  U.S.A.  I 

Telephone:  (801)  532-5600  [ 

Telex:  453048  SMC  SLC  I 

I 

I 

I 


I accept  your  offer. 

Enclosed  find  my  check  for  $3,500  for  one  STER-O-LiZER  MD-200. 
Name  of  Doctor  or  Institution 


Address 

City State ZIP  . 

Phone  Specialty 

Hospital  affiliation 

Graduate  of  Year  — 

Send  to: 

STER-O-LIZER  MANUFACTURING  CORPORATION 
P.O.  Box  27488.  Salt  Lake  City,  Utah  84127 


Hand  in  Hand  with  Clio 


A Sentimental  Journey  through  the  Library  of  the  Rhode  Island  Medical  Society 


Helen  E.  DeJong 


“I'he  history  of  medicine  is,  in  fact,  the  history 
of  humanity  itself,  witli  its  ups  and  downs,  its 
brave  aspirations  after  truth  and  hnality,  its  jja- 
thetic  failures  . . . the  very  hone  and  marrow  of 
cultural  history.”  (Fielding  H.  Garrison:  An  In- 
troduction to  the  Histoi-y  of  Medicine,  I’hiladelphia 
1914.  The  Preface,  page  10.) 

To  me,  medical  history  is  living  theatre  in  which 
individuals,  aspiring  after  truth,  have  observed, 
theorized,  experimented,  disagreed,  embraced 
new  ideas  and  fought  bitterly  against  them,  have 
dared  to  oppose  the  Establishment,  and,  j)re- 
dictahly,  faced  ostracism  or  even  death.  In  this 
continuing  drama,  act  follows  act,  actors  ajipear 
and  disapj^ear  but  only  to  the  wings,  I think,  and 
remain  as  observers  of  those  who  follow. 

I stepped  into  this  world  of  high  drama  when 
I was  given  the  job  of  sorting,  culling  duplicates, 
cataloguing,  and  re-shelving  the  30, ()()()  or  so  \'ol- 
umes  in  the  Library.  I was  given  the  key  to  the 
huge,  glass-fronteci  bookcase  wherein  dwelled 
George  Dallas  Mersey’s  special  treasures.  Grace 
Dickerman,  the  Librarian,  told  me  that,  in  her 
day.  Doctor  Mersey  didn’t  allow  any  hooks  to  he 
taken  from  the  case  except  with  his  permission. 
1 assumed  I had  his  permission  and  went  forth 
to  meet  the  jilayers. 

And  there  they  were:  William  Beaumont  and 
his  reluctant  guinea-pig,  Alexis  St.  Martin;  Wil- 
liam Withering  listening  to  an  old  wives’  tale; 
Edward  Jenner  and  the  milkmaids;  Amhroise 
Pare,  after  a sleepless  night,  hnding  that  the 
wounded  he  had  treated  with  “a  digestive  made 
of  yolke  of  an  egg,  oyle  of  Roses,  and  Turpen- 
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tine”  because  he  lacked  the  scalding  Oyle  were 
resting  comfortably  and  the  wounds  were  not 
inflamed;  and,  of  course,  there  were  the  voices 
raised  in  argument  over  j^ros  and  cons  of  vac- 
cination, anesthesia,  blood-letting,  asejjsis,  anti- 
sepsis, the  germ  theory  of  disease,  spontaneous 
generation,  and  the  origin  of  life.  When  the  doors 

Doctor  Mersey’s  bookcase  were  opened,  it  was 
obvious  to  me  that  the  case  contained  much  more 
than  just  old  vellum-  and  deteriorating  call-bound 
volumes. 

Sixteenth  Century 

Our  oldest  volume  is  Pliny’s  Historia  Naturalis, 
1501.  It  has  a few  worm  holes,  hut  the  paper  is 
line  and  the  ink  is  black.  Fine  pajjer  and  black 
ink  tend  to  he  common  in  the  very  earlv  days  ol 
jii'inting.  We  have  several  other  sixteenth  cen- 
tury titles,  and  tw<j  of  them,  Galen’s  Opera,  1525, 
and  Oiihasius’  Collectorum  Medicinalium,  1555, 
were  printed  by  the  famous  printing-house  ol 
the  Aldi  in  Venice.  Fhe  ecjually  famous  house  ol 
the  (hiniti  printed  our  copies  of  Avicenna’s  Liber 
Canonis,  1555,  and  Fracastorius’  Opera  Omnia, 
1574. 

A translation  of  Regimen  Sanitatis  Salerni,  Lon- 
don, 1557,  by  Fhomas  Paynell  is  the  only  English 
imprint.  Basle  was  a major  center  of  printing  and 
several  of  our  oldest  volumes  came  from  there: 
Gelsus’  I)e  Arte  Medica,  1552,  Plater’s  De  Corporis 
Humani  Structura,  1583,  Theodosius’  Medianae 
Epistolae,  1553,  and  Lycosthenes’  Progidiorum  ac 
Ostentorum  Chronicon,  1557.  The  last  named  coidd 
serve  as  a resource  volume  for  the  modern  writer 
of  novels  dealing  with  strange  matings  and 
stranger  offspring,  monsters  cairsed  by  demons 
and  devils,  and  “things  that  aj)j)ear  outside  the 
course  of  Nature”  (Pare).  Pare  used  illustrations 
from  Lycosthenes  in  his  "‘On  Monsters  and  Mar- 
vels.'’ Tlie  illustrations  are  superb. 
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Fallopius’  Ofx'ra,  1 5S1,  was  published  iu  Fi  aiik- 
lurt  as  wci  e Feruclius’  Febriinn  Cuxnidarutn  Met/i- 
odiLs  Gennali.s,  1577,  Wire's  Opna  (diinuji^ira,  1591, 
and  the  eucyeloi)edie  Medicar  Artis  Priucifx's  fx>sl 
mplxxralni}  et  ('xdemnn,  Fxeudehat  FF  Stephanus, 
15h7. 

VVe  complete  our  listing  ol  the  sixteenth  ceu- 
tui  y titles  hy  adding:  Fenielius’  l)e  Nalurale  Parle 
Medicinae,  1 547,  ('.alen’s  Galeni  In  Aphorismas  I lip- 
pocratis  Gommentarii,  155(),  and  joint  l)e  (’.orris’ 
(or  (’.orraens’)  Definitorium  Medicaritm,  15()4. 

It  would  seem  that,  for  a Library  of  modest 
size,  we  have  a rather  fine  rejiresentation  of  the 
early  classics. 

Seventeenth  and  Eighteenth  Centuries 

Vesalins’  De  Fabrica  Humani  Gorporis  (our  copy, 
l(i42)  introduced  me  to  the  world  of  fact  and 
f antasy  called  “anatomic  illustration”  where  artist 
and  anatomist  met,  or  were  the  same  person. 

Jan  Stephan  van  Calcar,  student  of  Titian,  is 
given  credit  for  the  illustrations  Init  it  is  possible 
that  others  in  the  Titian  workshop  and  even  Ve- 
salius  may  have  contributed.  Fhe  title-page  is  a 
busy  scene  showing  VTsalius  dissecting,  watched 
by  a large  and  varied  audience.  The  “theatre” 
shown  is  probably  imaginery,  as  the  present  one 
in  Padua  wasn’t  built  when  Vesalius  was  the  pub- 
lic prosector.  The  hrst  drawing  shows  a well- 
ffeshed  Adam  (with  apple)  and  Eve  and,  in  the 
f oreground,  a skull  with  a serpent  emerging.  The 
drawings  that  follow  show  a skeleton  meditating 
over  a skull,  one  leaning  on  a spade,  one  bowing 
a head  in  prayer  or  despair  and  muscled  hgures 
with  beautiful,  landscaped  backgrounds,  and  a 
hanging  man  with  his  ffesh  pulled  away.  An  adult 
skeleton  walks  hand  in  hand  with  an  equally  bony 
child.  Were  van  Calcar’s  woodcuts  moral  lessons 
on  man’s  mortality,  or  did  he  chuckle  now  and 
then? 

Frederik  Ruysch’s  etchings  in  Thesaurus  Ana- 
tornicus  Primus-Nonus,  1721-2(5,  are,  literally,  out 
of  this  world.  This  physician-artist-museum  cre- 
ator made  his  own  dream  (sometimes  nightmar- 
ish) world  hlled  with  small  skeletons  who  have 
large  skulls  (one  has  a plume  sprouting  from  its 
cranium)  and  who  are  busy  with  many  activities 
— playing  a violin  (a  piece  of  decayed  wood)  with 
a bare  branch,  conducting  an  orchestra,  playing 
with  a snake,  crying,  and  all  surrounded  by  ob- 
jects such  as  stuffed  birds,  human  organs,  calculi 
(or  gigantic  eggs),  blood-vessels  injected  with  a 
special  fluid,  and  other  objects  difficult  to  iden- 
tify. Ruysch  built  a museum  in  which  he  dis- 
played his  “cabinets”  which  were  as  surrealistic 


as  his  drawings.  According  to  Garrison,  some  of 
these  cabinets  weie  purchased  by  lA'ter  the  (heat 
and  are  still  in  I.eningiad  in  the  Anatomical  Mu- 
seum of  the  lmj)ei  ial  Academy  of  Sc  iences,  f he 
Soxiets,  although  somewhat  caieless  of  human 
rights,  are  very  careful  of  theii  historic  memor- 
abilia, and  I’eter’s  city,  now  l.eningrad,  is  a show 
place.  Unfoi  tunately,  the  Imperial  Academy  of 
Sciences  wasn’t  included  in  our  tour  when  I \is- 
ited  Russia,  so  1 can’t  vouch  for  Garrison! 

I he  I'niversity  was  closed  when  we  arrived  in 
I’adua,  as  the  students  were  on  sti  ike,  but  a cus- 
todian, glad  for  conijjany,  was  hapj^y  tej  give  my 
husband,  the  friend  with  whom  we  were  travel- 
ing, and  me  a grand  tom  of  the  medical  school. 
It  included  the  anatomic  theatre  designed  and 
financed  by  Fabricius  ab  Acjuapenclente  and  there 
we  stood  in  one  of  the  narrow  ( 1 H-inch-deeji) 
galleries  where  William  Harvey  might  have 
watched  Casserius  and  Fabricius  demonstrate 
during  his  five  years  at  the  University  of  Padua. 
From  these  galleries,  students  watched  Mor- 
gagni, who  held  the  chair  in  anatomy  for  fifty- 
six  years.  The  theatre  is  small,  but  it  speaks  of 
large  happenings. 

We  don’t  own  an  early  copy  of  Harvey’s  De 
Motu  Gordis,  but  we  do  have  his  Opera  Omnia, 
London,  17(3(5  and  Exercitationes  de  Generatione 
Animalium,  Amsterdam,  1651.  (iiovanni  Battista 
Morgagni,  founder  of  pathologic  anatomy,  is 
represented  hy  Adversaria  Anatomica  Omnia,  1762, 
and  De  Sedibiis  et  Causis  Morborum,  1761,  pub- 
lished in  his  79th  year.  Those  who  wish  to  read 
Morgagni  in  English  may  consult  Benjamin  Alex- 
ander’s three-volume  translation.  The  Seats  and 
Causes  of  Diseases,  1769. 

Govert  Bidloo  taught  anatomy  and  was  noted 
for  the  illustrations  in  his  Opera  Omnia  Anatomico- 
Chirurgica,  of  which  we  have  a 1715  edition.  His 
publisher  gave  300  impressions  of  the  plates  to 
William  Cowper,  who  published  them  as  his  C3wn 
in  the  Anatomy  of  the  Humane  Bodies,  Oxford,  1698, 
a copy  of  which  is  in  our  Library.  Bidloo’s  re- 
action to  the  plagiarism  appears  in  his  Opera: 
“Gulielmus  Cowper  Criminis  Literatii  Citatus.” 

Other  interesting  titles  showing  man’s  bit  by 
bit  discovery  of  his  body  are:  Thomas  Willis’  Cer- 
ebri Anatome,  1664,  illustrated  by  Sir  Christopher 
Wren,  who  had  many  interests  besides  designing 
buildings;  Antonio  Scarpa’s  Tabulae  Neurologicae, 
1794,  in  which  the  nerves  of  the  heart  are  de- 
scribed; Johann  Remmelin’s  Catoptrum  Microcos- 
micum,  1(519,  the  first  atlas  to  have  superimposed 
plates;  Albinus’  Historia  Musculorum  Hominis, 
1734,  with  its  beautiful  and  imaginative  plates; 
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Eustachiiis’  Tabulae  Atiatomicae,  1728,  containing 
the  first  copjjei  j)laces  (jilates  that  had  been  in 
the  Paj^al  Library  for  162  years  imprinted)  ])iib- 
lished  and  annotated  by  Giovanni  Lancisi;  the 
Boei  haave  edition  of  Vesalins’  Opera  Omnia  Au- 
atorniea  et  Chirurgica,  2 volumes,  1725,  and,  mov- 
ing into  the  19th  century,  vve  have  Gharles  Bell, 
who  held  the  chair  of  surgery  at  Edinburgh  and 
who  taught  anatomy  to  both  students  and  artists. 
We  have  his:  A Series  of  Engravings,  Explaining  the 
Course  of  the  Nei~ves,  1803;  The  Hand.  The  Bridge- 
water  Treatise,  1833,  and  Essays  on  the  Anatomy  of 
Expression  in  Fainting,  1806,  which  is  in  the  Dav- 
enport Collection.  There  are,  of  course,  many 
other  anatomists  whose  books  honor  our  shelves 
and  who  are  worthy  of  mention,  but  I'll  add  just 
one  more  citation  — Anatomy,  Descriptive  and  Sur- 
gical, London,  1858,  by  Henry  (day,  a most  fa- 
miliar text. 

Other  titles  that  show  up  frequently  in  dealers’ 
catalogues.  Bookmans  Price  Index,  and  auction 
listings  and  are  present  in  our  Library  are: 
Thomas  Addison’s  On  the  Constitutional  and  Local 
Effects  of  Disease  of  the  Suprarenal  Capsules,  1855; 
William  Withering’s  An  Account  of  the  Eox-glove, 
1785,  with  its  still-bright  painting  of  the  plant; 
John  Hunter’s  On  the  Blood,  Inflammation,  and 
Cunshot  Wounds,  1794;  Albrecht  von  Haller’s  Ele- 
menta  Fhysiologiae  Corporis  Humani,  8 volumes, 
1757-66;  Richard  Lower’s  Tractatus  de  Corde,  1669; 
Hermann  Boerhaave’s  Libellus  de  Materie  Medica 
et  Remediorum  Eormulis,  1719;  his  Methodus  Studii 
Medici,  Emaculata  et  Accessionibus  Locupletata  ab  Al- 
berto ab  Haller,  1751;  and  Joannis  Swammerdam’s 
Biblia  Naturae;  sive  Historia  Disectorum  (Bybel  Na- 
tuure)  Leyden,  1737,  printed  in  two  columns,  I 
Latin,  1 Dutch.  The  superb  drawings  were  pur- 
chased by  Boerhaave,  who  wrote  a preface  for 
the  book  and  looked  after  its  publication. 

Gifts  of  Former  Members 

Many  of  our  most  valuable  books  were  given  bv 
former  Fellows  of  the  Society.  On  February  28, 
1903,  the  Library  Committee  reported  a “do- 
nation of  more  than  1000  volumes  by  Dr.  G.  L. 
Collins  ‘some  quite  rare’  . . . gathered  and  used 
by  his  distinguished  father”  (George  L.  Collins, 
Sr.).  Included  in  this  gift  were  Edward  Jenner’s 
An  Inquiry  Into  the  Causes  and  Effects  of  the  Variole 
Vaccine,  1st  edition,  London,  1798,  2d  edition, 
1800,  3d  edition,  1801,  his  A Letter  to  Charles  Henry 
Tarry,  M.D.,  1822,  and  On  the  Varieties  and  Mod- 
ifications of  the  Vaccine  Pustule,  Cheltenham  1806. 

Doctor  H.  G.  Partridge,  a delightful  gentleman 
and  dedicated  bookman,  served  thirtv-hve  terms 


on  the  Library  Connniliee,  fourteen  of  them  as 
Chairman.  He  was  available  even  when  out  of 
of  fice  to  sort  gif  ts,  weed  dujjlicates,  and  give  good 
advice  to  a novice.  Working  hajtpily,  and  dustily, 
we  talked  of  books,  and  former  members,  and 
history,  and  of  many  non-medical  subjects  such 
as  travel,  museums,  and  cats.  Doctor  Partridge 
brought  his  most  treasured  medical  books  to  the 
Library  before  he  died,  so  that  they  would  have 
a safe  haven.  Among  the  titles:  Oliver  Wendell 
flolmes’  Puerperal  Lever  as  a Private  Pestilence, 
1855.  I his  was  the  rejjrint  from  Dr.  Holmes’ 
article,  with  introductory  remarks  by  him  con- 
cerning the  controversy,  published  in  answer  to 
many  requests.  Another  was  Walter  Channing’s 
A Treatise  on  Etherization  in  Childbirth,  1848,  j)re- 
sented  “To  Josiah  Bartlett,  M.D.,  with  the  au- 
thor’s best  regards,  Boston  May  23,  1849.”  A copy 
of  Fielding  Ould’s  A Treatise  on  Midwifery,  1748, 
contains  a note  that  this  is  very  rare. 

An  account  of  Madelaine  Ray  Brown’s  life  and 
contribution  to  medicine  can  be  found  in  the 
Rhode  Island  Medical  Journal  51:751-2,  757,  De- 
cember 1968.  I he  prize  editions  from  her  be- 
quest can  be  found  on  our  shelves.  Morgagni, 
Fracastorius,  Ruysch,  Pare,  Charcot,  Descartes, 
Hales,  della  Porta,  Osier,  Boerhaave,  Auenbrug- 
ger,  and  many  others  are  represented.  Auen- 
brugger’s  Diventurn  Novum  ex  Percussione  Thoracis 
Humani  was  poorly  received  and  his  method  of 
immediate  percussion  little  used  until  his  book 
was  translated  by  Jean-Nicolas  Corvisart:  Auen- 
brugger,  Leopold  — Nouvelle  Methocle  pour  Re- 
connaitre  les  Maladies  de  la  Poitrine  par  la  Percussion 
de  cette  CavitC  Paris,  1808.  Auenbrugger  seems 
to  have  had  other  interests  as  he  took  time  to 
write  a libretto  for  an  opera  for  Maria  Theresa, 
Der  Rauchfangkehrer.  The  music  was  composed 
by  Salieri,  whose  name  has  become  very  familiar 
thanks  to  Amadeus! 

A hue  copy  of  Laennec’s  De  lAuscultation  Me- 
diate ou  Trade  du  Diagnostic  des  Maladies  des  Pou- 
mons  et  du  Coeur  . . .,  1819,  2 volumes,  was  given 
to  us  by  Mrs.  Helen  Batchelcler,  widow  of  Doctor 
Philip  Batchelder.  Doctor  Batchelder  rescued  the 
Laennec  from  a discard  barrel  at  Rhode  Island 
Hospital,  along  with  some  other  early  titles,  and 
had  all  of  the  books  restored.  They  have  come 
home  at  last  to  their  true  abode,  having  initially 
been  the  property  of  our  Library! 

Doctor  Horace  G.  Miller,  for  many  years  a 
member  of  the  Library  Committee,  gave  to  the 
Society  in  1905  his  large  collection  of  books  on 
eve  and  ear  and  many  hies  of  special  journals. 
Thanks  to  Doctor  Miller,  our  ophthalmology  and 
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otolaryngology  periodical  i ims  slat  I with  xoluine 
one.  1 he  textbook  portion  of  his  gilt  iiulnded 
many  pnhiished  prior  to  1850. 

Davenport  Collection 

A |)erj)etnal  gilt  came  from  jaines  Henry  Dav- 
enport when  he  gave  ns  his  non-c  linical  lihiary 
and  then  left  ns  a Inncl,  the  income  of  which  was 
to  he  used  “for  the  purchase  of  hooks  on  medic  al 
history,  medical  l)iogtaphy,  and  extra-c nrric niar 
writings  of  ])hysiciatis.”  Hooks  purchased  from 
the  fund,  except  lor  reference  volumes,  may  he 
borrowed;  those  in  the  oi  iginal  collection  may  he 
used  in  die  Lihrarv. 

riie  only  way  to  appreciate  this  remarkable 
collection  is  to  browse,  as  many  visitors  have  done, 
and  stoj)  wlienever  a hook  interests  you.  ft  might 
he  fiction,  history,  hiograjihy,  jioetry,  travel, 
drama,  essays,  reminiscences,  wars,  revolutions 
(American  and  French),  crime,  liundling,  duel- 
ing, or  Sandwich  glass.  Fhere  have  been  f ew  sub- 
jects neglected  by  jihysician-authors.  Two  edi- 
tions from  our  large  number  of  books  by  Arthur 
(k)iian  Doyle  have  been  much  admired:  The  Ad- 
ventures of  Sherlock  Holmes,  London,  1892,  and  the 
Memoirs  of  Sherlock  Holmes,  London,  1894.  Fhere 
are  several  eighteenth  century  imjirints  of  value, 
many  notes  and  letters  inserted  by  Doctor  Dav- 
enport giving  the  history  of  the  acc|uisition  of  a 
jiarticular  book,  and  dedications  and  autographs. 
The  collection  has  grown  as  new  titles  are  added 
yearly  through  gift  and  purchase.  We  try  to  add 
books  of  lasting  value. 

Caleb  Fiske  gave  the  Society  seventy-two  vol- 
umes in  1824  hoping  that  these  would  “serve  as 
a nucleus  for  the  Accretion  of  useful  matter.” 
His  example  was  followed  by  otber  early  mem- 
bers and  some  of  the  volumes  have  survived  a 
))illar-to-post  existence  and  trasli  barrels.  Gifts 
and  becjuests  after  Doctor  Hersey  became  Li- 
brarian found  a safe  haven. 

American  Contributions 

Published  material  in  this  country,  prior  to  the 
American  Revolution,  consisted  of  tracts  and 
pamphlets  and  of  reprints  of  texts  used  abroad. 
Some  colonial  medical  students  were  fortunate 
in  being  able  to  study  in  Edinburgh,  London, 
l.eyden,  and  Paris  and  brought  back  with  them 
the  teachings  and  writings  of  leading  physicians. 
Our  earliest  reprint  is  Nicholas  Culpeper’s  Phar- 
macopoeia Londinensis;  or  the  London  Dispensatory, 
Boston,  1720,  intended  for  use  in  home  medi- 
cine. Gerard  van  Swieten’s  The  Diseases  Incident  to 
Armies,  published  for  the  use  of  military  and  na- 


val sm  geons  of  Amei  ica,  IMiiladelphia,  1777,  ap- 
peared in  the  midst  of  battle,  kept  ints  ( ontinued 
to  ap|)eai  aftei  the  Revolution,  and  we  liave  many 
American  im|nints  of  William  (adlen,  .Matthew 
fLiillie,  William  Heberden,  1 homas  Sydeidiam 
(Benjamin  Rush  adajjted  the  IMiiladeljdiia,  1809, 
edition  of  The  Works  . . . on  Acute  and  Chronic  Dis- 
eases “to  the  climate  and  diseases  of  the  Unitecf 
States”),  William  Smellie,  Xaviei  Bicliat,  William 
Hey,  (iharles  and  John  Bell,  lMerre-Ch.-y\. -Louis 
(who  taught  Olivet  W’enclell  Holmes  and  the 
Jacksons  of  Boston),  Joint  attcl  Williatn  Hntiter, 
aticf  ttiatiy  others  of  tiote. 

Otie  of  the  itiost  ittij)ortatit  Atttericati  tracts  iit 
our  collection  is  Johti  SUn  i^nn's  Discourse  upon  the 
Institution  of  Medical  Schools  in  America,  Idtilaclel- 
phia,  1705.  Mot  gati  was  a graduate  of  Fditiburgh 
who  traveled  oti  the  contitietit,  visititig  various 
itiedical  cetiters  attcl  schcjols,  retut  tiittg  to  Idiil- 
aclelphia  to  foutid,  with  Williatn  Shipjjen,  the 
Medical  Dejjarttnetu  of  the  Uttiversity  of  Petiti- 
sylvatiia  iti  1765.  He  f)elieved  that  the  teachitig 
of  medicitie  should  be  based  oti  a broad  liberal 
educaticjti  atid  that  the  physician  should  belotig 
to  “the  cotntnutiitv  of  educated  tneti.” 

Atiother  ititerestitig  jjre-Revolutioti  tract  is 
Betijamin  Cohnan’s  Some  Observations  on  Receiving 
the  Small  Pox  by  Ingrafting  or  Inoculating,  Boston, 
1721.  Inoculatioti  became  a cotntnoti  practice 
during  the  Revolution.  Two  of  our  treasures  oti 
the  subject  were  jtublished  after  tlie  war;  Ben- 
jamin Waterhouse’s  A Prospect  of  Exterminating  the 
Small-pox.  Two  j^arts.  Cambridge,  1800,  1802,  and 
his  Information  Respecting  the  Origin,  Progress,  and 
Effcacy  of  the  Kine  Pock  Inoculation,  Cambridge, 
1810.  The  history  of  vaccinaticjii  in  Prcjvidence 
mav  be  found  in  Edwin  Snow’s  Smallpox  and  the 
Protective  Power  of  Vaccination,  18(59,  and  Charles 
W Chapin’s  The  Original  Jennerian  Vaccine  as  Pre- 
served and  Used  in  the  Public  Vaccinations  in  the  City 
of  Providence,  1886.  Eor  anti-vaccinationists  we 
offer  a set  of  pamphlets  published  by  the  Eondc:)n 
Society  for  the  Abolition  of  Ccjinpulsc^ry  \’acci- 
nation. 

American  physicians,  many  of  whom  had  been 
actively  engaged  in  founding  a nation,  took  up 
the  pen  as  tliey  returned  to  medical  practice.  One 
of  the  most  prolific  writers  was  Benjamin  Rush, 
called  the  American  Hippocrates  and  Sydenham 
by  some  and  in  less  complimentary  fashion  by 
others.  He  wrote  on  many  subjects  both  medical 
and  humanistic:  Thoughts  Upon  Eemale  Education, 
1 787 ; A nimal  Life,  1 7 99 ; Essays,  Eiterary,  Moral  and 
Philosophical,  1798;  Medical  Inquiries  and  Obser- 
vations Upon  the  Diseases  of  the  Mind,  1812,  and 
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several  editions  of  liis  Medical  Inquiries  and  Ob- 
servations. His  An  Account  of  the  Bilious  Remitting 
Yellow  Fever  . . . in  Philadelphia,  in  the  year  1793 
is  a vivid,  first-hand  description,  lor  he  stayed  in 
the  stricken  city  and  treated  as  many  as  a hundred 
j)atients  a day. 

James  rhacher,  America’s  first  medical  biog- 
raj)her,  was  another  writer  ol  inany  interests:  A 
Military  Journal . . . from  1775  to  1783,  Boston,  1827; 
American  Medical  Biography,  Boston,  1828;  Obser- 
vations on  Hydrophobia,  Plymouth,  1812;  An  Es.say 
on  Demonology,  Ghosts  and  Apparitions  (with)  an  Ac- 
count of  the  Witchcraft  Delusion  at  Salem,  Boston, 
1831,  and  a book  on  medical  piactice  and  one 
dispensatorv. 

Many  of  the  early  American  imprints  were 
concerned  with  ejiitlemic  levers  — spottetl,  in- 
termittent, recurrent,  jintrid,  nervous,  malig- 
nant, petechial,  and  other  types  dilhcidt  lor  a 
layman  tci  identily.  I lonnd  them  dillicnlt  to  cat- 
alogue until  1 jiicked  John  Shaw  Billings’  brain 
and  used  the  Index-Catalogue  ol  the  Surgeon- 
Cieneral’s  Olhce.  II  he  said  a spotted  lever  be- 
longed under  cerebrospinal  meningitis  and  not 
typhus,  that’s  where  I put  it.  All  joking  aside, 
these  texts  are  important  in  the  history  ol  epi- 
demiology. We  have:  Noah  Webster’s  A Brief  His- 
tory of  Epidemic  and  Pestilential  Diseases,  Hartford, 
1799,  2 volumes;  Elisha  Bartlett’s  The  History,  Di- 
agnosis, and  Treatment  of  the  Fevers  of  the  United 
States,  1847  (William  Osier  considered  this  Bart- 
lett’s most  important  contribution  to  clinical 
medicine);  Elisha  North’s  A Treatise  on  a Malig- 
nant Epidemic,  Commonly  Called  Spotted  Fever,  1811; 
rhomas  Miner’s  Typhus  syncopalis  . . . the  spotted 
Fever  of  New  England  Epidemic  of  1823,  1825;  dis- 
cussions about  yellow  fever  by  Matthew  Carey, 
William  Currie,  Nathaniel  Potter,  and  Nathan 
Smith’s  A Practical  Essay  on  Typhous  Fever,  1824. 
Nathan  Smith  was  a professor  in  Dartmouth  Col- 
lege and  built  up  the  medical  school,  helped  in 
developing  those  at  Vale,  Bowdoin,  and  the  Lhii- 
versity  of  Vermont,  wrote  and  taught.  One  of 
our  interesting  manuscrijjts  consists  of  the  notes 
taken  by  medical  student  Daniel  Lyman  from 
Smith’s  lectures  during  1809. 

fhis  year  marks  the  centennial  of  the  birth  of 
Daniel  I)rake,  whose  A Systematic  Treatise,  Histor- 
ical, Etiological,  and  Practical  on  the  Principal  Dis- 
eases of  the  Interior  Valley  of  North  America,  1850- 
54,  has  been  called  “a  classic  of  medical  geog- 
raphy.” Fielding  Garrison  calls  him  “The  greatest 
physician  of  the  West,  and  one  of  the  most  j)ic- 
turesque  hgures  in  American  medicine.”  We  have 
this  and  other  writings.  W’e  have  both  the  literary 


and  clinical  works  of  Silas  Weir  Mile  hell. 

Repiesenting  New  England  and  onr  own 
Rhode  Island  are  many  valuable,  interesting 
publications  both  clinical  and  literary.  Usher  Par- 
sons we  have  in  both  hard  cover  and  unbound 
panqjhlels,  including  his  pri/.e-winning  Eiske 
Ennd  and  Boylston  Prize  Essays,  his  account  of 
the  Battle  of  Lake  Erie,  the  manual  on  the  art  of 
making  anatomical  jjreparations,  studies  of  the 
Indians,  accounts  of  former  Fellows,  histoiy  of 
physicians  in  Rhode  Island  before  the  Society  was 
Idimded,  and  many,  many  other  subjects,  for  his 
interests  were  varied.  Charles  Parsons,  his  son, 
is  also  well  represented. 

Oliver  Wendell  Holmes  ajj])ears,  wearing  all 
his  hats  — poet,  novelist,  essayist,  clinician,  and 
witty  commentator.  We  have  Isaac  Ray’s  famous 
Medical  J nr  isprudence  of  Insanity,  1838,  and  other 
writings  by  and  about  him.  Charles  V.  Chajjin 
became  a member  of  the  Rhode  Island  Medical 
Society  on  June  9,  1880,  the  same  day  he  won 
the  Eiske  Fund  Prize  for  his  essay  on  The  Sym- 
pathetic Nerve  — its  Relation  to  Disease.  He  pub- 
lished many  articles,  reports,  and  several  books, 
all  of  which  may  be  found  in  the  Library.  His 
scrapbooks  and  manuscripts  are  housed  at  the 
Rhode  Island  Historical  Society. 

We  have  a large  collection  of  unbound  material 
of  historical  interest.  Included  in  this  section  are 
annual  discourses  by  apjiointed  orators  Edmund 
I . Waring,  1812  (ms.),  Henry  E.  Turner,  1813, 
Joseph  Comstock,  1814,  and  Sylvanus  Clajip, 
1854;  Benjamin  Waterhouse’s  academic  disser- 
tation submitted  h^r  his  medical  degree  at  Edin- 
burgh, and  a copy  of  his  public  health  lecture 
Cautions  to  Young  Persons  Concerning  Health  . . . 
Shewing  the  Evil  Eendency  of  the  Use  of  Tobacco  . . . 
1805;  Elisha  Bartlett’s  A Discourse  on  the  Times, 
Character  and  Writings  of  Hippocrates,  1852,  and 
the  Report  of  the  Case  John  Dorrance  against  Arthur 
Fenner  (and)  the  Case  Arthur  Fenner  vs.  John  Dor- 
rance, in\’ol\  ing  Resurrectionism,  Doctor  Pardon 
Bowen,  and  a beaver  hat.  Providence,  1802. 

Medical  information  traveled  from  Europe  to 
America  for  many  years,  but  two  dramatic  events 
in  the  hrst  half  of  the  nineteenth  century  sent 
news  abroad.  Our  copy  of  the  Medical  Recorder 
8:14-19,  January  1825  reported  an  interesting 
case  of  an  abdominal  wound  by  “Joseph  Lovell, 
an  army  surgeon.”  Later,  8:840,  1825,  the  editors 
corrected  it  — “should  have  been  mentioned  as 
reported  by  Dr.  William  Beaumont.”  Thus  started 
the  saga  ot  Beaumont  and  Alexis  St.  Martin,  jjub- 
lished  in  the  Medical  Recorder  until  “the  man  ab- 
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scondcd  to  Canada  in  Anmist  and  bc-gan 

again  in  1829,  (oniinning  until  March  1881. 
Hcaninont’s  book:  Exfn'iuiinits  and  Ohservatioas  on 
the  (iastric  Juice  and  the  Ph\'si(do^^  of  Diirc.slion  wa.s 
published  in  Plattslnn  gb,  New  York  in  1888;  i e- 
piinted  in  Boston,  188  1,  and  ,i  second  edition, 
Biniington  1817.  VVe  have  an  edition  published 
in  Kdinbnigb  in  1888,  which  the  late  lleiny 
Sclnnnan,  anthoritv  and  dealer  in  rare  medical 
hooks,  said  was  extieinelv  rate.  It  was  edited  by 
Andrew  ('oinhe  with  notes  recogni/ing  the  im- 
portance ol  the  work  stating  that  “From  Dr. 
Beanmont’s  work  also  being  still  inaccessible  to 
the  British  reader,  it  is  a hare  ac  t of  justice  to 
him  ...  to  make  its  contents  known  as  widely  as 
possible.” 

Discovery  of  Ether  Anaesthesia 

Ether  or  nitrons  oxide  “frolics”  were  considered 
great  Inn  on  both  sides  of  the  Atlantic,  and  the 
))C)ssihilily  that  inhalation  anaesthesia  could  he 
used  in  surgery  liad  been  cc^nsiderecl,  but  med- 
ical historians  seem  to  agree  that  surgical  anes- 
thesia was  the  gilt  of  the  United  States.  The  an- 
nouncement ol  the  gift  was  published  in  ihc  Bost<ni 
Medical  isf  Surgical  Journal  volume  85,  November 
18,  1846  in  Henry  Jacob  Bigelow's  article  de- 
scribing William  T.  G.  Morton’s  snccessfnl  dem- 
onstration ol  the  use  of  ether  in  surgery.  We  liave 
the  Join  nal  and  coj^ies  of  many  of  the  jiiihlica- 
tions  that  followed  in  the  hitter  Ether  Contro- 
\ersy  between  former  friends  and  assc:>ciates 
Horace  Wells,  Charles  4’.  Jackson,  and  I’homas 
1 . G.  Moi  ton,  each  of  whom  claimed  to  he  the 
first.  A long  and  passionate  claim  to  being  first 
ap])ears  in  Grawford  W.  Long’s  obituary  in  the 
Transactions  of  the  Medical  Association  of  Georgia 
82:268-87,  1881.  However,  it  wasn’t  until  1858 
that  Doctor  Long  rejiorted  the  surgery  he  j^er- 
fc:)rmed  in  1842  and  had  it  attested  by  the  patient, 
James  V’enahle.  J.  Marion  Sims  defended  Laing’s 
claim  in  his  article,  “The  discovery  of  Anaes- 
thesia” in  the  Virginia  Medical  Monthly,  but  his  his 
last  paragraph  has  the  best  solution:  “I  |)ropose, 
then,  that  the  whole  medical  profession.  North, 
South,  Last  and  West  write  in  asking  Congress 
...  to  aj)propriate  an  anaesthesia  fund,  to  be 
divided  equally  between  the  families  of  Long, 
Wells,  Morton  and  Jackson.  . . . How  small  this 
pittance  when  measured  by  the  benehts  these 
men  conferred  iq^on  the  world!”  On  the  literary 
side,  there  is  Silas  Weir  Mitchell’s  poem  The  Birth 
and  Death  of  Fain,  read  on  the  50th  anni\ersary 
of  Mot  ton’s  demonstration,  189(i,  and  Nathan 
Rice’s  Trials  of  a public  benefactor,  1859. 


Periodical  Holding.s 

Onr  pet  iodical  holdings  pio\  ide  a vast  teservoii 
ol  medical  history.  1 he  Society  ordered  snbsi  riji- 
tions  lor  its  two  libiaiians  in  1825,  eatly  jdiysi- 
( ians  gave  theii  lojiies,  and  the  Biovidence  .Med- 
ical Association  staited  its  collection  in  1850. 
1 hese  xoinmes  wet  e l ecoN  ered  by  Doc  tor  I lersey 
when  he  stai  ted  his  camjiaign  in  1879  to  rebuild 
the  library.  We  have  the  first  native  American 
join  nal.  Medical  Repository  ( 1797-1824);  the  Fhil- 
adelfdua  journal  of  the  Medical  and  Physical  Sciences, 
fonncled  in  1820  and  renamed  [\\c  American  Jour- 
nal of  the  Medical  Sciences  when  the  new  series 
started  in  1827;  the  New  England  Journal  oj  Med- 
icine and  Surgery  (1812-1828),  and  the  jjredeces- 
sor  ol  the  present  New  England  Journal  of  Medi- 
cine, the  Boston  Medical  and  Surgical  Journal  which 
began  in  1828.  Lhese  are  but  a lew  of  the  titles, 
and  these  are  the  jieriodicals  in  which  articles  by 
om  Rhode  Island  |)hysicians  often  ajjjicareci.  1 he 
Boston  Med  Surg  J printed  not  only  articles,  but 
news  items,  minutes  of  ineetings,  obituaries,  and 
e\en  weather  of  Rhode  Island.  Aaron  (7  Wylley’s 
animal  discourse,  Angnst  25,  1819  was  jjnblished 
in  the  Medical  Repository. 

Would  yon  be  interested  in  reading  James  Pa- 
get’s original  article,  “On  a Form  cjf  Cihronic  In- 
ffammation  ol  Bones  (Osteitis  Deformans)”?  See 
the  Medico  Chirurgical  Transactions  (London) 
60:87-68,  1877.  54)n  will  hnd  “Three  Cases  of 
Lxtiipation  of  Diseased  Ovaria”  by  Ljihraim 
McDowell  in  the  Eclectic  Repertoiy  and  Analytic  Re- 
view 7:242-4,  1817.  Before  Oliver  Wendell 
Holmes  had  “Puerperal  Fe\er  as  a Private  Pes- 
tilence” ))rinted  in  pamplilet  form,  it  aj^peared 
in  the  New  England  (hiarterly  journal  of  Medicine 
and  Surgeiy  1:508-80,  April  1848.  An  imj)ortant 
contribution  of  J.  Maricjii  Sims  is  his  article  “On 
the  Treatment  of  \’esico-\aginal  Fistula”  in  tlie 
American  Journal  of  the  Medical  Sciences  n.s.  28:59- 
82,  1852.  I he  potato  famine  in  Ireland?  I ry  the 
Dublin  Journal  of  Medicine.  Medicine  in  the  C!on- 
federacy?  I he  Confederate  States  Medical  Journal 
will  be  helpful. 

Our  long  runs  cd  the  Tran.sactions  of  the  various 
states  and  of  the  American  Medical  Association 
contain  many  articles  of  importance  as  well  as 
the  minutes  of  the  organizations  concerned. 
Again,  we  must  thank  Doctor  Hersey  for  build- 
ing up  the  exchanges  with  other  states  of  Trans- 
actions and  of  state  medical  journals. 

.\ccess  to  the  material  j^rinted  in  serial  publi- 
cations is  made  )3ossible  by  our  collection  of  ref- 
erence tools:  the  Index-Catalogue  of  the  Surgeon- 
GeneraTs  Office  and  the  hrst  Index  Medicus,  both 
founded  bv  the  army-surgeon-tnrned-expert- 
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bibliographer  Jolin  Shaw  Billings,  and  of  all  ihe 
descendants  of  the  first  indexes,  \hnions  text- 
books listing  medical  classics  are  also  available, 
and  the  National  Library  of  Medicine  is  working 
toward  complete  coverage  of  historical  citations 
through  computers. 

Quackery  and  How-To  Books 

Man’s  insatiable  desire  for  the  Perfect  Cute  and 
his  willingness  to  swallow  magic  potions  are  im- 
portant enough  in  his  history  to  warrant  having 
books  on  Homeojiathy  (the  Rhode  Island  Med- 
ical Societv  and  Hahnemann  were  both  boni  in 
1812),  riiomsonianism,  Brunonianism,  Hydro])- 
athy.  Naturopathy,  and  many  others.  We  have 
Lhomas  Prior’s  An  Authentic  Narrative  of  the  Suc- 
cess of  Tar  Water,  . . . Providence,  171)8,  and  sev- 
eral of  Bishop  Cieorge  Berkeley’s  writings  favor- 
able to  tar  water.  Not  only  do  we  have  a jiair  of 
Perkin’s  tractors  on  display  in  the  Library  but  we 
have  many  pamphlets  advocating  their  use  and 
one  title  that  gives  a negati\e  view:  Terrible  Trac- 
toration!  d Poetical  Petition  Against  Galvanising 
Trumpery  . . .,  1804,  by  (Christopher  Caustic 
(Thomas  Green  Fessenden.)  Member  Dan  King’s 
three-hundred-and-thirty-four  page  book, 
ihiackery  Unmasked,  1858,  is  an  interesting  con- 
tribution. 

We  have  a small  group  of  “receipt”  books,  now 
collectors’  items,  but  once  essential  for  families 
living  in  areas  wbere  physicians  were  lacking. 

1 hese  volumes  cover  medical  treatment  for  man 
and  beast  and  are  “how-tos”  for  about  anything 
you  needed  to  know.  Books  on  family  medicine 
were  important,  too,  and  we  have  editions  of  Si- 
mon-Andre  Tissot’s  Advice  to  the  People,  William 
Buchan’s  Domestic  Medicine,  George  (Cannon’s  Bo- 
tanical Family  Medicine  . . . free  from  Mineral  and 
Mercurial  Preparations  (would  be  popular  today!), 
and  George  Capron’s  Popular  Medicine.  Doctor 
(Capron  was  a member  of  our  Societv  and  his 
book  ran  to  several  editions. 

1 have  used  Jacob  Bigelow’s  American  Medical 
Botany  and  other  texts  by  physician-botanists  for 
disjjlays  on  several  occasions.  Research  on  an- 
cient remedies  has  numerous  times  sent  us  hunt- 
ing in  our  excellent  collection  of  jiharmaco- 
poeias.  Our  hospital  and  public  health  rejjorts 
are  often  used.  Of  major  iiujiortance  are  our 
directories  of  jjhysicians,  for  these  j)ro\ide  sources 
for  biograjihers,  genealogists,  and  students  writ- 
ing theses  on  physician  distribution  and  other 
topics  in  medical  sociologv. 

Perhaps  the  most  fascinating  historical  sources 
in  our  Library,  and  the  most  important  to  us,  are 
the  records  of  the  Rhode  Island  Medical  Society 


and  the  Proxideiue  Medical  Association.  I’ve 
searched  the  minutes  so  many  times  that  1 feel 
I’ve  attended  every  meeting  beginning  with  April 
22,  1812.  Fellows  have  become  real  people,  not 
just  names  and  I’ve  been  a jjai ticijjant  in  tbeir 
discussions.  Fo  supj)lement  the  minntes,  we  have 
letters,  personal  jKijjers,  j)rograms,  menus  (times 
have  changed!),  and  obituaries,  which  were  of  ten 
majot  literary  ef  forts  in  our  early  years.  We  also 
have  portraits,  photogiajjhs,  cuj)s,  and  instill- 
ments. Fhe  oldest  of  the  latter  are  on  jjermanent 
display  in  the  Grace  E.  Dickerman  Reading  Room, 
but  there  are  many  more  packed  away. 

In  mv  walk  through  time,  1 have  neglected  the 
twentieth  century  (which  is  almost  all  history  now) 
and  the  late  nineteenth.  We  do  have  many  books 
on  our  shelves  that  are,  or  are  about  to  be,  “clas- 
sics” and  many  works  by  such  giants  as  William 
Osier,  but  the  field  is  too  vast  for  jjresent  con- 
sideration! 

1 have,  as  have  others  before  me,  picked  my 
favorites,  and  some  specialties  were  not  rejiie- 
sented  by  rare  items,  so  that  this  account  is  in  no 
way  comj)lete.  It  could  be  many  j^ages  longer  and 
still  not  exhaust  the  treasures. 

I’ve  enjoyed  the  opjx>rtunity  to  take  a C!F  course 
in  my  favorite  subject,  the  history  of  medicine. 


PROFESSIONAL  OFFICE 
SUITES  AVAILABLE 

THE  HINDLE  MEMORIAL  BUILDING 
655  BROAD  STREET 
PROVIDENCE,  RHODE  ISLAND  02907 

Modern  completely  air-conditioned  building; 
convenient  to  St.  Joseph,  Womens  and  In- 
fants and  Rhode  Island  Hospitals;  elevator 
and  full  maintenance;  ample,  secure  off-street 
parking;  easy  access  to  1-95  and  1-195;  BC 
BS  provider  network  system  computer;  low 
monthly  rent  includes  utilities. 

IMMEDIATE  OCCUPANCY 

For  further  information, 
please  call: 

401/331-3357 
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I A.  I it  In  oi  I’nitlii  at  ion : Hhudi’  Island  Mc/lical  Jonnial 
lU.  I’nltlkalion  No.:  ()3(i;n',M,S 

2.  Date  ol  Idling:  Sn|)tiTnl>ni  Ik),  198(i 

,8.  l•'R■(|ncn(  V ol  issnc'/Annnal  snhsn  iplion  price:  Monlhly/ 
$ I ■)  ’ 

■4.  l.oialion  oi  known  office-  of  ])nhli( ation : l()(>  I raiui.s 
Street,  I’l ovident e Coiintr  , Rhode  Island  02903 

5.  l.oc  iition  ol  liead(|nai  ters  oi  general  busitiess  offices  of 
the  pnhiishers:  lOh  I-'iancis  Sttc-et,  I’rovidence,  Rhode 
Island  02‘)0.3 

0.  Natnes  and  addresses  ol  ptihlishcr,  editor,  ;ind  man- 
agitig  eclitoi : 

I’nhlisher:  Rhode  fslatid  .Medical  Society,  100  I-fancis 
Street,  I’rovidence,  R1  02903 

Kditor:  Seehert  |.  Goldowsky,  Ml),  I0()  I taticis  Street, 
Rrovidetice,  Rf  1)2903 

Matiaging  Kditor:  jack  I’etkitis,  100  Krancis  Stteet, 
I’rovidence,  Rf  02903 

7.  Owner:  Rhode  fslatid  Medictil  Soc  iety,  100  Fitincis  Street, 
I’rovidence,  Rf  02903 

8.  Ktiown  hondholders,  mortgages,  and  other  security 
holder  owiiing  1 per  cent  or  more  of  total  amontit  of 
bonds,  mortgages  or  other  sectirities:  None 

9.  Kcji  completion  by  non])roht  organizations  authorized 
to  mail  at  special  latcs.  The  purpose,  fitnction,  atid  non- 
proht  status  of  this  cirganization  and  exempt  status  for 
Federal  income  tax  put  poses  have  not  changed  during 
|trececling  12  months 

10,  F.xtent  and  nature  of  circulation 


Acliial  no.  o/ 

Average  copies  of  copies  published 

issue  during  nearest  to  pling 

preceding  12  months  date 


A.  Total  no.  of 

copies  (Net  press 

run)  1,688 

B.  Paid  circulaticjn 

1.  Sales  through 
dealers  and 
carriers,  street 
vendors,  and 
counter  sales 

2.  Mail 


subscrijttion  1,543 

C.  Total  paid 

circulation  1,543 

D.  Free  distribution 
by  mail,  carrier  c^r 

other  means  8 

F..  Total  clistributioti  1,551 

F.  Copies  not 

distributed  137 

G.  Total  1,688 


1 ,67  1 


1,543 
1 ,543 


8 

1 .55 1 

120 

1,671 


11.  1 certify  that  the  statements  made  by  me  above  are 
correct  and  complete. 


|ack  Perkins 
Managing  Editor 


Information  for  Authors 

Manmeripts:  Manuscripts  will  be  accepted  lor  cemsideration 
with  the  tmclerstanding  that  they  are  original  cotitributions, 
have  nevei  been  ])tiblished  or  submitted  elsewtiere,  and  are 
submitted  only  to  the  Rhode  Island  Medical  Journal. 

SUecifications:  .Mamiscripts  must  be  c)iiginal  typed  cony  (not 
all  capitals)  on  8'/zxl  I inch  firm  typewriter  pajter,  clouble- 
s|)acecl  (including  the  text,  c ase  rejjorts.  legends,  tables,  and 
leferences)  with  1 'A  inch  margins.  Carbon  cojties  will  not  be 
accepted.  Subheadings  must  t)e  inserted  at  reasonable  inter- 
vals to  break  the  tv|Jographic  monotony  of  the  text.  Pages 
must  be  numbereci  consecutively.  Italics  and  boldface  |)rmt 
are  never  used  except  as  stilrheaditigs. 

Ahbreviatiom:  V\\v  journal  attempts  to  avoid  the  use  of  jargon 
and  alibreviations.  All  abbreviations,  es|)ec  ially  of  laboratory 
and  diagnostic  procedures,  must  be  ideniified  in  the  text. 

Title  page:  All  manusci  ipis  must  include  a title  jrage  which 
details  the  following  information:  (1)  ;i  brief  title;  (2)  the 
name  of  the  author  or  authors  with  the  highest  academic 
degree  (ie,  MI),  PhD);  (3)  a concise  biographical  clescri]jtion 
ferr  each  author  whicli  includes  specialty,  practice  location, 
academic  appointments,  and  primary  hospital  affiliation;  (4) 
mailing  adclress  of  principal  author;  and  (5)  office  teleplione 
number  of  pi  incijjal  autlutr. 

Illustrations:  Authors  are  urged  to  use  the  services  of  profes- 
sicnial  illustrators  and  photographers.  Drawings  and  charts 
should  always  be  done  in  black  ink  ctn  white  paper.  Glear, 
black  and  white  glossy  phettographs  should  be  submitted,  and 
such  illustratictns  numbered  consecutively  and  their  positions 
indicated  in  text.  Original  magnifications  should  be  noted. 
Illustratictns  defaced  ny  handwriting  or  excessive  handling 
will  not  be  accepted.  Fhe  figure  number,  indication  ctf  the 
top,  and  the  name  of  the  authetr  must  be  attached  to  the  back 
of  each  illustraticjn.  Legends  for  illustrations  shcjuld  be  type- 
written in  a single  list,  with  the  numbers  correspcjncling  to 
those  on  photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  must  carry  with  them 
written  permission  for  publication. 

Special  arrangements  must  tie  made  with  the  editors  for 
excessive  illustrations.  Color  plates  are  not  acceptable. 

Reprints:  Because  of  cost  considerations,  reprints  are  not  pro- 
vicied  routinely  to  the  author(s).  Reprints  may  be  ordered 
separately  (100  copies  minimum  order)  and  printing  costs 
will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  revisions  as 
deemed  necessary  by  the  editors  and  such  modifications  as  to 
bring  them  into  conformity  with  Journal  style.  However, 
neither  the  editors,  nor  the  publishers,  nor  the  Rhode  Island 
Medical  Society  will  accept  responsibility  for  statements  made 
or  opinions  expressed  by  any  contributor  in  any  article  or 
f eature  published  in  the  pages  of  the  Journal. 

Permission:  When  material  is  reproduced  from  other  sources, 
full  credit  must  be  given  to  botli  the  author  and  publisher  of 
these  sources.  Where  work  is  reported  from  a governmental 
service  or  institution,  clearance  oy  the  appropriate  authority 
must  accompany  the  manuscript. 

References:  References  should  be  limited  to  those  citations 
noted  in  the  text.  The  references  must  be  typed  double- 
spaced and  numbered  as  they  appear  consecutively  in  the 
text,  with  their  positions  clearly  indicated  in  the  text.  .All 
references  must  be  checked  to  assure  complete  accuracy. 
Each  journal  reference  must  include  the  full  name  of  the 
author(s);  complete  title  of  paper;  name  of  publication; 
volume  number;  issue  number;  first  and  last  page  of  paper; 
and  date  (year,  month,  and  day  as  indicated).  Each  book 
reference  must  include  the  full  name  of  author(s),  editor(s), 
or  both,  with  initials;  title  of  book;  edition;  publisher;  loca- 
tion; year  of  publication,  volume  (if  given);  and  page  num- 
ber. If  the  reference  is  to  a chapter  within  a book,  the  author 
of  the  chapter,  if  different  than  the  author  of  the  book,  and 
the  title  of  the  chapter  (if  any)  must  be  provided. 

It  is  rarelv  desirable  to  include  a complete  review  of  the 
literature  in  the  references.  An  alphabetized  bibliography  is 
to  be  used  onlv  when  the  listing  is  of  books  suggested  for 
supplementary  reading. 
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There  must  be  a good  reason  why 

we’ve  become  the 


UNITED 

SURGICAL  CENTERS 


The  I^ifessionals  in 
Home  Health  Care  Ecpiipment 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


We  carr\' just  about  KVP^F'iVTUING  for  Home 
Health  Care  . . . whieh  means.  everythinf>  a 
patient  or  eonvaleseent  needs  to  implement  the 
doctor's  treatment  directions.  For  Ostomy  and 
O.xyiien  needs  to  Orthopedic  Appliances,  Wfieel 
chairs.  Walkers  and  Hospital  Beds,  we're  here  to 
serve  your  patients.  Our  staff  is  knowledj»eable 
and  dedicated  to  supplyinf*  e,xactly  "what  the 
doctor  ordered  ".  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  F’roccssed. 


(401)  781-2166 

OPEN  DAILY  8 to  5:30  • SATURDAY  8 to  1 


380  WARWICK  AVE..  WARWICK  RI 02888 

At  the  Cmnston/Warwlck  City  Line 


LAW  OFFICE 

ADULT  PSYCHIATRIST 

(’omprehensive  comnumity  mental  health 
center  needs 

OF 

Full  or  Part-time 

HERBERT  M.  ADAMS,  J.D. 

Outpatient  Psychiatrist 

CIENERAL  LAW  PRAC  I ICE 

to  work  in  multidisciplinary  setting. 

Opportunities  available  to  work 
in  adult,  aftercare,  alcohol  or  drug 

MEDICAL  COLLECTIONS 

treatment  j^rograms. 

GOVERNOR  FINANCIAL  CENTER 

Located  in  Southeastein  Massachusetts 
Excellent  salary 

Send  CV  to: 

P.O.  Box  2502 
285  Governor  Street 

Executive  Director 

Providence,  Rhode  Island  02906 

New  Bedford  Area  Center  for 

(401)  421-1564 

Human  Services,  Inc. 

P.O.  Box  A-2097 

New  Bedford,  MA  02741 

EOE 

(617)999-2321 

i 
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This  space  contributed  as  a public  service. 


FOR  THE  BEST 
DEFENSE  AGAINST 
CANCER,  SEE  YOUR 
DOCTOR  ONCE 
A YEAR  AND  HIM 
ONCE  A WEEK. 


He  may  not  look  like  every- 
body’s idea  of  a cancer  specialist. 

But  there’s  strong  evidence 
that  your  greengrocer  has 
access  to  cancer  protection  you 
won’t  find  in  any  doctor’s  office. 

Like  broccoli.  Peaches.  Cante- 
loupes.  Spinach.  And  other 
sources  of  Vitamin  A related  to 
lowering  the  risk  of  cancer  of  the 
larynx  and  esophagus.  Not  to 
mention  sweet  potatoes,  carrots, 
pumpkin,  winter  squash,  toma- 
toes, citrus  fruits  and  brussels 
sprouts. 

Vegetables  such  as  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi and  cauliflower  may  help 
reduce  the  risk  of  gastrointesti- 
nal and  respiratory  tract  cancer. 

Fruits  and  vegetables  (and 
whole  grain  cereals  such  as 
oatmeal,  bran  and  wheat)  may 
help  lower  the  risk  of  colorectal 
cancer. 

In  short,  make  sure  you  do 
what  your  mother  always  told 


you  to 


do.  Eat  your  vegetables. 


AMERIOXN 
V CANCER 
^ SOQETY 


OFFICE 

SPACE 

AVAILABLE 

due  to  retirement 

E.  Greenwich  / Warwick,  R.l. 

Fully  Equipped 
Actively  Functioning 

Family  Practice  / Internal  Medicine 

Large  building  includes  blood  test  lab  in  basement 
and  upstairs  apartment 

401-884-7357 


to-  PnmUde- 

Vke-  t/llUmcUe  m ItaMmcj.  <Jtome 
^eAmce 


too  'kJcunfomaCf  ^'lad  C-o/U  PnoiUdeKce 

40HU38-4275 


STARKWEATHER  & SHEPLEY 

PROVIDES  MORE  MALPRACTICE 

INSURANCE  FOR  RHODE  ISLAND 
DOCTORS  THAN  ANY  OTHER 
AGENCY....  ANYWHERE 

PLUS  insurance  for 

tax  audit 
partnership 
disability  income 
worker’s  compensation 
fire/ theft/ auto 

and  group  insurance, 
pensions,  benefits 

Since  1879 

STARKWEATHER  & SHEPLEY,  INC. 

1 55  South  Main  Street 
Providence,  Rhode  Island  02903 
(401)  421-6900 


THE  RHODE  ISLAND 
MEDICAL  CENTER 
INSTITUTE  OF 
MENTAL  HEALTH 

is  seeking  a 

PART  TIME 
PHYSICIAN 

(10  Hours  A Week) 

to  provide  clinical  direction  for  the 
medical  and  surgical  care  of  the 
mentally  ill 

The  applicant  must  be  board  eligible  or 
certified  in  Internal  Medicine  and  inter- 
ested in  Chronic  Diseases. 


Please  Call  or  Write  to: 


John  Karkalas,  MD 
Director 

Medical  and  Psychiatric  Services 
Institute  of  Mental  Health 
P.O.  Box  8281 
Cranston,  Rl  02920 

(401)  464-2458 
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PROVIDENCE  MEDICAL  ASSOCIATION 

1986-1987  Lecture  Series 


Time:  2iul  Monday  cadi  inontli 

():()()-7:0()  |)in  Compliinciilary  BuMcl  Suppci 
7:()0-H;()()  pm  Lcdiirc  and  Discussion* 

Place:  Rhode  Island  Medical  Soc  iety 

IOC)  Francis  Street 
Providence,  R1  ()200,S 


November  10,  1986 

(Sara  Rosenhaitm, 

HIE  USE  OE  MEDIUM  ION 
DURIN(;  PRECiNANCV 

PhD,  will  speak  hrielly  on  the  Adverse  Drug 

Donald  R.  Coustan,  MD 
Director,  Maternal-Eetal  Medicine 
Woman  Sc  Itilants  Hospital 
Reaction  Reporting  Project) 

December  8,  1986 

OPIl  rilALMOIXXdU  PROBEEMS 
EOR  I I IE  NON- 
OPH  I FIALMOEOCdS  I 

Deborah  Mtirphy,  MD 
Practicing  Ophthalmologist 
Providence,  Rhode  Island 

January  12,  1987 

UPDA  1 E ON  RARE  DISEASES  IN 
PEDIA  ERICS:  KAWASAKI 
DISEASE,  EVME  DISEASE,  AND 
REYES  SYNDROME 

Penelope  J.  Dennehy,  MD 
Assistant  Physician,  Division  of 
Infectious  Diseases 
Rhode  Island  Hospital 

February  9,  1987 

OS4  EOPOROSIS 

Joseph  R.  Fucci,  MD 
Director,  Division  of 
F'aidocrinology 
Roger  Williams  Hospital 
Roy  K.  Aaron,  MD 
Cihief  , Division  of  Orthopedic 
Research 

Rhode  Island  Hospital 

March  9,  1987 

ANNUAL  MEETING 
Wannamoisett  Country  Club 

RECREA  I lONAL  ATHLETICS: 
RISK  AND  REWARD 

Kenneth  C.  Knowles,  MD 
Senior  Orthopedic  Ccjnsultant 
and  Associate  Team  Physician 
Brown  University 
\4ncent  Yakavonis,  MD 
Practicing  Orthopedic  Surgeon 
Providence,  Rhode  Island 

April  13,  1987 

MIDDLE  CLASS  SUBSTANCT 
ABUSE 

John  P.  Femino,  MD 
Medical  Director 
C'.ood  Hope  Center 

May  11,  1987 

SURCdCAL  FREATMEN  I EOR 
CiOMPLICA  I ION  OE  ACU  I E 
M YOC: A RD I AL  I N E A RC  I I O N 

Arun  K.  Singh,  MD,  ERGS 
Practicing  Surgeon 
Providence,  Rhode  Island 

PROGRAM  c:ommhtf:e 

John  ).  C^onghlin,  MD  Stanley  Ciale,  MD 

Elaine  B.  Pain,  MD  Kenneth  B.  Nanian,  MD 

* 1.5  hours  Category  I CME  credit 
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Every  day  more  and  more 
physicians  are  hearirg 
something  remarkabfe 
from  some  of  their 
hypertensive  patients... 


i 


i 
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i 
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j 

i 
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from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.' 

Which  shows  you  how  truly 
well  tolerated  once-daily 
iNDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 


6- 

5- 

(/> 

c 4- 

i 3" 

o 

^ 2- 


Impotence  Weakness 
Men  (n  = 66) 


n 


^ INDERAL  LA— 160  mg 
I \ Atenolol — 100  mg 
I I Metoprolol — 200  mg 
I I Placebo 

aid 


Weakness 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 


(PROPRANOLOL  HCI)  “ 

INDERIDE  LA 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCI  [INDERAL  LA]/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
IS  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  0\  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  tor  brief  summary  of  prescribing  information. 


Feeling  well  and  doing  well,  all  in  one. 


Q|^Q^_p^||^Y  l-ONG  ACTING  CAPSULt  S 


INDERAL  LA 

(PROPRANOLOL  HCI) 


80  mtj  120  mg  160  mg 


w vy  W 


Q|^Qg_p^||^Y  LONG  ACTING  CAPSUl  I S 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL"  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS  ) 
INDERAL  ’ LA  Brand  ol  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE-  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAi  - LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL'  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bron- 
chial asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  lail- 
ure  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  ol  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can.  in  some  cases,  lead  to  cardiac  tailure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  ol 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  ot  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  tor  the 
management  of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS  Bela  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  ol  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms ol  hyperthyroidism,  including  thyroid  storm  F’ropranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  ol  beta-blocking  therapy 
prior  to  ma|or  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  ol  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilalion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  ol  beta 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  ol  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  ot  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL'  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 
CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safely  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  ol  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  ol  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia IS  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
ol  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides.  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function, 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion IS  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL*-  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  ot  AV  block,  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disori- 
entation lor  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded 
sensorium.  and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Flematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  tor  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation, jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vascu- 
litis. cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylac- 
tic reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCE: 

1 . Ravid  M,  Lang  R.  Jutnn  I The  relative  antihypertensive  potency  of  propranolol,  oxpre- 
nolol.  atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985, 1451321  -1323 
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• Offer  a supplement  to,  not  a substitute  for,  patient  contact  = 

• Support  your  specific  instructions  to  the  patient  ^ 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling  | 


An  ongoing  Roche  commitment  to  patient  education  i 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good  \ 

health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment.  ^ 

In  the  past  seven  years,  over  50  million  “WHAT  IF’’  and  “HOW  TO’’  booklets  ! 

have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and  \ 

other  health  care  professionals.  | 

Because  you  are  the  prime  source  of  medication  information  for  your  patients,  * 

we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen-  r 

tary  supply  of  those  applicable  to  your  practice.  n 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche  I 

Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110.  I 
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THE  BEST  PRESCRIPTION  FOR  YOUR  MEDICAL  PRACTICE 


□ Lower  your  administrative  overhead 

□ Accounts  Receivable  aging  reports  by  patient,  third  party  or  special 
design 

□ No  setup  or  installation  fees;  ideal  for  new  practice 


Call  (401)732-1020  (collect)  for  more  information 
ALPHA  NumSriCS,  Inc.  lOOO  Greenwich  Avenue,  Warwick,  Rl  02886 

THE  MEDICAL  MANAGEMENT  SOLUTION 


Before  prescribing^  see  complete  prescribing  Information  In  SK&F  CO 
literature  or  PDR  lhe  lollowmg  Is  a brief  summary 
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WARNING 

This  drug  is  not  indicated  for  initial  therapy  ot  edema  or  hyperten- 
sion Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
It  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  ol  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amlloride  Further  use  In  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  otner  sultonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  Intake  of  potassium  Is  markedly 
impaired.  It  supplementary  potassium  is  needed,  potassium  tablets 
should  hot  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  Irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency  Periodically,  serum  K'  levels  should  be 
determined  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K*  intake  Associated  widened  DBS  complex  or  arrhythmia  requires 
prompt  additional  therapy  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards.  Including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactiohs  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  It  tbeir  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
IS  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  ot  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  ot  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide’  is  about  50%  ol  the  bioavailability  of  the  single  entity 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hyrfrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide'  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]),  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  In  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  rehal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  riyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adiustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arteriai  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine  Triamterene  is  a weak  folic  aciri  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  Dyazide’ 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altereri).  hyperuricemia  anti  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis  'Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  Is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hypooatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  In  association  with  other  usual  calculus 
components  Rare  incidents  ot  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established, 

Suoplled:  Dyazide’  is  supplied  as  a red  and  white  capsule.  In  bottles  of 
tOdO  capsules:  Single  Unit  Packages  (unit-dose)  of  fOO  (intended  for 
institutional  use  only):  in  Patient-PaK™  unit-of-use  bottles  of  100. 
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Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 
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RHODE  ISLAND  MEDICAL  SOCIETY  WINS  LAWSUIT 
TO  BLOCK  SURCHARGE  ON  MALPRACTICE 
INSURANCE 

On  November  10  the  Rhode  Island  Medical 
Society  (RIMS)  received  a favorable 
decision  from  the  Superior  Court  in  its 
effort  to  block  a surcharge  of  16  2/3  per 
cent  on  premiums  paid  for  malpractice 
insurance.  The  Department  of  Business 
Regulations  (DBR)  had  proposed  the 
increase  for  all  physicians  renewing 
their  policies  with  the  Joint 
Underwriting  Association  (JUA) . The 
Superior  Court  ruled  that  the  DBR  had  no 
authority  to  impose  an  additional 
surcharge  oni  existing  policyholders. 

Most  doctors  in  the  state  are  insured  by 
the  JUA.  To  become  a policyholder  each 
insured  pays  an  initial  surcharge  of  33 
1/3  per  cent. 

"We  contended  that  the  DBR  did  not  have 
the  authority  to  grant  an  additional 
surcharge  and  are  pleased  with  the 
Superior  Court's  decision,"  said  Peter 
D.T.  Clarisse,  MD,  president  of  the 
Medical  Society.  "The  fact  that  the  DBR 
recognizes  that  the  liability  insurance 
problem  still  exists  is  encouraging. 
However,  its  solution  is  like  treating  a 
symptom  while  ignoring  the  cause," 
continued  Clarisse. 

The  success  of  the  lawsuit  has  resulted 
in  the  following  savings  for  those 
doctors  insured  by  the  JUA: 

CLASS  1986-1987  SAVINGS* 


I 

$784 

II 

$1411 

III 

$2353 

IV 

$3137 

V 

$3921 

for  $1  million. 

$3  million  coverage 

RHODE  ISLAND  MEDICAL  SOCIETY 
December  1986 

Peter  D.T.  Clarisse,  MD,  President 
Jack  A.  Perkins,  Editor 


The  medical  malpractice  insurance  crisis 
first  received  attention  in  1975  when  the 
JUA  was  authorized  by  the  General 
Assembly.  The  availability  of  liability 
insurance  was  shrinking,  and  many 
physicians  were  left  without  a carrier. 

The  JUA  was  established  to  create  a 
system  "to  pool  expenses  and  losses  in 
providing  such  insurance."  Competition  to 
provide  medical  liability  insurance  is 
still  limited,  and  the  JUA  regularly 
applies  for  increases  in  physicians' 
premiums . 

The  Medical  Society  testified  in  November 
before  the  blue  ribbon  commission  created 
by  Governor  Edward  DiPrete  to  examine  the 
current  liability  crisis  for  all 
businesses,  municipalities,  and 
professions  in  Rhode  Island.  RIMS 
renewed  its  call  for  an  overhaul  of  the 
current  tort  system  which  settles 
liability  disputes.  "The  system  is  not 
working.  There  is  no  rhyme  or  reason  to 
our  present  system  which  allows  juries, 
regardless  of  establishing  negligence, 
arbitrarily,  to  determine  awards  that  may  be 
in  litigation  for  years  before  an  injured 
party  is  compensated.  A program  is 
needed  that  would  allow  a patient  to  be 
compensated  promptly  for  a bad  outcome  of 
a medical  procedure." 

The  Governor's  commission  is  expected  to 
offer  legislative  recommendations  to 
Governor  DiPrete  before  the  General 
Assembly  convenes  in  January  1987.  Dr. 
Clarisse  is  a member  of  this  panel.  The 
Governor  will  review  the  recommendations 
and  have  legislation  drafted.  He 
Indicated  at  a breakfast  meeting  with 
RIMS  in  October  that  he  will  press  for  a 
legislative  solution  for  the  far-reaching 
liability  crisis. 
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DiPRETE  SEEKS  REGULATORY  POWERS  OVER 
INSURANCE /DOCTOR  RELATIONSHIP 

Rhode  Island  Medical  Society  President 
Peter  D.T.  Clarisse,  MD,  has  written  to 
Governor  Edward  DiPrete  offering  the 
Society's  input  in  DiPrete' s legislative 
initiative  to  increase  state  regulation 
of  health  insurance  carriers.  DiPrete 
has  directed  the  Departments  of  Health 
and  Business  Regulation  to  draft 
legislation  concerning  the  state's 
"oversight  authority  over  the 
relationship  between  health  service 
organizations  and  physicians." 

DiPrete 's  interest  in  this  matter  was 
prompted  by  his  concern  for  consumers  of 
health  benefits  plans  and  the  possible 
adverse  affects  of  the  "prudent  buyer 
policy"  of  Blue  Cross/Blue  Shield  on  the 
availability  of  health  insurance.  In  his 
letter  Clarisse  indicated  that  the 
Society  shares  the  Governor's  concerns. 
Clarisse  also  offered  assistance  stating: 
"Any  legislative  solution  will 
undoubtedly  affect  consumers,  health 
insurance  carriers,  and  physicians. 
Therefore,  I am  offering  the  cooperation 
of  the  medical  profession  in  addressing 
this  matter." 

A further  related  legislative  proposal  is 
also  being  contemplated.  Representative 
Joseph  L.  Casinelli,  Chairman  of  the 
House  Corporation  Committee,  announced 
that  he  would  introduce  a bill  increasing 
the  state's  authority  "if  an 
investigation  confirms  that  legislation 
of  this  type  is  warranted." 


APPOINTMENTS  MADE  TO  NEW  MEDICAL  BOARD 

Governor  Edward  DiPrete  has  appointed  11 
of  the  13  members  of  the  newly  created 
Rhode  Island  Board  of  Medical  Licensure 
and  Discipline.  Five  Rhode  Island  ' 
Medical  Society  members  were  selected  to 
sit  on  the  panel  which  begins  monitoring 
physicians  performance  in  1987. 

The  new  13  member  board  was  established 
by  the  1986  General  Assembly  to  replace 
the  current  Board  of  Medical  Review  and 


the  Board  of  Examiners  in  Medicine.  The 
law  mandates  the  make-up  of  the  board  to 
consist  of  the  state  health  department 
director,  who  serves  as  chairman;  six  i 

physicians,  two  of  whom  must  be 
osteopaths;  a hospital  administrator,  a 
lawyer,  and  four  public  representatives,  I 

one  of  whom  must  be  over  60. 

The  RIMS  appointments  are: 

• H.  Denman  Scott,  MD,  Director  of  the  i 

Rhode  Island  Health  Department.  ! 

• Frances  P.  Conklin,  MD,  radiologist  ! 
from  Providence. 

• Edmund  T.  Hackman,  MD,  general 
practitioner  from  Warwick. 

• Edwin  N.  Foreman,  MD,  Director  of 
Pediatric  Residency  at  Rhode  Island 
Hospital. 

• Robert  P.  Sarni,  MD,  family 

practitioner  from  Cranston.  , 

The  other  appointments  are:  j 

• Edward  A.  Azevedo,  President  of  St. 

Joseph  Hospital.  ■ 

• James  Cole,  DO. 

• Jack  Fireman,  DO. 

• Henry  D.  Sharpe,  Jr.,  Chairman  of  the 

Board  of  Brown  and  Sharpe  j! 

Manufacturing  Co.  j 

• Sherman  Berger,  Speaker  of  the  House  / 

of  the  Silver  Haired  Legislature.  { 

• Harry  V.  McKenna  , retired  radio  [j 

newsman  from  Cranston.  j; 

I' 

The  other  two  members  are  expected  to  be 
appointed  before  January  1,  1987. 

1 

SOCIETY  UNDERGOING  SELF-EXAMINATION 

The  Rhode  Island  Medical  Society  : 

continues  to  explore  how  best  to  meet  the  j 
changing  environment  of  medical  practice.  j 

A report  developed  at  a special  Council  j 

meeting  in  October  addresses  Individual  | 

physicians'  needs  in  light  of  the 
Society's  capacity  successfully  to  meet 
these  needs. 

Also,  RIMS's  current  activities  are  being 
reviewed  by  the  Executive  Committee  and 
Council  to  develop  recommendations  for 
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consideration  at  the  House  of  Delegates 
meeting  in  January.  Two  activities  which 
have  received  considerable  attention  are 
the  Society’s  role  in  providing 
scientific  information  and  in  general  its 
communications  mechanisms. 

One  concern  has  to  do  with  scientific 
information,  which  is  one  of  physicians' 
highest  priorities.  In  its  early 
history,  the  Medical  Society  was  the 
primary  source  of  this  information. 
However,  over  the  years  specialty 
societies,  hospitals,  and  medical  schools 
have  become  the  principle  sources  of  this 
information.  There  is  concern  in  some 
quarters  that  RIMS  devotes  too  many  of 
its  resources  to  storage  and 
dissemination  of  scientific  information. 

' These  resources  in  this  view  should  be 
committed  to  other  Society  functions  such 
as  advocacy,  representation,  and  socio- 
economic information. 

A second  concern  relates  to  the  Society's 
communications  process.  A new 
newsletter  is  forthcoming  and  will  appear 
independent  of  the  Journal.  This  will 
; give  the  Society  more  flexibility  in 
providing  important  imformation,  for 
: example  legislative  issues,  to  its 
: members  in  a timely  manner  (see  CHECK-UP 
j next  column) . 

„ The  report  generally  gives  the  Society 
;!  high  marks  for  having  made  many  necessary 
I!  adjustments  to  meet  the  needs  of  a 
changing  profession.  RIMS  President 
'i  Peter  D.T.  Clarisse,  MD,  has  challenged 
. the  Society  to  make  further  adjustments 
j in  order  to  function  effectively 
throughout  the  twentieth  century. 

i 

! COUNCIL  OPPOSES  INSURANCE  INVOLVEMENT  IN 
i CREDENTIALING 

' The  RIMS  Council  in  support  of  the  RIMS 
I Committee  on  Medical  Economics  strongly 

I opposes  the  involvement  of  insurance 
carriers  in  credentialing  physicians  for 
> services  at  a hospital.  The  Committee  on 
Medical  Economics  concluded  that  the  Blue 
Cross  and  Blue  Shield  (BC/BS)  Alternate 
! Provider  Number  Agreement  with  hospitals 


(Credentialing  continued) 

could  result  in  excluding  a BC/BS  non- 
participating physician  from  providing  a 
service  to  the  hospital. 

The  Council  has  concluded  that  this 
practice  in  effect  could  be  credentialing 
by  an  insurance  carrier.  Credentialing, 
the  Council  maintains,  should  continue  to 
be  the  responsibility  of  the  hospitals 
and  is  not  a proper  function  of  an 
insurance  carrier. 


CHECK-UP  A NEW  RIMS  PUBLICATION 

Starting  in  January  1987  the  Rhode  Island 
Medical  Society  will  publish  CHECK-UP , a 
new  newsletter.  CHECK-UP  will  replace 
the  current  RIMS  NEWSLETTER  and  will  not 
be  a part  of  the  Rhode  Island  Medical 
Journal. 

The  new  publication  is  the  result  of 
extensive  discussions  of  the  RIMS  Council 
concerning  the  communications  mechanisms 
of  the  Society.  The  timeliness  of  the 
current  newsletter  has  often  been 
questioned.  By  separating  it  from  the 
Journal  the  production  schedule  will  be 
improved . 

CHECK-UP  will  be  a monthly  publication. 
When  warranted,  additional  special  issues 
will  be  published.  Featured  in  the 
newsletter  will  be  a report  from  the  RIMS 
president  and  other  matters  of  interest 
to  members.  Look  for  your  CHECK-UP  in 
January  1987. 

HHS  ANNOUNCES  CATASTROPHIC  INSURANCE  PLAN 

Health  and  Human  Services  Secretary  Otis 
Bowen,  MD,  announced  an  initiative  to 
provide  insurance  to  protect  the  elderly 
from  the  enormous  costs  of  catastrophic 
illnesses.  Secretary  Bowen's  plan  comes 
with  a heavy  price  tag  and  opposition  is 
expected  from  the  White  House. 

The  catastrophic  illness  Insurance 
proposal  would  cap  out-of-pocket  costs  to 
(see  Catastrophic  next  page) 
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(Catastrophic  continued) 

the  elderly  at  $2000  per  year.  Other 
provisions  of  the  plan  include  the 
following: 

• The  program  would  be  voluntary  with 
initial  monthly  premiums  set  at 
$4.92.  The  cap  and  the  premiums 
would  increase  in  accordance  with 
the  rate  of  medical  cost  inflation. 

• Individual  Medical  Accounts  (IMAs) 
would  allow  working  individuals  to 
make  tax-free  contributions  up  to 
$1000  a year  to  a special  savings 
account  to  cover  future  nursing  home 
costs. 

• A full  deduction  for  health 
insurance  costs  would  be  allowed  for 
self-employed  individuals. 

• Employers  offering  health  insurance 
would  be  required  to  include 
catastrophic  illness  coverage. 

• A $100  tax  credit  would  be  allowed 
for  purchases  of  long-term  care 
insurance. 

PHYSICIANS  NEEDED  TO  AID  HOMELESS 

The  Traveler's  Aid  Society  has  received  a 
grant  of  $50,000  from  Gulf  and  Western 
Corporation  toward  support  of  a mobile 
medical  clinic  to  aid  the  homeless 
population  of  Providence.  There  are 
nearly  1000  homeless  individuals, 
including  150  children,  on  the  streets  of 
Providence  with  no  access  to  the  medical 
care  system. 

Physicians  are  needed  to  donate  three  or 
four  hours  of  their  time  every  three 
months  to  assist  Traveler's  Aid  in  this 
endeavor.  Orientation  and  training  will 
be  provided,  and  physicians  in  all 
specialties  are  sought. 

"It's  grass-roots  medicine  and  a good  re- 
education for  physicians,"  said  Herbert 
Rakatansky,  MD,  RIMS  past  president  and 
organizer  of  the  Society's  recruitment 
drive. 

Volunteers  should  call  Dr.  Rakatansky  at 
the  Rhode  Island  Medical  Society,  331- 
3207. 


REAGAN  SIGNS  VACCINE  COMPENSATION  LAW 

Amid  expressions  of  considerable 
difference  of  opinion  by  members  of  his 
cabinet.  President  Reagan  signed  the 
omnibus  health  bill  passed  by  Congress  on 
October  18.  The  new  law  includes  a drug 
export  expansion  program,  the  termination 
of  federal  funding  for  state  health- 
planning initiatives,  protection  for 
doctors  involved  in  peer  review 
activities,  and  a highly  controversial 
vaccine  injury  compensation  system. 

The  Reagan  cabinet  was  divided  on  the 
vaccine  injury  compensation  provision. 
Attorney  General  Edwin  Meese,  III, 
opposed  the  program,  claiming  it  was  not 
the  solution  to  the  liability  crisis  and 
would  result  in  a new  federal 
entitlement  system.  Otis  Bowen,  MD, 
Secretary  of  Health  and  Human  Services, 
strongly  supported  the  program. 

The  new  law  establishes  a national 
vaccine-injury  compensation  program 
designed  to  bypass  the  courts.  Claimants 
dissatisfied  with  judgements  handed  down 
under  the  new  federal  system  could  still 
have  access  to  the  courts,  but  would  then 
forfeit  their  right  to  return  to  the  new 
federal  system.  Although  now  law,  the 
program  can  not  become  operational  until 
Congress  passes  a funding  mechanism. 

CAP  ON  MALPRACTICE  AWARDS  RULED 
UNCONSTITUTIONAL 

A federal  judge  ruled  unconstitutional  a 
law  limiting  medical  malpractice  awards. 
On  November  5,  US  District  Court  Judge 
James  Michael,  Jr,  ruled  that  the  $1 
million  cap  for  malpractice  awards  under 
Virginia  state  statutes  violates  the 
Seventh  Amendment  guarantee  of  the  right 
to  jury  trial. 

This  federal  decision  could  have  national 
ramifications.  However,  medical 
malpractice  limits  in  California  and 
Indiana  have  been  upheld  by  state  and 
federal  courts,  including  the  US  Supreme 
Court. 
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WETOOKABKIDEA 
AND  MADE  IT  UnU 


Introducing  MessageBoard.  Only  from 
MetroNet.  A new  little  device  that  gets  you 
important  messages  anytime  you  can’t  get 
to  a phone.  MessageBoard  displays  a short 
note  that’s  transmitted  from  your  home  or 
office  to  a Motorola  receiver  no  bigger  than 
a pocket  calculator.  It’ll  even  store  your 
messages  so  you  can  replay  them  anytime 
you  need  to. 

Call  785-3535  to  find  out  more  about 
MessageBoard,  and  our  complete  line  of 
radio  paging  and  message  services.  Then 
you’ll  see  why  you  don’t  always  need  a tele- 
phone to  get  your  messages. 


II 

i 
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re*ha*bil*i*tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don’t  have  to  leave  the  State  for 
inpatient  physical  rehabilitation.  Newport  Hospital’s 
Vanderbilt  Rehabilitation  Center  provides  the  most  comprehensive 
medical  rehabilitation  in  Rhode  Island,  southeastern 
Massachusetts  and  eastern  Connecticut.  The  Center  is 
accredited  by  the  national  Commission  on  Accreditation 
of  Rehabilitation  Facilities  and  the  Joint  Commission 
on  Accreditation  of  Hospitals  and  is  supported  by 
the  general  medical/surgical  capabilities  of  a 
full  service  hospital. 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area.  For  further 
information  or  a descriptive  brochure  call  (401) 

846-6400,  extension  1845,  or  write  to:  Vanderbilt 
Rehabilitation  Center,  Newport  Hospital, 

Friendship  Street,  Newport,  Rhode  Island  02840. 


The  28  bed  Center  provides; 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 


VANDERBILT 

REHABILITATION  CENTER 
At  Newport  Hospital 

Fnendship  St.,  Newport,  RI  02840 
(401)846-6400,  ext.  1845 
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PROFESSIONAL  OFFICE 
SUITES  AVAILABLE 

THE  HINDLE  MEMORIAL  BUILDING 
655  BROAD  STREET 
PROVIDENCE,  RHODE  ISLAND  02907 

Modern  completely  air-conditioned  building; 
convenient  to  St.  Joseph,  Womens  and  In- 
fants and  Rhode  Island  Hospitals;  elevator 
and  full  maintenance;  ample,  secure  off-street 
parking;  easy  access  to  1-95  and  1-195;  BC/ 
BS  provider  network  system  computer;  low 
monthly  rent  includes  utilities. 

IMMEDIATE  OCCUPANCY 

For  further  information, 
please  call: 

401/331-3357 


STARKWEATHER  & SHEPLEY 

PROVIDES  MORE  MALPRACTICE 

INSURANCE  FOR  RHODE  ISLAND 
DOCTORS  THAN  ANY  OTHER 
AGENCY....  ANYWHERE 

PLUS  insurance  for 

tax  audit 
partnership 
disability  income 
worker’s  compensation 
fire/theft/auto 

and  group  insurance, 
pensions,  benefits 

Since  1879 

STARKWEATHER  & SHEPLEY,  INC. 

1 55  South  Main  Street 
Providence,  Rhode  Island  02903 
(401)  421-6900 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 


Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . , . including  a staff  of 
people  who  really  care. 


• Diagnostic  X-Ray  Services 

• EKG 

• Holter-Monitoring* 

• Ultrasound  Services* 


• Same  day  reporting 

• 24  hour  service 

• Seven  days  a week 

‘ by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X RAT  SERVICE 

OF  RHODE  ISLAND 


Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 

Providence,  R.l.  Providence,  R.l.  Providence,  R.l.  Woonsocket,  R.l. 

331-3996  331-3996  273-0450  766-4224 
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The  Doctor’s  Dilemma  1 986  — Short- 
Term  vs  Long-Term  Considerations 
in  a Changing  Health  Care  Field 


Since  submission  of  this  Editorial,  the  f ollowing  events 
have  occurred:  1)  A number  of  f)hysicians  disaffiliated 
from  Blue  Shield,  Ocean  State  Physicians  Health  Plan 
or  both.  2)  Blue  Shield  has  ostensibly  hardened  its  po- 
sition by  indicating  that  if  a physician  disaffiliates  with 
Blue  CrossIBlue  Shield  and  remains  affiliated  with 
Ocean  State  Physicians  Health  Plan,  it  will  decrease 
by  20  per  cent  the  reimbursement  to  the  patients.  3} 
Suit  has  been  filed  by  Ocean  State  Physicians  Health 
Plan  against  Blue  CnmlBlue  Shield  alleging  anticom- 
petitive activity  and  anti-trust  behavior.  4)  Blue  Cro.‘i.sl 
Blue  Shield  has  appreciably  increased  insurance  pre- 
mium dollars. 


Rhode  Island  has  always  been  one  of  the  most 
noncompetitive  health  insurance  states  in  the 
country.  Blue  Cross  and  Bine  Shield  of  Rhode 
Island  has  jjrovided  coverage  for  80-90  per  cent 
of  eligible  participants  witliin  the  state  for  the 
last  20-30  years,  and,  for  whatever  reasons,  no 
other  insurer  has  challenged  its  ]:>osition.  Fur- 
ther, the  state’s  health  care  system  has  been  highly 
regulated.  Ex]:>ansion  of  existing  services  and  the 
development  of  new  ones  have  been  tightly  con- 
trolled by  fiolh  the  legislature  and  the  state  health 
de])artment.  This  combination  of  circumstances 
has  either  prevented,  delayed,  or  substantially 
modified  the  pro\ision  of  new  services.  In  ad- 
dition, reimbursable  physician  fees  have  been 
much  lower  when  compared  to  those  in  neigh- 
boring states.  Benefits  for  metlical  subsjiecialists, 
concurrent  care,  follow-uj)  cai  e or  follow-up  con- 
sultations have  never  been  provided  by  Blue 
Shield.  Fhe  j^resence  of  the  only  prejjaid  closed 
panel  health  maintenance  organization  (HMO), 
the  Rhode  Island  (iroup  Health  Association 
(RKiHA),  has  had  a relatively  small  market  pen- 
etration over  the  past  10-15  years,  and  has  not 
been  perceived  as  a threat  by  either  Blue  Cross/ 
Blue  Shield  or  the  practicing  jjhysician. 

In  1983,  a statewide  Indejjendent  Practice  As- 
sociation (IPA)  fee-for-service  HMO  (Ocean  State 
Physicians  Health  Plan)  began  operation.  Its  un- 
paralleled growth  to  over  80, ()()()  subscribers 
demonstrates  both  physician  and  j^atient  desire 
for  and  accejJtance  of  an  alternative  to  existing 


insurance  j)rograms.  The  intent  of  the  founders 
of  this  HMO  was  for  continued  free  access  fee 
for  ser\  ice  care.  Unfortunately,  the  Plan  entered 
the  marketplace  with  few  constraints  upon  eithei' 
physicians  or  patients,  which  has  led  to  a very 
high  level  of  utilization  of  services.  In  order  for 
the  j:>lan  to  sur\i\e  and  succeed,  both  jjatients 
and  physicians  must  assume  more  resj)ousibility 
for  their  actions.  I his  does  not  in  any  way  imply 
alteration  in  (juality  of  care  or  reduction  in  avail- 
ability of  sei'vices.  Alternatively,  the  judicious  use 
of  less  expensive  services,  ie,  office  visits  instead 
of  emergency  room  \ isits,  under  the  direction  of 
physicians  can  residt  in  savings  without  compro- 
mising care.  Finally,  hos])itals  must  also  be 
brought  into  the  j^rocess  as  particij^ants  who  are 
concerned  about  costs  while  also  maintaining  or 
increasing  their  market  share. 

Fhe  initial  Blue  Cross/Blue  Shield  response  to 
competition  was  one  of  disregard.  In  1985,  when 
Ocean  State  Physicians  Health  Plan  had  40,000- 
50,000  members.  Blue  Shield  planned  to  develojt 
its  own  capitated  gatekeejier  HMO.  In  June  of 
1986  however.  Blue  Cross/Blue  Shield  adojited 
a new  plan  of  attack.  This  plan  was  neither  to 
increase  jiremium  dollars  because  for  the  first 
time  there  \vas  a competitor  on  the  scene,  nor  to 
decrease  consumer  benef  its  (rather  they  were  in- 
creased), but  t(j  decrease  j^hysician  fees  and  in 
addition  to  make  physicians  choose  between 
Ocean  State  Physicians  Health  Plan  and  Blue 
Shield  jjarticipation.  It  is  beyc^nd  the  scope  either 
of  my  expertise  or  of  this  Editorial,  to  discuss  the 
legal,  economic,  and  moral  asjjects  of  this  situ- 
ation. Suffice  it  to  say  that  these  matters  will  be 
adjudicated  over  the  next  seveial  yeais  at  great 
expense  to  everyone,  including  the  consumei'. 

\Vhile  the  insurance  comjjanies  do  battle,  the 
jihysician  is  caught  in  the  middle.  Malpractice 
insurance  jjremiums  continue  to  rise.  Fhe  cost 
of  doing  business  continues  to  rise.  Medicare 
reimbursement,  a major  jjortion  of  the  income 
of  most  i^livsicians,  while  not  affected  at  all  by 
the  local  controversies  is  either  cajjped,  increas- 
ing too  slowly,  or  in  the  case  of  some  specialties 
even  decreased.  Frustration  and  hostility  among 
|jhysicians  is  high,  and  a \ariety  of  ojjtions  are 
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l)cing  explored.  In  making  deeisioirs  one  must 
weigh  die  short-lei  in  agaiirst  die  long-term.  In 
the  short  term,  not  particijiating  in  Ocean  Stale 
Physicians  Health  Plan  may  result  in  a small  ac- 
ceptable linancial  loss,  hut  may  conijiromise  lor 
the  Intnre  any  leverage  with  Bine  (iross/Blne 
Shield.  'Phis  will  not  be  an  easy  decision  f or  many 
individuals,  d he  overriding  fact  remains  that 
healtfi-care  premium  dollars  are  not  increasing 
fast  enough  to  assure  jihysicians  increased  in- 
come in  line  with  rising  costs  or  even  to  sustain 
jiresent  income. 

'Phis  dilemma  is  not  easily  soluble,  nor  is  the 
same  answer  correct  for  each  individual.  All  that 
one  can  exjiect  is  that,  if  reasonable  people  look 


The  Rhode  Island  Medical  Society 
Library  — A Valued  Treasure 

In  the  November  1986  issue  of  this  Journal,  Hel- 
en Dejong,  Librarian  Emerita  of  the  Rhode  Is- 
land Medical  Society,  described  some  of  the  spe- 
cial treasures  of  the  Society’s  library.  She  told  of 
the  foresight  and  devotion  of  a small  group  of 
distinguished  and  foresighted  members  who  put 
together  this  valued  collection  in  the  early  years 
before  and  after  the  turn  of  the  century  — Doc- 
tors George  D.  Hersey,  James  Henry  Davenport, 
and  Herbert  Graves  Partridge,  among  others  — 
who  worked  diligently  to  fill  the  shelves  of  the 
then  new  library  building,  built  seventy-five  years 
ago  and  completed  in  1912. 

The  fate  of  the  library  in  recent  years  has  been 
precarious  because  of  the  fiscal  problems  of  the 
Society.  Plsage  of  the  library  has  declined,  af- 
fected by  the  growth  of  hospital  libraries  pur- 
suant to  their  educational  programs. 

The  library  serves  a number  of  useful  pur- 
poses in  addition  to  its  availability  to  members. 
It  has  many  historically  valuable  volumes  acces- 
sible nowhere  else  in  the  state.  It  receives  peri- 
odicals from  exchanges  through  the  Rhode  Island 
Medical  Journal  of  journals  from  the  four  corners 
of  the  world.  It  is  a valuable,  most  indispensable 
resource  for  the  Journal.  It  is  a rich  resource  for 
the  community,  with  full  access  unavailable  at 
such  repositories  as  the  libraries  at  Brown  Uni- 
versity, and  contains  volumes  not  in  any  case 
available  at  that  institution.  It  is  a resource  used 
by  many  special  groups  in  the  community  — law- 
yers, reporters,  insurance  underwriters,  high 
school  and  college  students,  and  a variety  of 
scholars.  It  also  provides  Medline  services  with 


at  the  facts  unemotionally,  they  will  make  ra- 
tional judgments  that  will  .serve  them  for  both 
the  shoit  and  long  terms.  Phis  is  a difficult  but 
interesting  and  exciting  time  to  be  involved  in 
medicine.  VVe  should  not  shim  our  res[)onsibili- 
ties  to  our  patients,  and  should  assume  smne  re- 
sponsibility for  the  cost  of  medical  care.  Rhode 
Island  physicians  are  in  a ciitical  situation,  and 
their  individual  decisions  will  be  the  determining 
factor  as  to  how  this  scenario  jilays  out. 

Joseph  A.  Cdia/.an,  Ml) 

Medical  Director 

Ocean  State  Physicians  Plealth  Plan 


access  to  the  National  Medical  Library. 

Some  two  years  ago  an  important  little-publi- 
cized survey  of  the  library  was  made  by  a distin- 
guished authority  in  the  field,  Richard  J.  Wolfe, 
Gurator  of  Rare  Books  and  Manuscrijjts  in  the 
Francis  A.  Countway  Library  of  Medicine  of  the 
Harvard  Medical  School  and  Joseph  Garland  Li- 
brarian of  the  associated  Boston  Medical  Library. 
Some  of  his  comments  are  relevant; 

“I  would  recommend  that  for  the  time  being 
the  Society  hold  on  to  these  collections.  I found 
that  they  are  excellent  from  the  viewpoint  of 
studying  medical  history,  and  that  such  a collec- 
tion could  not  easily  be  built  again  except  through 
long  and  continuing  effort  and  great  expense. 
While  parts  of  them,  the  older  monographs  for 
example,  could  be  sold  or  auctioned,  such  a sale 
would  probably  realize  only  a fraction  of  their 
value,  perhaps  $25,000  or  $50,000,  and  only  a 
small  part  of  the  collection  could  be  disposed  of 
in  this  way.  The  vast  majority  of  materials  would 
prove  difficult  to  dispose  of  by  sale,  and  the  So- 
ciety would  probably  still  be  left  with  the  larger 
part  of  its  collections  and  its  problems,  and  this 
after  the  most  significant  part  of  the  collection 
had  been  removed.  Inasmuch  as  xhe  Rhode  Island 
Medical  Journal  is  edited  at  the  Society’s  head- 
quarters, this  seems  justification  enough  for  re- 
taining these  collections.” 

Wolfe  continued: 

“In  summation,  I found  that  Rhode  Island 
Medical  Society  owns  a small  but  very  fine  his- 
torical collection,  one  which  is  on  a par  with  some 
universities  conducting  programs,  including 


566 


Rhode  Island  Medical  Journal 


graduate  programs,  in  medical  history;  that  such 
a collection  has  been  built  uj)  over  a century-and- 
a-half  and  rellects  the  collecting  interests  and 
tastes  of  some  ol  Rhotle  Island’s  outstanding 
medical  personalities  — Usher  Parsons  and 
Charles  V.  Chapin,  tor  examj)le  — and  that  such 
a collection  could  not  be  assembled  again  at  this 
late  date,  and,  therefore,  great  care  should  be 
exercised  in  reaching  a decision  regarding  its  f u- 
ture. I would  like  to  see  this  collection  remain  in 
Rhode  Island  to  serve  as  a resource  for  the  teach- 
ing and  study  of  medical  history  there.” 

While  the  main  eni])hasis  of  the  Society  at  the 
moment  is  on  f iscal  and  socioeconomic  problems, 
this  has  not  always  been  so.  In  the  past  there  was 
much  interest  in  the  scholarly  pursuits,  and  there 


Coming  Anniversary 

Nineteen-eighty-seven  will  be  a signal  year  in  the 
history  of  the  Rhode  Island  Medical  Society  — 
the  75th  anniversary  of  the  building  of  the  So- 
ciety’s handsome  library  constructed  in  1912  and 
the  175th  anniversary  of  the  founding  of  the 
Society  itself  in  1812. 

This  double  anniversary  calls  for  more  than  a 
routine  notice  of  the  event.  The  150th  anniver- 
sary in  1962  was  celebrated  by  a very  successful 
health  fair  lasting  several  days  held  at  the  mon- 
umental old  Cranston  Street  Armory  and  by  the 
publication  of  a history  of  the  first  century-and- 
a-half  of  the  Society  together  with  historical  ac- 
counts of  the  district  associations.  There  was  much 
good  will  and  many  favorable  comments  gen- 
erated by  the  fair,  which  was  partially  financed 
by  several  businesses  in  the  community. 

Little  time  can  be  wasted  if  a suitable  celebra- 
tion is  to  be  mounted  in  1987  — in  fact  the  time 
is  already  late. 

This  writer  would  suggest  that  a fair  late  in  ’87 
should  be  seriously  considered.  Not  only  will  it 
prof  it  the  community  as  an  educational  exercise, 
but  it  will  accrue  to  the  benefit  of  the  Society  as 
a public  relations  venture.  Because  of  its  edu- 
cational nature  grant  funds  may  be  available. 

Let  the  House  of  Delegates  and  the  Council  of 
the  Society  give  heed  to  this  special  opportunity. 

Seebert  J.  Goldowsky,  MD 


may  be  again  in  the  future.  I he  Society  must 
guard  against  a posture  that  may  be  interpreted 
as  anti-intellectual.  If  these  valuable  collections 
are  eventually  disj)ersed,  it  will  be  impossible  as 
with  Humpty-Dumpty  to  put  it  back  together 
again.  Wolfe  stated  that  he  hoj)ed  that  the  col- 
lection might  retain  its  identity,  that  it  be  dynantic 
and  not  merely  a relic  of  the  j)ast,  and  that  it 
serve  as  a resource  for  the  study  of  medical  his- 
tory in  Rhode  Island. 

1 he  Society  has  an  obligation,  both  historical 
and  moral,  to  itself  and  to  the  community  to  ac- 
complish this  goal.  It  must  avoid  a hasty  decision 
that  its  members  at  some  futine  time  will  regret. 

Seebert  I . Cioldowsky,  MD 


OFFICE 

SPACE 

AVAILABLE 


due  to  retirement 

E.  Greenwich  / Warwick,  R.l. 

Fuiiy  Equipped 
Actively  Functioning 

Family  Practice  / Internal  Medicine 

Large  building  includes  blood  test  lab  in  basement 
and  upstairs  apartment 

401-884-7357 
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Added  Control  For 
America’s  Coughs 


The  expectorant 
Advantage  of  Codeine. 

Robitussin  and  codeine.  Each  5 ml  (1  teaspoonful)  contains;  Guaifenesin,  USP,  100  mg; 
Codeine  Phosphate,  USP,  10  mg  (warning:  may  be  habit  forming);  alcohol.  3.5  percent;  in  a pal- 
atable, aromatic  syrup 


Pharmaceutical  Division,  Richmond. Virginia  23261-6609 


©A  H.  Robins  Company  1985 
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Providing  Service  to  Both 
Physicians  and  the  Public 

Providing  medical-care  continues  to  l>e  increas- 
ingly coinjilex.  rechnology  changes  rapidly,  and 
our  practices  become  more  specialized.  In  our 
ever  changing  jjrofession  we  are  challenged  con- 
stantly to  assure  that  we  perform  at  the  highest 
possible  standards.  A provider’s  perlbrinance  that 
f alls  below  acceptable  standards  results  primarily 
from  one  of  three  reasons:  imjjairment,  com- 
petency, or  unprofessional  ccjiiduct.  d he  Rhode 
Island  Medical  Society  has  accepted  the  resj)on- 
sibility  of  monitoring  physician  performance  by 
establishing  three  standing  committees.  These  are 
the  Committee  on  Impaired  Physicians,  the  Peer 
Review  Committee  on  the  Competency  of  Phy- 
sicians, and  the  Mediation  Committee.  These 
committees  play  an  essential  role  on  behalf  of 
both  the  doctors  and  the  public,  hut  their  actions 
go  relatively  unnoticed. 

The  Committee  on  Impaired  Physicians  is 
charged  with  providing  aid  and  assistance  to  doc- 
tors whose  judgements  and  abilities  are  aff  ected 
by  illness.  This  committee  helps  j^hysicians  re- 
ceive treatment  for  conditions  such  as  chemical 
dependency,  behavioral  disorders,  and  senility. 
These  illnesses  if  left  untreated  may  become  se- 
rious enough  to  impair  ])hysicians’  judgements 
and  endanger  their  patients. 

Doctors,  families,  patients,  and  others  are  en- 
couraged to  report  cases  where  impairment  is 
suspected.  If  the  evidence  warrants  the  involve- 
ment of  this  committee  and  the  doctor  has  failed 
to  seek  the  necessary  treatment,  the  committee 
proceeds  with  appropriate  action.  It  will  become 
the  physician’s  advocate  by  of  fering  compassion- 
ate, comprehensive,  and  confidential  aid.  When 
necessary  it  will  refer  the  individual  to  specialists 
for  diagnosis  and  treatment.  The  progress  of  each 
case  is  monitored,  and  the  committee  supports 
the  recovering  physician  in  resuming  a full  prac- 
tice. 

The  success  of  this  committee  is  recognized 
and  respected.  Eighty-five  per  cent  of  chemically 
dependent  physicians  assisted  by  the  Impaired 
Physicians  Committee  have  returned  to  a normal 
practice. 

The  Peer  Review  Committee  on  Physician 
Competency  was  created  to  consider  cases  where 


the  level  of  a j)hysician’s  jjerformance  has  been 
(]uestioned.  Written  com))laints  from  i)hysicians, 
patients,  state  agencies,  or  insurance  carriers  are 
some  of  its  sources  of  information.  The  com- 
mittee mav  recommend  lefresher  courses,  re- 
medial education,  and  other  courses  of  action 
deemed  appro})i  iate. 

In  cases  where  the  Health  (iare  Review,  Inc  of 
Rhode  Island  (IICRl,  the  professional  review  or- 
ganization) susi)ects  incomj)etency,  details  are  in 
the  works  to  allow  the  committee  in  conjuncti(jn 
with  HCRI  to  help  the  physician.  Ehis  will  he 
done  before  the  matter  escalates  to  a level  of 
seiiousness  which  warrants  the  attention  of  the 
federal  government. 

d'he  Mediation  Committee  considers  matters 
of  unprofessional  conduct  and  addresses  ethical 
(|uestions  independent  of  medical  competence. 
Ibis  committee  imestigates  cases  where  jjhysi- 
cians  knowingly  practice  below  acceptable  stand- 
ards. Many  of  these  cases  can  be  resolved  by  jjeer 
pressure.  However  if  the  unjjrofessional  conduct 
appears  to  be  serious  enough,  it  is  referred  to 
the  aj)|3roj)i  iate  state  agency. 

The  success  of  most  cases  before  these  three 
committees  is  dependent  upon  the  extent  of  co- 
ojjeration  by  the  physician  in  question.  The  com- 
mittees have  been  created  to  aid  j^hysicians  in 
overcoming  difficult  circumstances  while  ensur- 
ing that  the  highest  cjuality  of  health-care  is  pro- 
vided in  this  state.  In  matters  where  the  physician 
in  cjuestion  refuses  to  cooperate  with  the  apj^ro- 
priate  committee,  there  is  no  alternative  other 
than  to  refer  the  matter  to  the  state  disciplinary 
])anel. 

The  doctors  that  makeup  these  committees  are 
all  volunteers.  The  time  and  effort  devoted  by 
these  members  addressing  this  responsibility  de- 
serves recognition.  Because  of  their  special  com- 
mitment both  the  public  and  the  doctors  are  bet- 
ter served,  and  the  number  of  bad  outcomes 
reduced.  This  Society  and  all  other  citizens  of 
Rhode  Island  owe  these  dedicated  doctors  our 
sincerest  appreciation.  If  they  can  help  you  or 
someone  you  know  jjlease  contact  them  at  the 
Rhode  Island  Medical  Society. 


Peter  I).  T.  Charisse,  Ml) 
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become  the  largest 
full  service  medical  lab  in 
Rhode  Island . . . 


We  are  Licensed  nationally  by  the  Center  for  Disease  Control 
(CDC),  and  participating  members  of  the  American 
Association  of  Bioanalysts  (AAB)  and  the  American 
Association  of  Medical  Technologists  (AAMT). 


V 

V 


A board  certified  pathologist,  as  a member  of  our  staff, 
oversees  the  work  of  all  our  trained  lab  technicians. 

Our  eight  patient  service  centers,  strategically  located 
throughout  the  State,  offer  the  fastest,  most  convenient  and 
widest  range  of  in-house  testing  facilities  in  Rhode  Island.  Our 
trained  couriers  pick  up  specimens  and  hand-deliver  reports. 
Our  lab  supervisors  are  always  available  to  discuss  testing 
procedures  and  results. 


We  offer  many  special  services,  such  as  Pathology,  Mobile 
X-ray,  EKG  and  Holter  Monitoring.  We  even  offer  a 24-hour 
stat  service  every  day  of  the  year. 


SERVICE  CENTERS:  Cranston  • Pawtucket  • Coventry 
Narragansett  • West  Warwick  • Cumberland 


CRANSTON  MEDICAL  LABORATORY,  Inc. 

WEST  BAY  MEDICAL  CENTER,  1370  Cranston  Street.  Cranston.  Rl  02920 


TRIBUTE 


An  Appreciation  of 
Bencel  L.  Schiff,  MD 


Presented  at  the  New  England  Dermatological  Society 
meeting  of  April  26,  1986. 


Bencel  L.  Schiff  died  November  15,  1985,  his 
passing,  in  a sense  marking  the  end  of  an  im- 
portant era  in  the  history  of  Rhode  Island  der- 
matology. He  was  a dynamic  man  who  in  many 
ways  touched  the  lives  and  hearts  of  innumerable 
individuals  in  the  New  England  community. 

Born  in  Seda,  Lithuania  in  1909,  he  graduated 
from  the  University  of  Montpellier,  France  with 
a Bachelor  of  Science  degree  in  1928  and  a med- 
ical degree  in  1932.  Following  graduation  he 
moved  to  the  United  States  and  did  a rotating 
internship  from  1932  to  1933  at  St.  Joseph’s  Hos- 
pital, Lancaster,  Pennsylvania.  His  training  in 
dermatology  commenced  with  a residency  at 
Philadelphia’s  Skin  and  Cancer  Hospital  from 
1934  to  1937  and  was  followed  by  a residency  in 
malignant  disease  at  the  New  York  City  Cancer 
Institute  in  1938  and  1939.  Deeply  concerned  by 
the  deplorable  situation  in  Europe  at  the  time, 
in  1940  he  enlisted  in  the  military,  achieving  the 
rank  of  Lieutenant  Colonel  as  a Flight  Surgeon 
in  the  United  States  Army  Air  Force.  Upon  his 
discharge  after  five  years  of  military  service,  he 
took  additional  dermatologic  training  with  a year 
at  Bellevue  Hospital,  New  York  City,  followed 
by  a year  at  the  Boston  City  Hospital.  In  1947 
he  was  certified  by  the  American  Board  of  Der- 
matology. 

That  same  year  he  commenced  private  prac- 
tice in  Pawtucket,  Rhode  Island,  continuing  with- 
out interruption  until  his  death.  During  these  38 
years  he  cared  for  thousands  of  residents  of 
Rhode  Island,  Massachusetts,  and  Connecticut, 
both  in  his  office  and  at  the  many  clinics  to  which 
he  devoted  his  time.  In  1950  he  was  appointed 
an  instructor  in  the  Department  of  Dermatology 
at  Boston  University  School  of  Medicine  by  John 
Downing,  then  department  chairman.  He  played 
an  important  role  in  the  development  of  this  then 
small  department,  continuing  to  do  so  after  the 
late  Herbert  Mescon  became  its  chief.  The  de- 


Bencel  L.  Schiff,  MD,  1909-1985 


partment  of  Dermatology  at  Boston  University 
Ijecame  one  of  the  major  ones  in  the  country.  In 
recognition  of  his  achievements  in  teaching.  Doc- 
tor Schiff  was  promoted  to  the  position  of  As- 
sociate Clinical  Professor. 

For  many  years  he  served  as  the  head  of  the 
departments  of  dermatology  at  both  the  Paw- 
tucket Memorial  Hospital  and  the  United  States 
Veterans  Administration  (VA)  Hospital  in  Prov- 
idence. In  1970  when  the  Brown  University  Pro- 
gram in  Medicine  instituted  a department  of  der- 
matology, he  threw  all  his  support  behind  this 
new  program  and  its  chief,  Charles  McDonald, 
and  continued  to  work  actively  to  make  it  a rec- 
ognized leader  in  the  training  of  medical  stu- 
dents and  dermatology  residents.  Initially  ap- 
pointed Associate  Clinical  Professor  of  Medicine 
(Department  of  Dermatology)  he  soon  was  pro- 
moted to  Clinical  Professor  and  finally  to  Clinical 
Professor  Emeritus.  Many  graduates  of  the  res- 
idency program  will  attest  to  the  debt  they  owe 
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Dodor  Scliill  lor  his  unstintim)  interest  in  them 
as  individnals  and  lor  the  invalnahle  lessons 
leal  ned  Irom  him.  A lotation  at  the  VA  Medical 
Center  was  one  ol  the  highlights  ol  the  residency, 
due  to  Doctor  Schilfs  dynamic  personality  and 
warmtli. 

I lis  iiujiiisitive  mind  led  him  into  many  c linical 
imestigations.  He  j)iil)lislied  51  articles  in  the 
del  inatologic  literatni  e between  1917  and  1982. 
His  exti aorclinary  tole  in  medicine  and  |jaitic- 
nlarly  in  the  lielcl  ol dei  inatology  was  recogni/ed 
by  his  elec  tion  to  the  position  of  president  of  the 
Pawtucket  Medical  Society,  secretaiy  and  latei 
president  ol  the  Rhode  Island  Dei  inatological 
Society,  and  treasnrei  and  eventually  president 
ol  the  New  Kngland  Dermatological  Society. 

A nnicjiie  jjhysician,  he  was  no  less  remai  kahle 
as  a son,  brother,  hnshand,  and  lather.  His  con- 
cern lor  his  parents,  siblings,  and  relatixes  and 


his  sellless  giving  to  insure  their  well-being  was 
onistanding.  His  devotion  to  his  wile  Kdith,  to 
danghter  Susan,  and  son  P)arry,  and  the  warmth 
and  love  that  snrionnded  this  small  family  were 
no  less  remarkable  and  served  as  a model  that 
we  ha\e  tiied  to  emulate. 

Beiuel  I..  Sc  hilT  will  long  he  remembered  lor 
his  most  important  roles  as  pi ac titioner,  re- 
searcher, and  teac  her  in  the  field  of  dei  niatologv. 
He  will  he  admired  for  his  \ irtues  as  htishand, 
father,  and  friend.  ()nts|)oken  in  his  beliefs  and 
with  no  tolerance  for  bigot r\  and  hypocrisy  he 
will  fore\er  be  respected  as  a man  who  believed 
strongly  and  who  spoke  out  without  hesitation  in 
su|)j)ort  ol  those  beliefs.  He  will  be  missed. 

Arthur  B.  Kern,  .MI) 

Lionel  (k  Bercoxitch,  .Ml) 
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neRpecin-L^ 


herpes  lobialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  dds,  MN 

“HERPECIN-Lf . . . a conservative  approach 
with  iow  risk/high  benefits.”  MD,  FL 

“Used  at  prodromai  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromai  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Rhode  Island  HERPECIN-L  is  available  at  all 
Brooks,  CVS,  Rite  Aid  and  other  select  pharmacies. 


^ ^ITl  niWn 

HEALTH  CARE  AT  ITS  BEST 

AIRFORCE 

MEDICINE 

★ 

Air  Force  medicine  is  one  of  our  best  benefits.  The  Air 
Force  needs  physicians  such  os  you  to  keep  it  that  way, 

Most  administrative  responsibilities  ore  in  the  hands  of 
others,  giving  you  the  time  to  give  full  attention  to  the  patients' 
needs.  Our  hospitals  ore  staffed  with  dedicated,  competent 
professionals  to  assist  you. 

You'll  have  time  for  your  family  and  to  keep  abreast  of 
the  latest  methods  and  technologies  that  you  don't  have  time 
for  now.  We  also  offer  unlimited  professional  development 
and  financial  security. 

Find  out  more  about  Air  Force  medicine.  Contact  your 
nearest  Air  Force  recruiter.  Call 

TSgt  Bill  Cavalieri 
(401)  528-4043 
(In  Providence) 
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STATEMENT 

ANY  MEDICAL  PRACTICE 

ANY  STREET 
ANY  CITY.  USA 


OOB  . . 

HOAAE  PmOM( 
aork  Phone 


NJUHr  DATE 


There  are  three  ways  to  bill  | 


JAMES  SMITH 
100  MAIN  STREET 
ANV  CITY,  U.S.A. 


C ConsuM«tion  'P  iniufancf  Payment 

EC  Emeroency  Care  NC  NoCnarge 

FS  Form  Sent  OSA  Ortnopeflic  SurQicai  AssiMar 

HVMC  Hosp  Visit  and  Ov  Ottice  Visit 

MedicaiCare  RPT  Heeort 

INJ  iniection  5 Surgery 


This  iS  a copy  Of  yOuR  ACCOUNT  AS  i’  appsars  ON  *OuR  ifcOu'R  i AflD 


CA  Cast  Application 

CC  Cast  Change 

CK  Checu 

CR  Cast  Removal 

CRE  Credit 

CS  Cash 


THE  OLD  WAY. 

Most  patients  are  still  getting  fuzzy  copies  of 
hand-written  ledger  cards.  No  wonder  they're 
confused  about  what  they  owe  and  why.  No 
wonder  they  don't  pay  your  bills. 


I 


STATEMENT 


ACCOUNT 

NUMBER 

PAOE 

ANY  CHARGES  OR  PAYMENTS  RECEIVED  AFTER 
THE  DATE  BELOW  WILL  APPCAR  ON  YOUR  NEXT  STATEMENT 

DATE  BILLED 

12090 

1 

2/21/86 

James  Smith 

AMOUNT  REMITTED 

100  Main  Street 


Any  City,  USA 


ANY  MEDICAL  PRACTICE 

ANY  STREET 

ANY  CITY,  U.S.A. 


THE 

INCOMPLETE 

WAY. 

The  same  bill — computer-generated — only  filled 
in  with  more  questions  than  answers.  How  did 
the  previous  balance  get  to  $804?  What  portion 
does  the  patient  owe?  Why  do  they  owe  it? 

Where's  the  detail? 


ANY  CHANGE  >N  THE  A80VE  AODRESS 
SHOULD  BE  REPORTED  TO  OUR  OFFICE 


eu..En«o-  i_2i_86 

billed  to 

2-20-86 


date 

2/21/8t 

ACCOUNT  NUMBER 


12090 


Your  Account  is  past  due. 


i 


t 


/our  patients. 


ANY  MEDICAL  PRACTICE 

ANY  STREET 
ANY  CITY,  U.S  A. 


Attach  to  insurance 
carrier  form  and 
submit  for  payment 
from  extended 


benefits.  \ 

JAMES  SMITH 
100  MAIN  STREET 
ANY  CITY,  U.S.A. 

\ 

J 

ACCOUNT  NO 

^ 12090 

A 

STATEMENT  DATE 

L02/2I/86 

/ 

DETACH  AND  RETURN  TOP  PORTION  WITH  YOUR  PAYMENT 


AMOUNT 

ENCLOSED 


Services,  payments, 
and  adjustments . 
are  all  clearly 
described. 


Unpaid  services 
are  detailed  until 
paid  in  full. 


3624 


3624 


11/20/85  9003 

01/05/86 
01/05/86 
01/17/86 
01/17/86 
MEDICARE 
CLAIM. 

12/15/85 
02/02/86 
02/02/86 
AWAITING 
YOUR  BALANCE  HAS 


AND  co- 
rn E BALA 
5637 


OVER  30  DAYS 


4.00 


ATTENDING  PHYSICIAN'S  STATEMENT 


INSURANCE 
ICE  IS  YO 
JAMES 


CO- INSURANCE  PAY  4E: 


OVER  60  DAYS 


.00 


DESCRIPTION 


JAMES  0 INTERMEDIATE  EXAMINAT/ 
MEDICARE  PAYMENT- 
MEDICARE  ADJUSTMENT 
NO  CO-INSURANCE  PAYMENT 
COURTESY  ADJUSTMENT 
AVE  PAID  THEIR  PORTION  OF  THIS 
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Clinicopathological  Conference 


Thomas  Jones,  MD 
Enold  Dahlquist,  MD 
David  Williams,  MD 


An  81 -year-old  wliitc  leniale  presented  to  her 
physician  with  three  weeks  of  progressive  weak- 
ness and  myalgias. 

She  had  been  well  until  six  months  before  ad- 
mission when  she  develoj)ed  a jiersistent  cough 
productive  of  whitish  sj^ntinn.  Three  weeks  be- 
fore admission  she  experienced  the  onset  of  fa- 
tigue, weakness,  muscle  aches,  and  anorexia.  Two 
weeks  later  she  was  nnahle  to  stand  nj)  from  a 
chair  without  assistance,  d hree  days  before  ad- 
mission she  developed  intermittent  nausea  and 
vomiting.  She  denied  fever,  chills,  arthralgias, 
headaches,  chest  pain,  shortness  of  breath,  diar- 
rhea, or  gastrointestinal  fileeding. 

Her  past  medical  history  was  significant  for 
hypertension  treated  with  hydrochlorthiazide, 
and  chronic  anxiety  treated  with  Tria\il®  (j)er- 
))henazine  and  amitriptyline)  and  bntabarhital. 
She  had  received  desensitization  injections  lor 
allergic  rhinitis  for  several  years,  ending  in  the 
recent  past.  She  denied  allergies  to  medications, 
use  of  alcohol,  or  tobacco,  toxin,  or  infections 
exposure.  She  was  married  and  had  always  been 
a homemaker. 

On  examination  the  j)atient  was  a pale,  thin 
elderly  white  female.  Her  temperature  was  102°F 
rectally,  respirations  were  18,  and  pulse  was  100. 
Blood  pressure  was  170/70,  and  there  were  no 
orthostatic  changes.  There  were  no  rashes  or  skin 
lesions.  Head  and  neck  were  normal.  No  lymph- 


Thomas  Jones,  ML),  is  a clinical  scholar  at  the  De- 
partment of  Medicine,  University  of  North  Carolina, 
Chapel  Hill,  North  Carolina. 

Enold  Dahlcjuist,  MI),  is  a pathologist  and  Director  of 
Transfusion  Service  at  Rhode  Island  Hospital,  Prov- 
idence, Rhode  Island. 

David  Williams,  MD,  is  Director  of  the  Cardiovascular 
Laboratory  at  Rhode  Island  Hospital,  Providence, 
Rhode  Island. 


adeno|)athy  was  detected.  I'liere  were  no  masses 
on  breast  examination.  Slight  hibasilar  crackles 
were  noted  on  chest  auscultation.  The  heart  was 
normal  excej)t  for  a (bade  11  systolic  murmur  at 
the  left  sternal  border  with  radiation  to  the  ca- 
rotids. Abdominal  examination  was  negative,  and 
on  rectal  examination  revealed  stool  was  negatixe 
loi  occult  blood.  No  atroj^hy  or  deformities  of 
the  extremities  was  noted.  Neurologic  exami- 
nation revealed  noi  inal  mental  status,  and  nor- 
mal reflexes,  cerebellar  Innction,  and  sensory 
function.  Strength  was  8/3  jjKJximally  and  4/5 
distally  in  all  extremities. 

Serum  sodium  was  12h  mE(|/l,  jjotassium  4.5 
niEq/1,  chloride  86  mEc|/l;  and  carlxm  dioxide  22 
niEt|/l.  Urea  nitrogen  was  24  mg  per  100  ml, 
creatinine  1.8  mg  j)er  100  ml.  Hemoglobin  was 
10.0  gm  per  100  ml,  hematociit  80.4  per  cent, 
and  white  cell  count  10,400  with  88  percent  neu- 
trophils, 1 1 per  cent  lynijjhocytes,  5 per  cent 
monocytes,  1 per  cent  eosinophils  (hemoglobin 
rej)ortedly  was  “normal'’  two  months  before  ad- 
mission). Mean  corjjuscular  \olume  was  81  El  m^, 
reticulocyte  count  1.2  jjer  cent,  erythrocyte  sedi- 
mentation rale  59  mm  per  hour.  Iron  was  22  mg 
per  100  ml,  iron-binding  ca|)acity  118  mg  per 
100  ml,  ferritin  400  ng  jjer  ml,  and  haptoglobin 
400  mg  per  100  ml.  l.actic  dehydrogenase  was 
466  U j)er  ml,  serum  asjiartate  amino  transam- 
inase (SGOT)  22  U per  ml,  creatinine  phos- 
phokinase  29  mU  per  ml,  alkaline  phosjjhatase 
100  lU  per  liter.  Bilirubin  was  0.8  mg  per  100 
ml.  Eotal  protein  as  5.6  gm  j^er  100  ml,  albumin 
2.6  gm  ])er  100  ml.  Calcium  was  8.8  mg  per  100 
ml,  magnesium  1.5  mg  j:)er  100  ml,  phosphorus 
2.9  mg  ])er  100  ml.  T hyroxine  was  5.7  mg  j^er 
100  ml;  triiodothyronine  resin  uptake  was  81.4 
j^er  cent,  thyroid-stimulating  hormone  8.8  mL' 
j^er  ml.  Urine  pH  was  7.0,  with  8-5  red  cells  and 
6-10  white  cells.  Cultures  of  urine,  sputum,  and 
f)lood  were  negative.  Rheumatoid  factor  and  an- 
tinuclear antibody  were  negative.  The  chest 
x-ray  studies  and  electrocardiogram  were  nor- 
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inal.  The  patient  was  anergic  on  skin  testing. 

The  j)atient  was  comfortable  initially,  hut  she 
remained  weak  and  anorexic.  Her  temper  atm  e 
rose  nightly  to  102°F  with  no  apparent  reason. 
Abdorrrinal  irltr asoitrrd  exarrrirratiorr  showed  a 
r ight  rerral  cyst.  Ahdornirral  atrd  pelvic  cotrtjnited 
torrrogr  aj)hy  (Cd  ) scarrs  showed  a (i  crrr  cystic  den- 
sity rrrass  hehirrd  the  liladder  orr  the  riglrt  side  of 
the  jrelvis,  corrsislerrt  with  an  ovariarr  cyst.  Irrtra- 
verrons  Pyelograrn  (IVf’)  showed  extrirrsic 
corrrpressiorr  of  the  bladder  by  the  mass.  A sirr- 
gical  procedirre  was  then  performed. 

Discussion:  Tom  Wachlel,  M.D.,  Defxirhnenl  of 
Medicine 

Summarizing  this  case,  the  patient  is  an  81 -year- 
old  white  female  who  developed  an  illness  three 
weeks  prior  to  admission,  characterized  l)y  prcj- 
gressive  fatigire,  weakness,  muscle  aches,  and  an- 
orexia. She  had  a productive  cough  six  months 
preceding  hospitalization,  but  trefore  that  was  re- 
por  tedly  well  except  for  hyperterrsion  arrd  anx- 
iety. During  her  acute  illness  she  became  so  weak 
progressively  tliat  she  was  unable  to  stand  Ironr 
a chair  by  herself.  She  also  experienced  rurnier- 
ous  gastrointestinal  complaints.  She  never  re- 
ported fever,  chills,  or  diaphoresis,  but  was  fe- 


br  ile  throughout  her  hospital  cour  se.  1 her  efore, 
fever  was  jrrobably  preserrt  before  adrrrissiorr. 

Her  exarrrirratiorr  revealed  rmrscle  weakness 
nrore  jjromirrerrl  irr  proxirrral  groitps.  Mir.scle 
terrder  rtess  or  jjairr  orr  active  corrtractiorrs  was  rrot 
reported.  1 here  was  rro  rmrscle  atrophy,  arrd  the 
absertce  of defor  ririty  irnjdies  that  rmrscle  swellirrg 
was  rrot  jrreserrt.  1 he  orrly  other  positive  firrdirrg 
was  a rriitr  rrrur.  Laborator  y evaluatiorr  revealed 
a rror  rrrocytic  norrr  egener  ative  arrernia  with  arr 
itorr  saturatiorr  of  IS.b  ])er  cetrt,  arrd  elevated 
ferritin  arrd  haptoglobirr.  Lhe  sedirrrerrtatiorr  rate 
was  high  (59  rnrrr  jjer  hour).  Lactic  dehydrogerr- 
ase  was  slightly  increased,  but  liver,  renal,  arrd 
thyroid  furrctiorrs  were  all  withirr  normal  rarrge. 
Alburrrirr  was  decreased,  and  sigrriHcarrt  hyjjo- 
natr  ernia  was  jjreserrt.  Calcium,  magnesium,  arrd 
phosj)orus  were  all  rrorrnal.  All  cirltures  were 
negative.  Radiologic  examirrations  revealed  a 
right  ovariarr  cyst,  a right  rerral  cyst  and  a normal 
chest  x-ray. 

The  patierrt  has  three  major  problerrrs  that 
warrant  in-dejrth  consideratiorr:  the  irrllamrira- 
trrry  jrrocess,  the  muscle  weakness,  and  the  ovar- 
ian cyst.  Ther  e is  arnjrle  evidence  that  an  inflam- 
matory process  is  present,  with  the  patient’s 
constitutional  syrnptonrs,  elevated  sedimentation 


Table  1.  Causes  of  Fever  of  Undetermined  Origin 

Number  of  Cases 

Category 

Second  Series  (1970-80) 

First  Series  (1952-57) 

Infections 

Abdominal  abscesses  (including  liver  and  biliary  tract) 

11 

11 

Mycobacterial 

5 

11 

Cytomegalovirus 

4 

0 

Endocarditis 

0 

5 

Other 

12 

9 

Total 

32 

36 

Neoplastic  Diseases 

Lymphoma,  leukemia  and  related  malignancies 

22 

8 

Solid  tumors 

11 

9 

No  histologic  diagnosis 

0 

2 

Total 

33 

19 

Collagen  Diseases 
Rheumatoid  arthritis 

4 

2 

Vasculitis 

4 

2 

Rheumatic  fever 

1 

6 

Systemic  lupus  erythematosus 

0 

5 

Total 

9 

15 

Granulomatous  Diseases  (Sarcoidosis) 

8 

4 

Miscellaneous 

7 

16 

Factitious  Fever 

3 

3 

Undiagnosed 

13 

7 

Grand  Total 

105 

100 
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rate  and  tlie  rise  in  acute  phase  reactants  such  as 
ferritin  and  haptoglobin.  Furthermore,  we  can 
infer,  based  on  what  is  known  aljout  her  anemia, 
that  this  inOammatory  process  is  chronic.  Al- 
though the  exact  criteria  for  the  diagnosis  of  fe- 
ver of  unknown  origin  (FUO)  are  not  met  (3 
weeks  of  evaluation),  the  patient’s  presentation 
does  fit  this  general  clinical  picture.' 

With  advances  in  medical  technology,  it  is  not 
surprising  that  the  relative  importance  of  the  var- 
ious causes  of  FUO  has  changed  since  the  1950s, 
as  described  by  Larson,  Featherstone,  and 
Petersdorf-  (Table  1).  In  the  1970s,  the  propor- 
tions of  infectious  and  collagen-vascular  causes 
are  smaller,  while  there  is  relatively  more  neo- 
plasia. Endocarditis  has  disappeared  as  a cause, 
likely  because  routine  blood  cultures  are  per- 
formed in  febrile  patients  with  or  without  heart 
murmurs,  and  possibly  because  of  a more  judi- 
cious use  of  antibiotics  by  physicians.  Tubercu- 
losis has  decreased,  but  remains  on  the  list.  Cy- 
tomegalovirus is  a newcomer,  primarily  because 
of  our  recent  ability  to  make  this  diagnosis.  Lu- 
pus has  lost  its  place  on  the  list  with  the  use  of 
the  very  sensitive  antinuclear  antibody  (ANA)  test 
for  screening,  rather  than  the  more  specific  but 
relatively  insensitive  lupus  erythematosis  (LE)  cell 
preparation  used  in  the  1950s  and  1960s.  The 
greater  contribution  of  malignant  disease  is 
largely  an  indirect  result  of  the  decrease  in  other 
causes.  Which  of  these  diagnoses  might  fit  this 
patient?  The  patient  is  very  unlikely  to  have  an 
abdominal  abscess.  She  had  no  predisposing  ill- 
ness such  as  appendicitis,  cholecystitis,  or  div- 
erticulitis. The  CT  scan,  which  is  generally  quite 
sensitive  in  making  this  diagnosis,  failed  to  show 
the  presence  of  an  abscess.  Eurthermore,  the 
course  of  events,  and  her  examination  are  not 
suggestive  of  an  abdominal  abscess. 

Cytomegalovirus  (CMV)  infection  can  produce 
cough  and  other  symptoms  of  pneumonia.  Other 
clinical  manifestations  include  a petechial  rash, 
splenomegaly,  hepatomegaly,  abnormal  liver 
function  tests,  and  a mononucleosis-like  syn- 
drome of  malaise,  fever,  chills,  myalgias,  sore 
throat,  headache,  anorexia,  abdominal  pain, 
lymphadenopathy,  and  splenomegaly.  Atypical 
lymphocytes  are  usually  found  in  the  blood.  Be- 
cause of  the  patient’s  age  and  the  duration  of  her 
pulmonary  symptoms,  she  almost  certainly  does 
not  have  CMV  infection,  but  appropriate  sero- 
logic tests  would  be  needed  to  exclude  this  di- 
agnosis. 

Despite  the  association  of  murmurs  with  fever, 
it  is  unlikely  that  she  has  bacterial  endocarditis 


(BE),  because  the  blood  cultures  were  negative 
and  no  ass(jciated  signs  are  present.  Eurther- 
more, there  is  no  evidence  to  support  any  of  the 
causes  of  culture  negative  endocarditis,  such  as 
prior  antibiotic  use,  right-sided  BE,  bacteria  with 
special  growth  requirements,  uremia,  and  non- 
bacterial  infections." 

Fhere  are  several  other  infections  in  the  dif- 
ferential diagnosis,  including  osteomyelitis,  ame- 
bic abscess,  candidiasis,  psittacosis,  brucellosis,  and 
various  viruses.  Again,  there  is  nothing  in  the 
patient’s  presentation  to  support  these  diagnoses. 

Although  the  contribution  of  tuberculosis  as  a 
cause  of  EUO  has  decreased,  it  still  occurs,  and 
often  the  diagnosis  is  difficult  to  establish.^  This 
patient’s  chest  x-ray  film  is  normal,  ruling  out 
classic  pulmonary  tuberculosis.  Extra-pulmonary 
disease  must  be  considered,  including  miliary  and 
urogenital  forms. 

The  symptoms  of  miliary  tuberculosis"  include 
w'eakness,  anorexia,  weight  loss,  fever,  and  cough; 
all  were  described  by  this  patient  except  weight 
loss.  Physical  findings  include  fever,  tachycardia, 
tachypnea,  pulmonary  auscultatory  abnormali- 
ties, hepatomegaly,  splenomegaly,  and  nuchal 
rigidity.  This  patient  is  described  as  having  only 
fever  and  borderline  tachycardia.  She  was  also 
anergic,  which  is  consistent  wath,  but  not  specific 
for,  miliary  tuberculosis.  Eurthermore,  the  vast 
majority  of  patients  have  a miliary  pattern  on 
chest  x-ray  study,  a finding  wdiich  w'as  not  de- 
scribed in  our  case. 

With  the  presentation  of  an  abnormal  urine 
sediment,  a right  renal  mass  by  ultrasound,  and 
a right  adnexal  mass  on  CT  scan,  urogenital  tu- 
bercidosis  must  be  considered.  It  was  not  clear 
from  the  protocol  wiiy  the  abdominal  ultrasound 
and  pelvic  CT  were  done,  but  it  may  have  been 
to  follow  up  the  abnormal  urinalysis.  The  dif- 
ferential diagnosis  of  culture-negative  pyuria  and 
microscopic  hematuria  warrants  mention.  It  in- 
cludes, for  example,  nonbacterial  infections  such 
as  tuberculosis,  neoplastic  lesions  of  the  kidney 
and  bladder,  nephrolithiasis,  and  interstitial  ne- 
phritis. The  lesion  found  on  idtrasound  exami- 
nation was  described  as  a renal  cyst.  Ultrason- 
ography is  extremely  accurate  in  differentiating 
between  cysts  and  cancer."  The  intravenous  pye- 
lography failed  to  show'  any  additional  intrinsic 
lesions  of  the  kidneys  or  collecting  system,  es- 
sentially ruling  out  urinary  tuberculosis.  A com- 
plete work-iq3  should  include  urine  cultures  for 
acid-fast  bacilli  to  ride  out  occult  urinary  involve- 
ment as  part  of  miliary  tuberculosis.  In  contrast 
with  the  situation  in  males,  urinary  and  genital 
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t iil)crc ulosis  in  women  arc  oltcn  nmclatcd  l)c- 
(anse  bodi  result  Irom  in(lej)endeni  hemaio^e- 
nons  s|)read.  An  adnexal  mass  is  eonsislenl  with 
tnhei  enlosis  of  the  t ept odnetix  e oi  t>ans.  I here 
is  some  siij)|)ort  in  the  literatnre  lot  the  use  of 
the  laparotomy  to  tide  out  tnhercniosis  in  pa- 
tients with  solid  adnexal  masses.  It  is  unlikely  that 
the  eystie  lesion  in  this  patient  is  tiiherenlosis  he- 
eanse  granniomas  are  t’enerally  solid  lesions. 
Fnrthermore,  the  patient  does  not  have  any  of 
the  sym])toms  of  genital  tiiherenlosis.'  In  snin- 
mary,  tnhercniosis  is  unlikely;  howevei , it  would 
have  heen  pi  ndent  to  have  ohlained  ap))rojji  iate 
cnltnres  (morning  spulnms,  mine,  and  possibly 
hone  marrow).  Of  additional  interest  in  telalion 
to  tnhercniosis  is  the  ohsei  vation  that  this  jxilient 
is  hy])onatremie  and  has  a small  cardiac  silhou- 
ette, both  of  Which  are  signs  of  Addison’s  disease. 
In  the  |)ast,  the  most  common  cause  of  Addison’s 
was  tnhercniosis.  However,  in  this  instance  the 
hyjjonatremia  is  better  exjilained  by  diuretic  use, 
especially  with  the  accompanying  elevation  of  the 
hicaihonate  level.  While  the  abdominal  com- 
plaints are  consistent  with  Addisonian  crisis,  the 
hosjiital  course  without  steroid  therajiy  rules  this 
out. 

The  question  arises  as  to  whether  the  ])atient 
could  have  a malignant  disease  as  the  cause  of 
her  fever  and  other  symptoms.  Many  cancers  can 
cause  fever,  hut  most  commonly  it  is  seen  with 
lymphoma  and  renal  cell  carcinoma.  Referring 
to  the  previous  discussion  of  the  renal  cyst,  renal 
cell  carcinoma  has  heen  ruled  out.  This  jjatient 
could  have  a lymphoma,  hut  the  protocol  gi\es 
no  clues  as  to  its  whereabouts.  Previously,  it  was 
mentioned  that  a hone  marrow  aspiration  and 
biopsy  should  he  performed  to  rule  out  tuber- 
culosis completely.  Another  indication  for  bone 
marrow  examination  is  suspicion  of  malignant 
disease  in  a patient  who  is  also  anemic. 

d he  right  adnexal  mass  must  again  he  consid- 
ered in  the  context  of  discussing  a possible  ma- 
lignancy. While  tuberculosis  is  not  likely  to  pres- 
ent as  a cystic  lesion,  the  same  cannot  be  said  of 
ovarian  cancer.  Cystadenocarcinoma  can  jjresent 
clinically  as  a cyst,  and  the  diagnosis  is  made  by 
survical  removal  of  the  lesion.  Only  3 per  cent 
of  ovarian  lesions  less  than  5 cm  in  diameter  are 
malignant,  compared  with  15  per  cent  of  lesions 
greater  than  5 cm.  Precise  recommendations  for 
surgery  in  patients  with  an  adnexal  mass  have 
heen  published^  (Table  2).  This  patient  needs  an 
exploratory  laparotomy  as  part  of  her  work-up, 
regardless  of  the  odds  that  the  adnexal  lesion  is 
malignant. 


Table  2.  Indications  for  Exploratory  Laparotomy 

Prime  indications  for  doing  exploratory  laparotomy  are: 

— Any  pelvic  mass  that  has  appeared  after  the 
menopause,  particularly  an  adnexal  mass; 

— An  adnexal  mass  in  a woman  of  any  age  that 
progressively  enlarges  beyond  five  cm  while  under 
observation: 

— An  adnexal  mass  10  cm  or  more  in  size  (functional 
cysts  seldom  get  this  large); 

— A mass  that  cannot  be  definitively  diagnosed  as  either 
a fibroid  or  carcinoma. 


Immuuc  disoiders  should  now  he  considered. 
I he  uegati\e  antinuileai  antibody  essentially 
rules  out  systemic  luj)us  erythematosus  because 
the  sensitivity  of  the  antinuclear  antibody  is 
greater  than  95  per  cent,  and  thus  there  are  few 
false  negative  tests.  In  order  to  consider  the  di- 
agnosis of  antinuclear  antibody  negative  hqms, 
the  j^atieut  would  ha\e  to  present  with  typical 
clinical  findings,  which  is  not  the  case.  There  are 
no  clinical  manifestations  of  rheumatoid  arthritis 
either.  With  a negati\e  rheumatoid  factor,  there 
should  be  some  joint  com])laints  to  warrant  con- 
sideration of  this  diagnosis.  Still’s  disease  gen- 
erally occurs  in  young  women,  and  a rash  is  com- 
monly present. 

d’he  diagnosis  of  sarcoidosis  is  also  very  un- 
likely. She  has  none  of  the  features  of  sarcoidosis 
(Table  3)  except  the  general  symjJtoms  of  in- 
flammation. 

The  vasculitides  (eg,  polyarteritis  nodosa)  must 
also  be  included  in  the  differential  diagnosis  of 
FUO.  Once  again,  however,  this  patient  does  not 
have  any  of  the  relevant  clinical  findings  of  this 


Table  3.  Signs  of  Sarcoidosis 

Manifestations 

Peripheral  lumph  nodes 
Lungs 

— Hilar  and  mediastinal  changes 
— Parenchymal  changes 
Liver  involvement 
Skin  involvement 
Spleen  involvement 
Eye  involvement 
Neurological  involvement 
Anemia 
Leukopenia 
Eosinophilia 
Hypoalbuminemia 
Hyperglobulinemia 
Hypercalcemia 
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groiij)  of  diseases,  such  as  skin  rash,  glonieni- 
loiiej3hritis,  monc3neiiritis  imilliplex,  ]3ulnionarv 
infiltrates,  or  central  nervous  syteni  involvement. 
Therefore,  polyarteritis  nodosa  and  its  variants 
are  unlikely. 

1 he  jjatient’s  muscle  comj)laints  are  better  de- 
fined and  consist  primarily  of  soreness  and  weak- 
ness. Apparently  there  is  no  atrojihy,  deformity, 
or  swelling  present.  Abnormal  mnscle  fnnclion 
can  he  classified  by  the  site  of  the  primary  disease 
process.  Examples  are  ii]3])er  motor  netnx^n  (as 
in  strokes),  lower  motor  neuron  (as  in  amy- 
otrophic lateral  sclerosis),  ])eripheral  nenroj)athy 
(as  in  diabetes),  nenronuisciilar  junction  (as  in 
myasthenia  gravis)  and  the  nuiscie  itself.  The 
combination  of  a ))roximal  distribution  of  vveak- 
ness  and  mnscle  pain  leads  to  a strong  consid- 
eration of  a primary  mnscle  disease.  Myasthenia 
gravis  and  related  disorders  can  he  ruled  out 
because  they  do  not  cause  myalgia.  The  miiscnlar 
dystrophies  can  be  ruled  out  because  of  the  pa- 
tient’s age  and  the  complaint  of  myalgia  rather 
than  cramps. 

Ehere  are  several  accjuired  diseases  of  muscles 
including  polvmyositis/dermatomyositis,  poly- 
myalgia rheumatica,  sarcoid  myojjathy,  infec- 
tions, and  metabolic  myopathies,  d his  last  cate- 
gory includes  thyrotoxicosis,  alcoholism, 
hypophosphatemia,  and  periodic  paralysis.  In- 
fections that  can  directly  involve  muscle  include 
bacteria  (staphylococcus,  streptococcus,  and  mil- 
iary tuberculosis),  parasites  (trichinosis,  cysticer- 
cosis,  and  toxoplasmosis),  and  viruses  (innuenza 
and  coxsackie).  Sarcoidosis  was  previously  dis- 
cussed and  excluded.  There  is  little  evidence  to 
support  any  of  the  infectious  causes.  Finally,  the 
metabolic  myopathies  generally  do  not  cause 
myalgias  and  are  thus  unlikely  in  this  patient. 

Two  clinical  entities  deserve  closer  attention  at 
this  point.  These  are  polymyalgia  rheumatica  and 
polymyositis. 

In  favor  of  polymyalgia  rheumatica  are  the 
patient’s  sex  and  age,  the  elevated  sedimentation 
rate,  the  myalgias,  and  the  normal  muscle  en- 
zymes. Table  4 is  a listing  of  common  clinical 
manifestations.*^  The  presence  of  weakness  and 
the  absence  of  morning  stiffness  are  against  this 
diagnosis.  While  it  is  true  that  testing  muscle 
strength  in  the  presence  of  pain  may  falsely  lead 
to  an  impression  of  weakness  the  protocol  infor- 
mation does  not  support  polymyalgia  rheu- 
matica. Normal  electromyography  and  muscle 
biopsy  would  be  expected. 

Polymyositis  is  more  likely  in  this  patient."’  *' 
In  favor  of  this  diagnosis  are  the  combined  pres- 


Table  4.  Criteria  for  Diagnosis  of  Dermatomyositis- 
Polynnyositis 

— Progressive  symmetrical  proximal  muscle  weakness 

— Muscle  biopsy  consistent  with  myositis 

Fibre  necrosis 
Regeneration 

Sarcolemmal  nuclei  (centralization) 

Inflammatory  infiltrate 
Perifascicular  atrophy 

— Elevated  muscle  enzymes  (CPK,  SCOT,  LDH, 
aldolase) 

— Abnormal  electromyogram 

Positive  or  sharp  waves 
Insertional  irritability 
Fibrillations 

Short  polyphasic  motor  units 
Lack  of  neuropathy 

— Cutaneous  disease 

Heliotrope 
Gottron's  papules 
Photodistribution  of  poikiloderma 
Periungual  telangiectasias 


ence  of  myalgias  and  weakness  and  the  tendency 
of  this  disease  to  occur  more  often  in  women  and 
the  elderly.  Fever  is  not  commonly  described  as 
a feature,  but  with  significant  muscle  tissue  de- 
struction, a fever  might  I)e  present.  The  negative 
muscle  enzymes  must  be  considered.  While  most 
jiatients  have  elevations  of  CiPK  and  SCiOT  in 
the  course  of  the  disease,  as  many  as  one-third 
will  have  normal  enzymes  at  the  time  of  pres- 
entation. A small  percentage  of  patients  have  an 
accompanying  interstitial  pneumonitis.  An  as- 
sociation between  polymyositis  and  malignancy 
has  been  described  in  the  literature.'-  This  as- 
sociation probably  exists  only  with  dermato- 
myositis;  so  the  presence  of  skin  findings  is  very 
important.  These  include  a heliotrope  rash  or 
dusky  discoloration  of  the  eyelids,  Gottron’s  pap- 
ules, periungual  telangiectasia,  and  poikilo- 
derma with  a photodistribution.  This  patient  has 
none  of  them.  This  patient  actually  meets  only 
the  criteria  of  progressive  symmetrical  and  prox- 
imal muscle  weakness  ( Fable  4).  She  did  not  have 
electromyogra])hy  or  a muscle  bioj3sy. 

There  are  two  final  possibilities  in  the  differ- 
ential diagnosis  to  be  mentioned.  First,  factitious 
fever  shoidd  ncjt  be  excluded  on  the  basis  of  the 
patient’s  age.  Octagenarians  are  ])robably  as  likely 
to  fake  illness  as  younger  people,  but  this  patient 
has  enough  objective  findings  to  exclude  Mun- 
chausen’s synclrome.  Second,  iatrogenic  illness 
should  be  considered,  particularlv  the  possibility 
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()1  (Irug-iiuluced  symptoms.  1 he  liydrot  Iiloio- 
lliia/ide  is  the  most  likely  cause  oi  liet  hypona- 
tremia. lioth  hat  hiturates  and  the  phenothia/ines 
can  cause  levet . Barhit m ates  can  cause  myalgia, 
and  amiti  ijjtyline,  because  ol  its  anticholinergic 
pioperties,  can  cause  muscle  weakness.  Fui  ther- 
more,  allergic  reactions  to  any  of  these  drugs  can 
cause  inllammatory  signs. 

In  conclusion,  my  diagnosis  is  polymyositis  as- 
sociated with  ovaiian  cystadenocarcinoma.  Ad- 
ditional diagnostic  work-up  should  include  elec- 
tromyography followed  hy  muscle  hio})sy  if  the 
electromyogram  shows  a myopathic  picture,  a 
bone  marrow  hiojisy  (with  cultures  for  tubercu- 
losis), spututn  and  urine  s})ecimens  for  acid-fast 
bacteria,  and  an  exploratory  laparotomy. 

Pathological  Discussion:  Alfredo  Esparza,  MI) 

I he  specimen  consisted  of  a uterus  with  bilateral 
adnexae  and  an  appendix.  There  was  a lef  t ovar- 
ian cyst,  7 cm  in  diameter  and  filled  with  clear 
fluid;  microscopically  this  corresponded  to  a ser- 
ous cystadenoma.  The  uterus  was  small,  34.5  gm 
and  measured  7 X 5 x 2.5  cm.  There  weie  no 
external  abnormalities.  The  serosal  surfaces  of 
the  uterus,  tubes,  and  ovaries  were  unremark- 
able. There  was  a small,  sessile  endometrial  polyp. 
The  microscopic  study,  however,  revealed  strik- 
ing and  unsuspected  changes.  There  was  evi- 
dence of  a wiclespread  necrotizing  arteritis  in- 
volving both  ovaries  and  tubes  as  well  as  the  body 
and  cervix  of  the  uterus.  Nearly  all  arteries  of 
medium  size  were  affected.  Acute  necrotizing  le- 
sions were  prevalent,  with  extensive  areas  of  fi- 
brinoid necrosis,  often  circumferential.  In  some 
vessels  the  necrosis  was  limited  to  the  intima,  but 
in  others  involved  the  media  with  destruction  of 
the  internal  elastic  lamina.  A marked  inflam- 
matory infiltrate  was  noted  in  the  vessel  walls 
extending  into  the  adventitia  and  surrounding 
stroma.  The  infiltrate  consisted  of  polymor- 
phonuclear leukocytes  and  mononuclear  cells, 
especially  histiocytes.  Eosinophils  were  present, 
but  in  rather  insignificant  proportions.  In  some 
arterioles  the  inflammatory  reaction  revealed  a 
granulomatous  appearence  with  epithelioid  and 
multinucleated  giant  cells.  Changes  of  healed  and 
healing  vascular  lesions  were  also  present,  al- 
though not  numerous. 

The  changes  above-described  are  those  of  the 
“classic”  form  of  polyarteritis  nodosa.  Since  pol- 
yarteritis is  a systemic  disease,  it  is  not  unusual 
to  make  the  diagnosis  on  an  incidental  surgical 
specimen  unrelated  to  the  patient’s  basic  disease 
process.  The  involvement  of  the  uterus  and  ad- 


iiexae,  however,  is  uncommon,  contrary  to  the 
gonadal  imolvement  in  the  male.  I he  lack  of 
symptoms  attributed  to  the  reproductive  organs 
in  this  jiatient  is  not  surjnising  because,  in  gen- 
eral, there  is  little  coiielation  between  signs  and 
sym])toms  and  the  actual  organ  involvement  by 
necrotizing  vasculitis. 
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the  Rhode  Island  General  Assembly  passed  a drug 
product  selection  (DPS)  statute,  thus  jjerniitting 
pharmacists  for  the  first  time  to  engage  in  brand 
interchange.  The  “DPS  law”  consists  of  a variety 
of  provisions  in  applicable  sections  of  the  General 
Laws  of  Rhode  Island  and  in  Rules  and  Regulations 
Pertaining  to  Drug  Product  Selection  promulgated 
by  the  Director  of  Health. 

Legal  Provisions 

The  use  of  a prescription  slip  containing  two  sig- 
nature lines  is  mandated  by  the  following  pro- 
vision: 

Prescription  Slips.  — Every  prescription  slip 
issued  by  a physician  shall  contain  the  clearly- 
printed  name  and  address  of  the  issuing  phy- 
sician. In  addition  every  prescription  written 
in  this  state  shall  have  two  (2)  lines  for  the 
practitioner’s  signature.  Under  the  first  line 
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shall  be  the  words  “Substitution  Allowed.”  Un- 
der the  second  line  shall  be  the  words  “Dis- 
pense As  Written.”  By  signing  one  (1)  of  the 
two  (2)  lines  the  practitioner  has  indicated  to 
the  pharmacist  his  dispensing  instructions.  The 
rec]uirements  of  this  section  and  of  §5-37-18.1 
shall  not  apply  to  an  order  to  dispense  a drug 
for  immediate  administration  to  a hospital  in- 
patient.' 

The  provision  alluded  to  in  the  practice  act 
mandates  that  in  the  absence  of  certain  condi- 
tions the  “Substitution  Allowed”  line  be  signed: 

Physicians  Required  to  Authorize  Product  Selec- 
tion. — Every  licensed  Rhode  Island  physician, 
when  prescribing  any  drug  by  brand  name, 
shall  in  each  such  prescription,  oral  or  written, 
authorize  a less  expensive  generic  equivalent 
drug  product  by  signing  on  the  line  marked 
“Substitution  Allowed”  provided,  however,  that 
if  in  the  professional  judgment  of  the  prescrib- 
ing physician  the  brand  name  is  medically  nec- 
essary, the  physician  shall  sign  on  the  line 
marked  “Dispense  As  Written”  on  the  pre- 
scription form." 

The  role  of  the  pharmacist  in  DPS  is  defined 
in  the  following: 

Pharmacists  — Substitution  of  Drugs.  — Phar- 
macists when  dispensing  a prescription  shall, 
unless  requested  otherwise  by  the  purchaser 
in  writing,  substitute  drugs  containing  the  same 
active  chemical  ingredients  of  the  same 
strength,  quantity,  and  dosage  form  as  that 
drug  requested  by  the  prescriber  from  ap- 
proved prescription  drug  products  in  accord- 
ance with  the  provisions  of  section  21-31-16, 
unless  ordered  by  the  prescribing  physician  to 


December,  1986  — Vol.  69 


585 


(lisj)eiisc  as  writttMi  on  the  prese  i ijjtion  lomi, 
or  if  llie  prescril)cr  gives  oral  direction  to  sneli 
elTect  to  the  dis])ensing  i)hai  inacist.  The  re- 
(|nireinents  of  this  section  shall  not  aj)i)ly  to  an 
ordei'  to  dis|)ense  a drug  for  immediate  admin- 
istration to  a hospital  in-patient.  The  phar- 
macist will  make  a |)rodnct  selection  from  ap- 
proved prescrijition  cling  jnodiicls  and  shall 
j)ass  the  savings  on  to  the  ultimate  consnmer, 
exclusive  of  the  j)harmacist’s  professional  fee. 
1 he  j)harmacist  may  not  charge  a higher  or 
different  professional  fee  for  the  jjrescrij^tion 
ding  product  prescribed.  When  a drug  j)rod- 
nct  selection  is  made,  the  pharmacist  shall  in- 
dicate the  product  dispensed  on  the  written 
prescription,  or  on  the  oral  jji  escription,  which 
has  been  reduced  to  writing.-’ 

Several  additional  statutory  provisions  are  sig- 
nificant: 

The  term  “ecjiiivalent  and  interchangeable” 
means  having  the  same  generic  name,  dosage 
form  and  labeled  potency;  meeting  standards 
of  the  United  States  Pharmaccjpeia  or  Naticjnal 
Formulary,  or  their  successors,  if  applicable, 
and  not  found  in  violation  of  the  requirements 
of  the  United  States  Food  and  Drug  Admin- 
istration, or  its  successor  agency,  or  the  Rhode 
Island  Department  of  Health.^ 

Annual  Reports.  — The  Director  shall  make 
annual  reports  to  the  General  Assembly  by 
February  10  of  each  year  showing  a list  of  ap- 
proved prescription  drug  products  with  ther- 
apeutic ecjLiivalence,  and  an  estimate  of  the  av- 
erage savings  to  the  general  public.^ 

Pharmacists.  — When  a pharmacist  dispenses 
a therapeutically  equivalent  drug  product, 
there  shall  be  no  additional  liability  imposed 
on  the  prescribe!'  who  authorizes  said  product 
selection,  or  on  the  pharmacist  dispensing  said 
product  selection  from  a physician’s  oral  or 
written  order.*’ 

Fhe  original  bill  enacted  by  the  legislature  cre- 
ated a commission  consisting  of  thirteen  mem- 
bers which  was  charged  with  the  task  of  creating 
a formulary  from  which  pharmacists  were  to 
make  their  selections  when  engaging  in  author- 
ized DPS.  After  five  years  of  this  model,  the  leg- 
islature repealed  the  commission  provisions  and 
authorized  the  Director  of  Health  to  appoint  an 
Advisory  Committee  for  Drug  Product  Selection 
for  the  purpose  of  recommending  to  the  Director 
products  deemed  not  to  be  therapeutically  equiv- 
alent. Since  January  1982,  the  only  listing  on  the 


state’s  “negative  formulary”  is  controlled  release 
y\n hydrous  I heojihylline. 

I hese  selected  provisions  quoted  here  jjrovide 
background  and  a framework  for  consideration 
of  the  study  condiu  ted  to  measure  the  effective- 
ness of  the  DPS  law  and  the  extent  of  tompliance 
with  its  pro\isions  by  members  of  the  health  care 
community  in  Rhode  Island. 

Fhe  annual  reports  of  the  Director  of  Health 
to  the  General  Assembly  for  the  years  up  to  the 
study  rejiorted  below  were  based  in  large  meas- 
ure upon  the  extrapolation  of  secondary  and  an- 
ecdotal data.  I his  study  was  devised  with  the 
objective  of  clocumenting  practice  as  it  existed  in 
November  1989  in  Rhode  Island,  including  an 
assessment  of  the  magnitude  of  reduced  ex- 
penditures, if  any,  for  multi-source  prescrijjtion 
drugs  dispensed  in  community  pharmacies  in  the 
state. 

The  Study 

In  October  1984,  ajjproximately  two  weeks  prior 
to  the  beginning  of  the  study,  an  educational  and 
orientation  program  was  conducted  at  a mem- 
bership meeting  of  the  Rhode  Island  Pharma- 
ceutical Association.  Fhis  jirogram  included  a re- 
view of  the  current  provisions  of  the  state’s  DPS 
law  and  the  proposed  format  of  the  study  to  be 
launched  on  November  1,  1984.  Principal  inves- 
tigators of  the  ])roject  were  on  hand  to  answer 
questions  from  the  audience  about  the  study  and 
provisions  of  the  statutes  and  regulations,  still 
unclear  or  misunderstood  by  some  pharmacists. 

In  November  1984,  a cover  letter,  instruction 
sheet,  data  collection  forms  and  a return  postage- 
paid  envelope  were  mailed  to  each  of  the  212 
licensed  community  pharmacies  in  Rhode  Island. 
The  principal  investigators  were  a University  of 
Rhode  Island  Gollege  of  Pharmacy  faculty  mem- 
ber on  sabbatical  leave  and  a pharmacist-Pep- 
perdine  University  Law  School  student  on  a legal 
clerkship,  both  at  the  Rhode  Island  Department 
of  Health  Division  of  Drug  Control  (DDC).  Re- 
turns were  sent  directly  to  DDC.  No  means  of 
identification  were  available  to  the  researchers 
or  enforcement  personnel. 

Pharmacists  were  asked  to  maintain  a log  of 
the  next  fifty  new  prescriptions  filled  in  their 
respective  pharmacies,  providing  certain  infor- 
mation outlined  on  the  form.  Information  was 
requested  as  to  whether  the  required  two-line 
prescription  slip  was  used  by  the  prescribe!',  and 
if  so  which  line  was  signed.  The  pharmacist  then 
indicated  the  name  of  the  drug  and  whether  or 
not  a substitution  had  been  made,  and  whether 
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the  patient  override  provision  was  invoked.  I he 
name  of  the  drug  disjjensed  and  of  the  labeler/ 
manufacturer  were  also  re(|uiied.  Under  “Pay- 
ment,” the  pharmacist  was  asked  to  specify 
whether  private  out-of-pocket,  private  insur- 
ance, or  government  program.  Under  “Cdiarge 
Differential,”  the  pharmacist  was  instiiicted  to 
indicate  the  dollar  value  of  the  charge  differ- 
ential between  what  was  charged  when  there  was 
a substitution,  and  what  wouki  have  been  charged 
had  the  brand  name  product  been  dispensed. 

Completed  questionnaires  were  received  be- 
fore the  deadline  date  from  ninety-four  (94) 
pharmacies,  yielding  information  on  a total  of 
four  thousand  seven  hundred  (4,700)  new  pre- 
scriptions. This  constittites  a response  rate  of  44.3 
per  cent. 

Responses  dealing  with  the  level  of  use  of  the 
required  two-signature  line  form  indicated  that 
86.83  per  cent  of  the  prescription  orders  re- 
ported from  participating  pharmacies  were  ex- 
ecuted on  the  required  two-signature  line  form. 

Since  DPS  can  be  effected  only  by  the  phar- 
macist when  the  prescribe!'  so  designates  by  sign- 
ing the  “Substitution  Allowed”  line,  data  were 
collected  to  determine  the  frequency  of  such  au- 
thorization, whether  a substitution  were  possible 
or  not.  No  substitution  is  possible  when  the  brand 
name  product  is  a single-source  product  with  no 
generic  equivalent  available.  The  law  permits  the 
patient  to  effect  an  override  of  the  prescriber’s 
authorization  by  insisting  on  the  brand  name 
product  in  writing.  In  the  sample,  41.2  per  cent 
of  all  prescriptions  contained  authorization  for 
the  pharmacist  to  substitute,  w hether  or  not  sub- 
stitution were  possible. 

Any  assessment  of  direct  impact  of  the  statu- 
tory requirements  upon  patient  cost  savings 
would  be  predicated  on  the  numbers  and  fre- 
quency of  substitution  actually  made.  Respond- 
ents were  asked  to  report  when  such  a step  was 
taken,  to  identify  the  brand  name  product  or- 
dered, the  specific  product  substituted,  including 
the  manufacturer  or  labeler,  and  the  dollar  dif- 
ferential. Of  all  prescriptions  submitted,  12.7  per 
cent  were  substituted  with  a generic  in  compli- 
ance with  the  statutory  provisions  and  rules  and 
regulations. 

An  additional  mechanism  exists  w hereby  phar- 
macists can  select  the  actual  product  to  be  dis- 
pensed. Although  not  specifically  mentioned  in 
the  DPS  provisions,  the  pharmacist  has  the  au- 
thority to  determine  which  manufacturer’s  prod- 
uct to  dispense  when  the  prescriber  uses  the  ge- 
neric name  of  the  drug.  Such  authority  had  been 


vested  in  the  phaiinacist  king  before  the  trend 
toward  rejieal  of  anti-substitution  law's  began 
across  the  country  in  the  decade  of  the  1970s. 
Prescribers  in  the  sanijile  ordered  14.2  jier  cent 
of  all  jirescriptions  by  genei  ic  name  rather  than 
by  trade  name. 

While  the  DPS  law  does  not  address  those  pre- 
scriptions written  by  genei  ic  name,  other  factors 
in  such  cases  are  operative  in  the  marketplace 
which  substantially  affect  the  patient  charge. 
I hese  factors  include  but  are  not  limitcxl  to  pre- 
scription drug  advertising  to  the  consumer, 
heightened  consumer  awareness,  price  cornjie- 
tition,  and  price  jiosting  requirements  for  certain 
drug  jji'oducts.  As  a consetjuence,  the  combined 
total  of  actual  substitutions  made  and  the  pre- 
scriptions ordered  by  generic  name  provides  a 
clearer  view  of  the  influence  on  observed  con- 
sumer cost  savings,  although  no  attempt  w as  made 
to  quantify  these  in  financial  terms,  fhe  overall 
total  of  all  prescriptions  in  the  sample  which  were 
actually  substituted  or  were  written  by  generic 
name  amounted  to  26.98  per  cent. 

As  indicated,  the  “Substitution  Allowed”  line 
is  signed  by  prescribers  in  many  instances  when 
substitution  did  not  occur.  I hose  situations  were 
analyzed  further  to  determine  what  did  take 
place:  written  by  generic  name  34  per  cent,  single 
source  products  47  per  cent,  patient  overrides  4 
per  cent,  and  no  substitution  made  15  per  cent. 
It  is  important  to  note,  therefore,  that  while  data 
presented  above  indicate  a 12.7  per  cent  actual 
substitution  rate,  this  figure  must  be  considered 
with  the  other  “Substitution  Allowed”  statistics  to 
grasp  the  full  impact  of  the  statute. 

Individual  pharmacy  reports  of  price  differ- 
entials between  what  would  have  been  charged 
for  the  brand  name  product  specified  by  the 
prescriber  and  the  selected  generic  equivalent 
were  averaged  and  a mean  figure  computed  for 
all  pharmacies  responding  in  the  affirmative  on 
such  substitutions.  The  average  consumer  sav- 
ings reported  per  prescription  per  pharmacy 
ranged  from  $0.70  to  $12.70.  The  average  dollar 
savings  reported  by  pharmacies  when  a substi- 
tution was  actually  made  amounted  to  $5.36  per 
prescription. 

An  effort  was  made  to  compare  these  results 
with  other  state  studies  reported  in  the  literature. 
These  include  data  from  a number  of  states,  in- 
cluding Rhode  Island  at  an  earlier  time  period 
when  the  entire  process  was  considerably  differ- 
ent in  some  significant  ways,  most  notably  the 
replacement  of  a “positive”  formulary  with  the 
“negative.” 
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In  H)8(),  a publication  ol  an  cailicr  study  con- 
(lucted  in  Floiida,  a state  with  a negative  loi- 
ninlaryd  sliowed  a substitution  rate  ol  b.2  i)ei 
cent  and  Mean  Savings/Rx  of  $1.92.  A federally 
(nnded  study  of  Dl’is  from  H)7(i  to  f9Hf  and 
j)nblished  in  the  latter  year  identified  a 7.()  jjer 
cent  rate  and  $1.38  average  saving  in  Michigan 
which  has  no  fornuilai  y.  A Rhode  Island  rate  of 
6.(i  pel'  cent  with  a positi\e  formulary  and  $().9(i 
savings  was  found.  Vermont’s  rate  was  14.4  jier 
cent  with  a jjositive  formulary  and  $1.14  in  av- 
erage savings.  Wisconsin  with  a positive  formu- 
lary reportedly  had  a rate  of  substitution  of  18.1 
per  cent  and  savings  of  $0.60.”  In  Illinois  a state 
with  a jiositive  formulary^  a study  pnhlishefl  in 
1981  reported  a 12.6  per  cent  rate  and  $1.47 
average  savings.  In  1985,  a Florida  follow’-uj) 
study  showed  a 6.8  per  cent  rate  and  $2.40  sav- 
ings, not  significantly  better  than  the  earlier  re- 
sults.'" 

The  willingness  of  prescribers  to  authorize 
substitution  as  well  as  the  frequency  of  prescrip- 
tions by  generic  name  indicates  a heightened 
aw'areness  of  the  law  and  its  provisions  by  pre- 
scribers and  some  growing  confidence  in  its  im- 
plementation. 

Conclusions 

Clearly,  when  the  diagnosis  and  selected  drug 
product  for  treatment  are  included  among  multi- 
source choices,  and  the  prescriber  makes  au- 
thorization know  n to  the  pharmacist,  savings  are 
possible  to  the  consumer  in  Rhode  Island.  The 
magnitude  of  those  savings  is  dependent  on  nu- 
merous factors  w hich  would  serve  as  the  basis  for 
further  study  of  the  state’s  experience. 

The  conclusions  are  limited  by  the  facts  that 
the  data  were  collected  only  during  the  month 
of  November  1984  and  were  self-reported  by 
pharmacists.  A methodology  utilizing  a “rolling” 
data  collection  scheme  might  provide  a leveling 
effect  with  seasonal  adjustment  for  illness  treat- 
ments throughout  the  year. 

Notwithstanding  these  possible  limitations,  the 
data  appear  to  support  the  conclusion  that  Drug 
Product  Selection  in  Rhode  Island  is  w'orking  to 
achieve  the  goals  sought  by  the  General  Assembly 
in  establishing  the  system.  These  goals  have  been 
met  with  no  apparent  impairment  of  the  quality 
of  health  care  provided  to  citizens  of  the  state. 
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Prediction  of  Ventricular  Function  From 
Plain  Chest  Roentgenogram 

Cardiothoracic  Ratio  May  Provide  Valuable  Information  and  Should  be  Measured 


Tom  J.  Wachtel,  MD 
Rose  Fredericks,  MD 

Chest  roentgenograms  are  performed  in  every- 
day medical  practice  for  “screening”  or  as  part 
of  the  evaluation  of  the  cardiovascular  or  pul- 
monary systems.  Estimation  of  heart  size  is  one 
of  many  reasons  to  perform  this  test.  Previous 
studies  have  established  a low  correlation  be- 
tween the  cardio-thoracic  (CT)  ratio  on  chest  x- 
ray  study  and  ejection  fraction  (EF)  measured  by 
quantitative  bipline  contrast  angiographic  data 
or  radionuclide  angiography.'  ^ The  reliability  of 
the  chest  x-ray  films  in  predicting  ventricular 
function  is  thus  limited.  However,  these  studies 
have  repeatedly  used  an  arbitrary  cut-off  of  0.5 
for  the  CT  ratio  to  separate  cardiomegaly  and 
“normal”  heart  size.  In  a recent  study  that  ex- 
amined the  reliability  of  bedside  evaluation  in 
determining  left  ventricular  function  in  a pop- 
ulation of  patients  with  suspected  or  proven  cor- 
onary heart  disease,  the  authors  found  cardio- 
megaly by  chest  x-ray  study  to  be  the  best 
predictor  of  ejection  fraction  by  radionuclide 
ventriculography  (Pearson’s  correlation  co-effi- 
cient r = 0.52).^  The  present  study  reexamines 
the  correlation  between  chest  x-ray  study  and 
ejection  fraction  by  radionuclide  angiography. 
Furthermore,  with  the  use  of  nonparametric 
methods,  we  provide  additional  data  that  can  be 
used  to  estimate  ejection  fraction  from  the  CT 
radio  by  chest  x-ray. 

Methods 

One  hundred  and  twenty-five  consecutive  pa- 
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tients  who  were  subjected  to  roentgenogram 
studies  and  radionuclide  ventriculography  for  the 
evaluation  of  left  ventricular  function  in  our  lab- 
oratory were  retrospectively  reviewed. 

The  radionuclide  ventriculography  was  per- 
formed using  a computerized  multicrystal  gamma 
camera  (Baird-Atomic  Systems  77)  equipped  with 
a one-inch  parallel  hole  collimator  position  an- 
terior to  the  precordium.  The  ejection  fraction 
was  measured  by  blood  pool  activity  method, 
which  as  been  shown  to  correlate  well  (Pearson’s 
r = 0.85  to  0.93)  with  that  measured  by  biplane 
contrast  angiography.^"  ® We  then  reviewed  the 
patients’  x-ray  files  to  find  a standard  six-foot 
anterior/posterior  and  lateral  chest  roentogeno- 
gram  that  had  been  performed  within  30  days 
of  the  radionuclide  ventriculography.  Twenty- 
five  cases  did  not  satisfy  this  condition  and  were 
rejected  from  the  study.  We  then  measured  the 
CT  ratio  as  recommended  by  Felson  on  the  film 
most  nearly  contemporary  with  the  ventriculog- 
raphy.' 

The  next  step  consisted  of  a chart  review.  The 
presence  of  pericardial  effusion  was  established 
by  clinical  signs  and  echocardiography  (three 
cases  were  found  and  excluded).  Similarly,  a clin- 
ical diagnosis  of  cor  pulmonale  resulted  in  the 
exclusion  of  three  cases.  Any  significant  change 
in  therapy  susceptible  of  affecting  the  ejection 
fraction  between  the  date  of  the  roentgenogram 
and  the  centriculogram  resulted  in  the  exclusion 
of  fifteen  cases  (administration,  discontinuation, 
or  change  in  dosage  of  diuretic  drugs;  digitalis; 
vasodilators;  or  beta  blocking  agents).  The  pres- 
ence of  valvular  heart  disease  was  established  by 
clinical  signs  complemented  by  echocardiogra- 
phy or  angiography,  but  did  not  result  in  exclu- 
sion. Seventy-five  cases  thus  remained  in  the  study 
for  analysis.  There  were  41  men  and  24  women 
whose  ages  ranged  between  18  and  90  years 
(mean  65.9,  S.D.  14.24). 
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Table  1.  Relationship  of  cardiothoracic  ratio  or  chest 
x-ray  with  ejection  fraction  or  radionuclide 
ventriculogram.  X-  4df  = 23.7,  p < 0.005. 
Numbers  in  parentheses  are  those  cases  left 
when  valvular  heart  disease  is  excluded.  (X^ 

4df  = 21.4,  p < 0.005) 

Results 

The  cases  were  divided  into  three  arbitrary 
groups  in  terms  of  the  ejection  fraction:  Group 
I — normal  ejection  fraction  (>50%),  Group  II 
— mild  to  moderately  reduced  (30  to  50%),  and 
Group  III  — severely  reduced  (<30%). 

Group  I included  32  cases,  Group  II  27  Cases, 
and  Group  III  16  cases.  No  patient  in  Group  III 
had  a CT  ratio  lower  than  0.5.  Only  six  patients 
in  Group  I had  a CT  ratio  greater  than  (3.55.  Of 
those  six,  four  had  significant  valvular  heart  dis- 
ease (two  with  mitral  regurgitation  and  two  with  2 

combined  aortic  and  mitral  regurgitation).  Two  u 

were  left  for  whom  no  satisfactory  explanation  o: 
for  the  discrepancy  between  CT  ratio  and  radio-  ^ 
nuclide  angiography  could  be  extracted  from  the  2 
medical  record.  These  findings  were  statistically  <3 
significant  (see  Table  1). 

A CT  ratio  between  0.5  and  0.55  does  not  per- 
mit prediction  of  the  ejection  fraction.  Similarly, 
mild  to  moderately  reduced  ejection  fractions 
(Group  II)  cannot  be  predicted  by  CT  ratio.  The 
Pearson’s  correlation  coefficient  r between  CT 
ratio  and  ejection  fraction  was  —0.41  (Fig  l).The 
F coefficient  was  139,  indicating  high  statistical 
significance  (p<0.001).  After  exclusion  of  13  cases 
with  valvular  heart  disease,  the  correlation  coef- 
ficient remained  the  same. 


Discussion 

As  demonstrated  by  previous  studies,  a correla- 
tion between  (71  ratio  on  chest  x-ray  films  and 
ejection  fraction  by  radionuclide  angiograj^hy 
exists,  but  is  low.'  -’  When  it  is  clinically  important 
to  monitor  closely  a patient’s  left  ventricular 
fimction,  the  chest  x-ray  study  is  not  accurate 
enough.  An  examj^le  of  this  would  be  the  pre- 
oj)erative  evaluation  of  a patient  with  a history 
of  heart  failure  for  cardiac  surgery  or  a patient 
being  treated  with  a catdiotoxic  drug.  Alterna- 
tively, clinical  situations  occur  in  daily  jjractice 
when  a crude  estimate  of  left  ventricular  f unction 
is  adcxjuate.  An  example  of  this  would  be  the  use 
of  a beta  blocking  agent  in  a patient  with  j)OSt- 
infarction  angina. 

The  reporting  of  GT  ratios  by  radiologists  and 
clinicians  has  fallen  into  disfavor  because  of  the 
relatively  poor  correlation  wath  ventricular  func- 
tion. Our  data  suggest  that  the  introduction  of 
two  cutoff  points  in  the  interpretation  of  heart 
size  on  chest  x-ray  films  may  improve  the  clinical 
usefulness  of  reporting  relative  heart  size.  In- 
deed a GT  ratio  of  less  than  0.5  has  a high  neg- 
ative predictive  value  (100  per  cent)  because  it 
reveals  a low'  probability  of  severe  reduction  of 
ejection  fraction  (ie,  <30  per  cent),  regardless  of 
the  presence  of  valvular  heart  disease.  Gon- 


Fig  I.  Scattergram  showing  the  distribution  of  CT  ratio 
by  ejection  fraction.  (Pearson’s  r = -0.41,  F = 139, 

p < 0.001). 
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versely,  a C'/I'  ratio  of  greater  than  0.55  has  a 
high  positive  j^redictive  value  (81  per  cent)  be- 
cause it  indicates  a low  probability  of  iiorinal  ejec- 
tion fraction  (ie,  >50  per  cent);  when  patients 
with  val\  idar  heart  disease  are  excluded,  the  pos- 
itive jjredictive  value  of  a C l ratio  greater  than 
0.55  is  92  per  cent.  C/F  ratios  between  0.5  and 
0.55  cannot  predict  ejection  fraction  and  thus  are 
not  helpful.  Based  on  our  findings,  C7T  ratios 
may  provide  valuable  information  for  selected 
patients  and  should  still  be  measured. 

Summary 

We  studied  75  patients  whose  radionuclide  an- 
giography was  contemporary  with  a standard  six- 
foot  postero/antero  and  lateral  chest  x-ray  film. 
Patients  with  chronic  lung  disease,  pericardial  ef- 
fusion, and  unstable  hemodynamic  status  were 
excluded. 

The  Pearson’s  correlation  coefficient  between 
cardiothoracic  (CT)  ratio  and  ejection  fraction 
was  0.4  (p<0.0 1 ). 

All  patients  with  CT  ratios  lower  than  0.5  had 
ejection  fractions  greater  than  50  per  cent.  Only 
six  patients  with  CT  ratios  greater  than  0.55  had 
ejection  fractions  greater  than  50  per  cent.  Four 
of  these  had  regurgitant  valvular  disease.  CT  ra- 
tios between  0.5  and  0.55  could  not  predict  ejec- 
tion fraction.  Similarly  ejection  fraction  between 
30  and  50  per  cent  could  not  be  predicted  by 
chest  x-ray  study. 
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ADVERSE  DRUG  REACTION 
^ Reporting  Project 


SUSPECT  A SERIOUS  OR  UNEXPECTED 

ADVERSE  DRUG 
REACTION? 

Please  Report  It. 


SUSPECTED  ADVERSE  REACTION  REPORT  (For  All  Drugs  and  Biologies) 


IMPORTANT  SUBMISSION  OF  A REPORT  DOES  NOT  NECESSARILY  CONSTITUTE  AN  ADMISSION  THAT  THE  DRUG  CAUSEOTHE  ADVERSE  REACTION 


PATIENT  INITIALS  (Optronat) 

A.D.R. 

AGE  tvearsl 

54 

SEX 

C?  MALE 

□ FEMALE 

DATE  OF  REACTION  ONSET 

12  Oct.  1986 

DESCRIBE  REACTION(Sl  lG'»e  signs,  sympioiris  Oiagnoses  course  and  lab  hnOingsi 

JAUNDICE 

CHECK  ALL  APPROPRIATE  TO 
REACTION 

□ DIED 

/ TREATED  WITH  R*  DRUG 
2 INPATIENT  HOSPITALIZATION 

□ SEVERE  OR  PERMANENT  DISABILITY 
~ EMERGENCY  ROOM  TREATMENT 

□ TREATMENT  IN  PHYSICIAN  OFFICE 
Q NONE  OF  THE  ABOVE 

SUSPECTED  ORUG(S)  (TiaOe  Narr>e  is  preterreO  it  a gervr<  proOuci  give  manutaciurei  InOicaie  Lot  No  to 

ftsrBHtBRBfflesBa 

/ vaccines  ixotogest 

REASON  FOR  USE  OF  OflUG(S) 

ROUTE 

TOTAL  DAILY  DOSE 

DATES  OF  ADMINISTRATION 

HYPERTENSION 

P.O. 

1 OOmg 

12  Oct.  '86 

OTHER  DRUGS  TAKEN  CONCOMITANTLY  (SKhjQe  those  useC  to  treat  teacfon) 

None 


OTHER  RELEVANT  HISTORY  (e  g . Concomitant  Diagnoses,  Pregnancy,  etc ) 

None 


PHYSICIAN  NAME  AND  TELEPHONE  NUMBER 

J.  Doe,  M.D.  277-2550 

Confidential 

ALSO  REPORTED  TO  manufacturer  YES  LJ  NO 


For  report  cards,  guidelines  and  information  contact  Dr.  S.  Rosenbaum,  277-2550 

A pilot  project  of  the  Rhode  Island  Department  of  Health 
sponsored  by  the  U.S.  Food  and  Drug  Administration 


592 


Rhode  Island  Medical  Journal 


4 


4 4 4444444444  4 4 4 4 4* 

4 4444444444  4 4 4 4 4 

444444444  44  4 4' 

4444444  4 4 

4444  44  4 

4444  4 

44  4 4 

'^CONTROL 

ACDRAKI 

with  once-a-night 
h,s.  therapy  for  active 
duodenai  uicers 


4 4 
4 


4 4 4 4 

4 4 4 

4 

4 


Only  one  tablet  at  bedtime 

Controls  nocturnal  acid 
to  relieve  pain  and  heal 
duodena!  ulcers 


Heals  active  duodena!  ulcers  after  4 weeks 
!n  most  padents^^ 


ZANTAC  300  mg  h.s. 

/ 

270/320 

84% 

ZANTAC  150  mg  b.i.cf. 

292/345 

8596 

In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodena!  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  may  be  higher  with  ZANTAC  150  mg  b.  i.  d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (87%>). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  150  mg b.i.dA 
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ranitidine  HQ/Glaxo  300 mg  tablets 


Once-daify  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 

Side-effects  profile  comparable  to  ZANTAC  150  mgb.i.dA-^ 

Headache— sometimes  severe— has  been  reported.  Rare  effects  on  the  CNS.  cardiovas- 
cular. Gi  hepatic,  and  integumentai  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 


No  significant  interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 

ZANTAC  300  mg  h.  s.  had  no  significant  drug 
interactions  with  theophylline  or  warfarin.  The 
bioavailability  of  certain  medications  whose 
absorption  Is  dependent  on  a low  gastric  pH 
may  be  altered  when  ZANTAC  or  other  medica- 
tions which  decrease  gastric  acidity  are 
administered. 


4 4 4 

4 4 
4 

4 

4 


Glaxo/<S> 

*!t  is  not  known  exactly  how  much  acid  inhibition 
is  needed  to  heal  ulcers 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 


IN  ACTIVE  DUODENAL  ULCERS 

Once-a~ni^tt  h.s.  therapy 
controls  acid  rain 


ranitidine  HCI/Glaxo  SOOmgtablets 


Two  effective 
regimens  to  treat  active 
duodenai  uicers: 


References:  1.  Data  available  on  request.  Glaxo  Inc.  2.  Ireland  A, 
Colin  Jones  DG.  Gear  P et  al  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  in  treatment  of  duodenal  ulcers  Lancet  1984,2:274 
275  3.  Colin  Jones  DG,  Ireland  A.  Gear  R et  al  Reducingovernight 
secretion  of  acid  to  heal  duodenal  ulcers  Am  J Med  1984.  77 
(suppi  5B)  116  122 

ZANTAC-  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC"  300  Tablets 
(ranitidine  hydrochloride) 

See  complete  product  information  before  prescribing.  The  follow 
mg  IS  a brief  summary 

INDICATIONS  AND  USAGE:  ZANTAC  is  indicated  in 

1-  Short  term  treatment  of  active  duodenal  ulcer  Most  patients 

heal  within  four  weeks 

2 Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers 

3 The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger  Ellison  syndrome  and  systemic  mastocytosis). 

4 Short  term  treatment  of  active,  benign  gastric  ulcer  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat 
ment  has  not  been  demonstrated 

5 Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC"  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug 
PRECAUTIONS:  General:  1 Symptomatic  response  to  ZANTAC" 
therapy  does  not  preclude  the  presence  of  gastric  malignancy,  2 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adiusted  in  patients  with  impaired  renal  function.  Caution 
should  be  observed  in  patients  with  hepatic  dysfunction  since 
ZANTAC  IS  metabolized  in  the  liver 

Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix'"  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended 
Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P 450-linked  oxy- 
genase enzymes  in  the  liver  However,  there  have  been  isolated 
reportsof  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet  un 
identified  (eg.  a pH  dependent  effect  on  absorption  or  a change  in 
volume  of  distribution) 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  stud 
les  in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day 
Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella.  £ coh)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduc- 
tion studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed 

Nursing  Mothers;  ZANTAC  is  secreted  in  human  milk  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

Use  in  Elderly  Patients;  Ulcer  healing  rates  m elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 
groups.  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  in  other  age 
groups. 


ADVERSE  REACTIONS:  The  following  have  been  reported  as  events 
in  clinical  trials  or  in  the  routine  management  of  patients  treated 
with  oral  ZANTAC ' The  relationship  to  ZAN  TAC  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre 
dominantly  in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre 
mature  ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting,  and 
abdominal  discomfortypain. 

Hepatic:  In  normal  volunteers.  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days  With  oral  administration  there  have 
been  occasional  reports  of  reversible  hepatitis,  hepatocellular  or 
hepatocanalicular  or  mixed,  with  or  without  jaundice 
Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocy- 
topenia. thrombocytopenia,  and  pancytopenia 
Endocrine:  Controlled  studies  in  animats  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  noantiandro- 
genic  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  m male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and.  rarely,  alopecia 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasm, 
fever,  rash,  eosinophilia)  and  small  increases  m serum  creatinine 
DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  150  mg  at  bedtime 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC"  150-mg  doses  more  frequently.  Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
IS  150  mg  twice  a day 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day 

See  full  prescribing  information  for  dosage  adjustment  for 
patients  with  impaired  renal  function. 

HOW  SUPPLIED:  ZANTAC  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  ’’ZANTAC  300"  on  one  side  and  ’’Glaxo"  on 
the  other.  They  are  available  in  bottles  of  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  ’’ZANTAC 
150"  on  one  side  and  "Glaxo"  on  the  other  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173  0344  47) 

Store  between  15  and  30  C (59  and  86  F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

ici  Copyright  1983,  Glaxo  Inc.  All  rights  reserved.  June  1986 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 
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i . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


ii 


appears  to  have 


the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 
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llurazepom  HCI/Roche  (jv 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Etfective  in  all  types  ol  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequenf  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  etfectiveness  tor  at  least  28  consecutive 
nights  of  administrafion  Since  insomnia  is  offen  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  ot  congenital  molformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potentiol  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  it  alcohol  is  consumed  the  day  following  use  tor 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impoirment  of  performance  ot 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt-discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  tor  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increose  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reoctions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  hove  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, 61  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocyfopenia,  sweafing,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rosh,  dry 
mouth,  bitter  taste,  excessive  salivotion,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
notions,  and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 
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*A  FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  #1  for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.’^  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  adjacent  page  for  references  and  summary  of  product  information. 
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